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Self-Care Behaviors Associated with Myofascial
Temporomandibular Disorder Pain

Health care typically refers to the treatment of conditions
by professional health-care providers. However, individu-
als with pain engage in many other health-care-related

behaviors not directly tied to the formal health-care system.1,2

Self-care has been defined as a process by which the layperson
functions on his or her own behalf to promote health, prevent ill-
ness, and detect and treat disease when it occurs.3 In the context
of pain, these behaviors can include the use of prescription or
over-the-counter medication, self-massage, resting, practicing
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Aims: To document the frequency of self-care in a clinical sample
of patients with myofascial temporomandibular disorder (TMD)
pain; report the perceived relief and control of pain for each of the
self-care behaviors; and to test for associations between the fre-
quency and efficacy of each self-care behavior and pain, depres-
sion and sleep quality, as assessed during a clinical visit, and to
determine whether the frequency was associated with changes in
pain intensity, depression, and sleep quality 30 days later.
Methods: The sample consisted of 99 female and 27 male myofas-
cial TMD pain patients who were participants in a multidisci-
plinary facial pain evaluation program. The subjects participated
in a structured interview during a clinical visit and a follow-up
telephone interview 30 days later. The interviews included ques-
tions about self-care, including resting, relaxation techniques, mas-
sage, hot and/or cold packs, home remedies, stretching or exercise,
herbal remedies, and the use of vitamins or nutritional supple-
ments for pain. Results: The passive self-care behaviors, such as
resting when experiencing pain (66%) and relaxation techniques
(62%), were the most commonly used. Patients reported that hot
or cold packs (5.3, 0-to-10 scale) and massage (4.7) provided the
greatest relief from pain, whereas resting (4.9), relaxation (4.8),
and massage (4.8) resulted in the greatest ability to control pain.
The most striking finding was that initial levels of pain or change
in pain were not consistently associated with self-care use; how-
ever, psychosocial outcomes of depression and sleep quality were
associated with self-care frequency and reported efficacy and
improved in relation to patient-reported self-care frequency.
Conclusion: Since people with chronic myofascial TMD pain
engage in a range of pain self-care strategies, clinicians need to dis-
cuss self-care with patients regularly. J OROFAC PAIN 2007;21:
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relaxation techniques, strengthening and stretching
exercises, application of cold or heat, herbal
medicine, megavitamins, or the use of various folk
remedies. Stoller et al4 assessed the patterns of self-
care in a sample of community-dwelling older
adults. Of the 26 different symptoms assessed, 4
involved pain (chest pain, stomach pain, headache,
and muscle/joint pain). The authors found that
more than half of respondents experiencing painful
symptoms engaged exclusively in self-management
of their symptoms.

Several studies using community sampling tech-
niques have reported on a range of chronic
pain–related health behaviors, including self-care.
For example, Andersson et al5 assessed a range of
pain-related health behaviors in a sample from
southern Sweden that had experienced pain for
greater than 3 months. The authors found that
58% had practiced some form of nonpharmaco-
logic self-care in the past 3 months; the most com-
mon were heat (34%), rest (32%), and physical
exercise (21%). Data collected from an Australian
sample indicated that 34% had used active behav-
ioral self-management (exercise/postural) and 60%
had used strategies classified as passive, such as rest,
massage, or hot or cold packs.6 Riley et al7 reported
that self-care for the control of orofacial pain is also
common among older adults in the United States.
Approximately 33% of the sample had used heat
and herbal treatments for jaw joint and face pain.
They also found that ingestion of alcoholic bever-
ages to self-medicate ranged from 12% to 25%,
depending on the painful oral symptom. 

Self-care can be considered among the comple-
mentary and alternative medicine (CAM) tech-
niques that are used for treating pain.8,9 Many
CAM modalities are usually administered by a
practitioner, but others can be self-administered.
However, many studies reporting CAM do not
make a distinction between these 2 modalities.
Using a telephone survey that reported rates of
CAM therapies among respondents who reported
back or neck pain, Wolsko et al10 found that the
most commonly used self-care behaviors were
massage (20%) and relaxation techniques (14%).
In a sample of health maintenance organization
(HMO) members with chronic low back pain,
Sherman et al11 reported that massage was used by
38% of those surveyed. Among subjects who
agreed to participate in a larger study on the effec-
tiveness of CAM for temporomandibular disorders
(TMD), DeBar et al12 found that 36% of the
respondents had used some form of CAM. Of
those that could be self-administered, massage was
the most common (24%), followed by biofeed-

back/visual imagery (14%) and over-the-counter
herbal supplements (8%). No time period for use
was specified. None of the 3 aforementioned stud-
ies distinguished between professional or at-home
use of massage. Another study reported the life-
time use of CAM among patients receiving treat-
ment at a university facial pain clinic.13 It was
found that 22.2% of the patients had received
some CAM treatment and the most common treat-
ments were relaxation therapy (12.7%) and chiro-
practic care (9.5%). The patients were asked only
about treatments provided by a caregiver. More
than half of the subjects had not sought prior care
for TMD,13 which suggests that the patients in this
sample were in the early stages of TMD.
Therefore, rates of self-care for patients seeking
care for orofacial pain have not been accurately
documented. 

Few of the studies reviewed here have consid-
ered how effective these modalities are for manag-
ing pain or whether those with certain levels of
pain are more likely to find them useful (ie, which
treatments are more commonly used for mild pain
compared with severe pain). 

Therefore, the present study had several aims:

1. To document the frequency of self-care behav-
iors in a clinical sample of patients with myofas-
cial TMD pain

2. To report the perceived relief from pain, the
control of pain for each of the self-care behav-
iors, and the degree to which patients viewed
each as an acceptable treatment for their pain
condition

3. To test for associations between the frequency
and efficacy of each self-care behavior and pain
(intensity and duration), depression, and sleep
quality during a clinical visit, and to determine
whether the frequency was associated with
changes in pain intensity, depression, and sleep
quality 30 days later.

Materials and Methods

Subjects

The sample consisted of 126 orofacial pain
patients (99 females, 27 males) evaluated at the
University of Florida College of Dentistry Parker
Mahan Facial Pain Center. Patients were partici-
pants in a multidisciplinary facial pain evaluation
program. All patients were new referrals and, at
the time of the baseline assessment, had not been
under treatment at the facial pain center. To be
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included in the study, patients were required to
meet the Research Diagnostic Criteria for TMD
(RDC/TMD) for an Axis I Group I diagnosis
(myofascial TMD) at the time of evaluation and to
have pain greater than 3 months in duration.14 All
subjects were given a mouth/bite splint in addition
to a range of other treatment recommendations
following the facial pain center evaluation. The
specific treatments received are unknown, as most
patients were followed by the referring dentist or
physician. A previous study from this clinic that
documented treatment recommendations and com-
pliance found that patients subsequently received
these follow-up treatments: medication changes,
47%; therapeutic injections, 20%; physical ther-
apy, 39%; or psychological counseling, 37%.15

Procedure

The study procedures were approved by the
University of Florida Institutional Review Board.
Subjects were recruited by the attending dentist in
the facial pain clinic. After receiving a description of
the study and giving their verbal consent, patients
participated in a 20-minute structured interview.
The interview was administered by a research assis-
tant who was not a member of the treatment team.
Approximately 30 days later the same research
assistant contacted each subject and conducted a
follow-up interview, which included an assessment
of pain, depression, and sleep quality.

Measures

Pain. At baseline and follow-up, pain was assessed
with a verbal 0-to-10 rating scale of the usual pain
intensity experienced over the past week with 0
equal to no pain and 10 equal to the most intense
pain imaginable.

Pittsburgh Sleep Quality Index (PSQI). The
PSQI is a self-report questionnaire used to assess
sleep quality and quantity. Its subjective global
sleep quality scale was used in this study.16,17 This
scale yields scores from 0 to 21; a score greater
than 6 is considered an indicator of clinically rele-
vant sleep disturbance. A Cronbach’s alpha of
0.81 has been reported for the global sleep quality
scale.18 The PSQI was administered at baseline and
follow-up.

Beck Depression Inventory (BDI). The BDI is a
widely recognized measure of depression and is used
to assess the extent to which an individual currently
reports behaviors, thoughts, or affective symptoms
commonly associated with depression.19 The BDI
was administered at baseline and follow-up.

McGill Pain Questionnaire (MPQ). The MPQ is
a self-report questionnaire which consists of 20
groups of single-word pain descriptors listed in
order of increasing intensity. The sum of the rank
values for each descriptor based on its position in
the word set provides a total score and is an over-
all index of pain. The MPQ has been shown to
have excellent validity and reliability.20

Self-Care Items. Eight self-care techniques were
assessed. The following formats were used to ques-
tion the patient about each technique:

• How acceptable to you personally is it for (you
to) , on a scale of 0 to 10, where 0 is not
acceptable and 10 is completely acceptable?
(Acceptability was not asked for resting)

• On how many days during the past week did you
(use) _ ___ for pain? 

• How much relief from pain did ____ give you,
on a scale of 0 to 10, where 0 is no relief from
pain and 10 is complete relief from pain?

• How much control over pain did ____ give you,
on a scale of 0 to 10, where 0 is no control over
pain and 10 is complete control over pain? 

Each question was asked for each of the follow-
ing 8 behaviors. Did you:

• Stop your activities and rest because of the pain
• Use a relaxation technique for pain
• Massage the painful area (or ask a family mem-

ber to do this)
• Apply hot and/or cold packs
• Use a home remedy for pain
• Stretch or exercise for pain
• Use an herbal remedy for pain
• Take vitamins or nutritional supplements for

pain

For relaxation and herbal remedies subjects
were asked for the specific relaxation techniques
and herbal remedies used.

Statistical Methods

Descriptive statistics were calculated for each of
the self-care behaviors. Multiple linear regression
models were used to test the strength of the rela-
tionships between baseline pain, depression, and
sleep quality as the independent variables and the
perceived efficacy associated with each of the pain
self-care behaviors as the dependent variable. The
baseline frequencies of the self-care behaviors were
also tested as predictors of changes in pain, depres-
sion, and sleep quality variables from the baseline
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clinical visit to the telephone interview in a series
of prospective regression models. As the correla-
tions between pain relief and control ranged from
0.86 to 0.69, only pain relief was used as the
dependent variable in these regression models.
Herbal remedies and dietary supplements were not
tested in the regression models because of the
small sample size. Age, sex, duration of pain, and
secondary diagnosis were entered in the first step
of each regression model as control variables. To
account for secondary diagnosis, separate dummy-
coded variables for myofascial pain with joint
involvement, myofascial pain with a vascular com-
ponent, and myofascial pain with a neurologic
component were created using myofascial pain
only as the comparison group. Sex was also
reported as a variable in the regression tables
because the pain literature suggests significant sex
differences in orofacial pain.21 Females were coded
0 and males 1.

A longitudinal design was employed in testing
the final aim and used baseline behaviors to pre-
dict future changes in clinical outcomes to elimi-
nate the issue of reciprocal causality associated
with cross-sectional data. Many other factors not
included in the model may also have influenced the
subsequent pain outcomes. One is the frequency of
each of the self-care behaviors reported at the 30-
day follow-up. To address this confounding factor
Spearman’s rank correlation coefficients were cal-
culated for baseline and follow-up self-care fre-
quency. Values ranged from 0.66 to 0.80, suggest-
ing that self-care frequency was similar for most
subjects during both time periods.

Results

The duration of pain in the sample ranged from 3
to 360 months, with a mean of 48.3 months (SD =
66.3) and a median of 24 months. At baseline, the
mean BDI score was 12.1 (SD = 9.8), the mean
PSQI score was 17.8 (SD = 6.9), the mean MPQ
score was 26.9 (SD = 15.4), and the mean pain rat-
ing for usual pain for the past week was 5.9 (SD =
2.5) on a verbal numeric rating scale of 0 to 10.
Primary/secondary diagnoses were muscle pain
with a vascular component (23%, n = 29), muscu-
lar pain only (29%, n = 37), muscle and joint pain
(31%, n = 39), and muscle pain with a neurologic
component (17%, n = 21). Seventy-one percent of
the patients were married. Their age ranged from
18 to 79 years, with a mean age of 40.9 years (SD
= 15.1). They had a mean of 13.8 years (SD = 2.1)
of formal education.

Frequency and Efficacy of Self-care Behaviors

Table 1 presents the reported frequency of each of
the targeted self-care behaviors. Resting, relax-
ation, and massage were the most likely to be
used, whereas herbal remedies and dietary supple-
ments were least likely to be used. Resting, relax-
ation, and cold/hot packs were most often used 5
or more times per week. Fourteen percent of the
sample did not endorse the use of any of the self-
care treatments. The likelihoods of the use of spe-
cific relaxation techniques and herbal remedies are
reported in Table 2. 

Table 1 Frequency of Each Self-care Behavior

1 to 2 3 to 4 5 times or
None times per wk times per wk more per wk

Self-care behavior n % n % n % n %

Resting 43 34 30 24 16 13 37 29
Relaxation 48 38 24 19 24 19 30 24
Massage 40 32 37 29 24 19 25 20
Hot/cold packs 57 45 24 19 13 10 32 25
Home remedies 91 72 12 10 10 8 13 10
Stretching/exercises 67 54 13 10 17 13 29 23
Herbal remedies 106 84 5 4 5 4 10 8
Dietary supplements 106 84 4 3 5 4 11 9

n = 126. Rows may not sum to 100% because of rounding to the nearest 1%. 

Riley et al

Journal of Orofacial Pain 197

Riley.qxd  7/19/07  12:39 PM  Page 197



Riley et al

198 Volume 21, Number 3, 2007

The mean ratings for relief from pain, control
over pain, and ratings of acceptability as a treat-
ment for pain for each of the self-care behaviors
are presented in Table 3. Hot/cold packs and mas-
sage were rated as providing the most pain relief,
whereas rest, relaxation, and massage were associ-
ated with the highest ratings of pain control.

Massage received the highest acceptability ratings
of the self-care behaviors.

Regression coefficients for significant predictors
of self-care frequency and efficacy for each self-
care behavior are presented in Tables 4 and 5,
respectively. Higher levels of depression were asso-
ciated with greater frequency of resting (� = .371)

Table 2 Use of Specific Relaxation Techniques and
Herbal Remedies

Frequency

n %

Relaxation techniques reported (n = 78)
Meditation/imagery based 24 31
Breathing 23 29
Reclining 19 24
Television 9 12
Music 6 8
Massage 5 7
Stretching 4 5
Prayer 4 5
Hot tea 4 5

Herbal remedies reported (n = 20)
Drinking herbal tea 8 40
Echinacea 4 20
Gingko biloba 4 20
Oil of clove 3 15
Bark extract 3 15
Garlic 2 8
Ginger root 2 8

Table 3 Ratings of Pain Control and Pain Relief for
Each Self-care Behavior

Pain relief Pain control Acceptability 

Self-care behavior Mean SD Mean SD Mean SD

Rest (n = 83) 3.8 2.7 4.9 2.8 – –
Relaxation (n = 78) 3.9 2.3 4.8 2.4 5.8 3.2
Massage (n = 86) 4.7 2.8 4.8 3.0 7.8 3.2
Hot/cold packs (n = 69) 5.3 1.9 3.9 2.5 6.6 3.0
Home remedy (n = 35) 4.0 2.5 3.5 2.6 5.2 4.0
Stretching/exercises 4.5 2.5 2.8 2.1 6.4 2.4
(n = 59)
Herbal remedies 3.9 3.2 3.8 2.4 5.0 3.8
(n = 20)
Dietary supplements 4.1 2.1 3.0 3.4 5.3 3.9
(n = 20)

Ratings based on a 0-to-10 numeric rating scale. Acceptability was
asked of all 126 subjects. Subjects were not questioned about the
acceptability of resting.

Table 4 Regression Models Predicting Frequency of
Self-care Behaviors from Baseline Pain
Outcomes

� SE Sig

Frequency of resting
Sex –1.082 .528 .043
Usual pain .439 .098 < .001
Depression .371 .077 < .001

Model R2 = .42
Frequency of relaxation exercises

Sex –2.015 .569 < .001
Depression .302 .083 < .001

Model R2 = .29
Frequency of massage 

Sex –1.392 .661 .037
Model R2 = .11

Frequency of hot/cold packs
Sex –1.458 .612 .019
Pain duration .009 .003 .048
Sleep quality .310 .101 .003

Model R2 = .23
Frequency of stretching/exercises

Sex –1.546 .764 .046
Sleep quality –.430 .122 .001

Model R2 = .18

n = 126. Sig = statistical significance value.

Table 5 Regression Models Predicting Efficacy of
Self-care Behaviors from Baseline Pain
Outcomes

� SE Sig

Relief from resting (n = 83)
Sex 2.104 .933 .027
Sleep quality .691 .119 < .001

Model R2 = .51
Relief from relaxation exercises (n = 78)

Sex 2.393 .763 .003
Pain duration .005 .002 .022
Sleep quality .261 .089 .004

Model R2 = .54
Relief from massage (n = 86)

Sleep quality .376 .091 < .001
Model R2 = .26

Relief from hot/cold packs (n = 69)
Pain duration .007 .003 .031
Sleep quality .297 .140 .039

Model R2 = .39
Relief from stretching/exercises (n = 59)

Sex –1.825 .874 .041
Pain duration –.013 .004 .004
Depressed .535 .139 < .001
Sleep quality .318 .141 .048

Model R2 = .31
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and relaxing (� = .302). Poor sleep quality was
associated with increased use of hot/cold packs (�
= .310) but decreased use of stretching/exercises (�
= –.430). Patients with higher usual pain rested
more frequently than those with low levels of pain
(� = .439). Pain duration was positively associated
with frequency of use of hot/cold packs (� = .009).
Women were more likely than men to use self-care
for all 5 of the self-care behaviors tested (resting,
relaxation, massage, hot/cold packs, and stretch-
ing/exercises).

Better sleep quality at the baseline clinical visit
was associated with higher ratings of relief from
pain for resting (� = .691), relaxation (� = .261),
hot/cold packs (� = .297), and stretching/exercises
(� = .318). Pain duration was also a significant
predictor of pain relief. Patients with longer pain
duration reported greater relief from relaxation
exercises (� = .005) and hot/cold packs (� = .007),
whereas those with shorter duration of pain
reported greater relief from stretching/exercises (�
= –.013). Women reported more relief from pain
than men using stretching/exercises (� = –1.825)
but less relief than men for relaxation techniques
(� = 2.393) or resting (� = 2.104).

Frequency of Self-care and Changes in Pain
Outcomes

The last aim was to determine whether self-care fre-
quency as reported at the clinical evaluation was
associated with changes in pain intensity, depres-
sion, or sleep quality in the 30 days following the
clinical visit. Certainly, patients may be expected to
improve following a clinical visit, whether from the
efficacy of treatment or the natural time-course of
their symptoms. To adjust for initial differences in
clinical symptoms, residualized change scores for
pain intensity, depression, and sleep quality were
calculated by subtracting predicted follow-up
scores from observed scores. The predicted score
was computed by regressing baseline values on
scores from the follow-up interview. Residualized
change scores are preferable to simple change
scores because they eliminate autocorrelated error
and regression to the mean effects.22

Regression coefficients for the frequency of the
self-care methods as predictors of changes in pain,
depression, and sleep quality are presented in
Table 6. Changes in each of the outcomes were
modestly correlated (pain and depression, r = .26;
pain and sleep quality, r = –.23; and depression
and sleep quality, r = –.23). Decreased pain was
predicted by increased number of days resting (� =
–.127), with the full model resulting in an R2 of

.21. The number of days per week where stretch-
ing/exercises were used was the strongest predictor
of reduced depression (� = –.087), followed by the
frequency of days relaxed (� = -.052). Greater pain
duration was also associated with reduced depres-
sion (� = –.003) with the full model resulting in an
R2 of .45. Improved sleep quality was associated
with 3 of the self-care behaviors (days using relax-
ation, � = –.070; massage, � = –.052; and days
rested, � = –.049). Male sex and shorter pain dura-
tion were also associated with better sleep quality,
with an R2 of .49 for the full model. 

Discussion

This study examined the frequency and efficacy of
a range of self-care behaviors and, in the case of
massage, family- or friend-administered
approaches in a sample of patients with chronic
myofascial pain. The association between self-care
and important patients, outcomes of pain inten-
sity, depression, and sleep quality was also exam-
ined. This project focused on patient-administered
and layperson-administered therapies rather than
those provided by health-care professionals. Pain-

Table 6 Regression Models Predicting Residualized
Change in Pain Outcomes From Frequency
of Self-care Behaviors at Baseline

� SE Sig

Change in pain
Days rested –.127 .040 .012

Model R2 = .21
Change in depression

Duration of pain –.003 .001 .037
Days stretched/exercised –.087 .017 <.001
Days relaxed –.052 .017 .017

Model R2 = .45
Change in sleep quality 

Sex .664 .250 .024
Duration of pain .003 .001 .001
Days rested –.049 .017 .009
Days used massage –.052 .016 .017
Days used relaxation exercises –.070 .015 <.001

Model R2 = .49

Note: A negative value for symptom change represents a reduction in
that symptom; therefore, a negative � reflects a relationship where
increased self-care predicts a reduction in pain or pain impact. The
dependent variables are residualized change scores that eliminate auto-
correlated error and regression to the mean effects (n = 126).
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related self-care was a common practice with
approximately two thirds of the sample; these sub-
jects used massage, a relaxation technique, or rest-
ing for pain at least once a week. This would indi-
cate that patients in this clinical sample were very
active in self-management of their pain. These per-
centages are higher than those previously reported
for orofacial pain patients by DeBar et al12 and
Raphael et al.13

In general, massage has been the most com-
monly reported nonmedical pain management
strategy among patient samples, with rates ranging
from 38% in a primary care setting for back
pain11 to 24% for health maintenance organiza-
tion (HMO) members with orofacial pain.12

Among population-based studies, a postal survey
in Finland reported that 52% of persons that had
experienced pain once or more in the past week
had used physical exercise as a pain management
strategy, while 23% reported receiving a massage
from a friend or family member.23 Andersson et
al5 found that relaxing was the most prevalent
strategy; it was used for chronic pain by 32% of
their community sample.

Acceptability of Self-care

Patients rated all modalities as acceptable, with
massage receiving the highest acceptability rating.
Several studies have suggested that pain patients
are most enthusiastic about massage compared to
other therapies. The use of massage is also on the
rise. For example, Eisenberg et al24 found that
11% of the US population had used massage as a
therapy for various medical conditions and that its
use had increased more that 60% in a 7-year
period. Back pain patients participating in a ran-
domized clinical trial indicated that, given the
choice, they would choose massage over chiroprac-
tic or acupuncture by a factor of greater than 2 to
1.25 The present study further reinforces the notion
that pain patients are amenable to being involved
in the management of their pain. This and other
studies indicate that many persons with chronic
pain develop a range of pain management strate-
gies,26 but it is unclear whether clinicians regularly
discuss self-care with patients. None of the ratings
of acceptability were correlated with the measure
of pain, indicating that self-care was not preferred
by those with lower or higher levels of pain.

Frequency of Self-care

Patients with higher levels of pain rested more fre-
quently than those with less pain. However, the

frequencies of the other self-care behaviors were
not associated with baseline pain. In a population-
based study, Andersson et al5 reported that self-
care was more likely to be practiced by persons
with high pain intensity. By contrast, Turunen et
al23 did not find an association between pain
intensity and physical exercise but did find a rela-
tionship with pain duration (those with greater
chronicity used more relaxation). The multivariate
analysis used in the present study revealed a posi-
tive relationship between pain duration and use of
hot/cold packs but not the other measures of self-
care frequency. Pain duration was associated with
the efficacy of self-care, but the direction of the
relationship differed across self-care behaviors.

The strongest relationships were found between
self-care frequency and depression and sleep quality.
Patients with the highest levels of depression rested
and used relaxation techniques more days per week
than patients with less depressive symptoms. Those
reporting the poorest sleep quality were more likely
to use hot/cold packs but less likely to engage in
stretching and exercises. Other studies have
reported mixed findings for an association between
clinical symptoms and self-care. For example,
DeBar et al12 and Raphael et al13 did not find an
association between CAM and TMD-related fea-
tures, such as depression, well-being, and sleep. In a
population-based sample, Blyth et al6 found that use
of exercise/postural strategies was associated with
less pain-related disability than were less passive
techniques (eg, rest, hot/cold packs).

Efficacy of Self-care

During the structured interviews, patients were
asked to rate both pain control and pain relief asso-
ciated with the use of self-care. Both measures were
highly correlated, and the mean ratings for each
followed a consistent pattern. Techniques of
hot/cold packs, massage, or stretching/exercises
that involve manipulation of tissue provided the
highest ratings of relief, whereas control appears to
be more associated with arousal control strategies
such as resting and relaxing. Massage, a treatment
modality that manipulates tissue and provides some
relaxation, was the only self-care behavior that was
given a high rating for both relief and control.
Studies have also reported massage by a trained
therapist to be the most effective CAM treatment in
dealing with chronic back pain.10,11

It is logical that a patient’s level of pain and
related symptoms would be linked to the potential
effectiveness of various self-care techniques. The
pattern observed in the present study was that self-
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care was most effective among those reporting
poorer quality of sleep. Retrospective studies of
TMD patients27 and prospective studies of patients
receiving knee surgery28 have shown that disturbed
sleep is associated with a negative outcome. To the
authors’ knowledge, the only other study that cor-
related helpfulness with pain impact was that of
DeBar et al.12 They reported that CAM therapies
combined were not associated with pain or depres-
sion, but as in the present study, fewer sleep prob-
lems were found to be associated with rating self-
care as very helpful. 

Self-care Frequency and Changes in Pain
Outcomes 

This research team was unable to find any studies
assessing self-care in which patients were followed
to assess changes in their pain condition over time.
In the current study, the most striking finding was
that changes in pain were the least associated with
the frequency of self-care use. Certainly fluctua-
tions in chronic pain are related to many factors
not measured in this study. However, the psy-
chosocial outcomes of depression and sleep quality
did improve in relation to patient-reported self-
care frequency. The relationship between stretch-
ing and exercise and change in depression was the
strongest. It is not clear whether the higher activity
level associated with this self-care behavior played
a role in subsequent patient improvement.
Certainly therapy often involves planning of
increased physical activity for depressed patients,
and there is good evidence that physical exercise is
a useful treatment for clinical and subclinical levels
of depression.29–31

That resting, relaxation, and massage, all self-
care modalities that reduce arousal and acute
stress, were associated with improvement in the
quality of sleep suggest that arousal may con-
tribute to the frequent report of sleep difficulty
among orofacial pain patients.32,33 A recent study
linking daily masticatory muscle tension and stress
with TMD suggests a rationale for treatment
involving arousal control that helps to reduce
parafunctions and muscle tension.34 It is possible
that sleep improves because patients do not wake
up with pain resulting from night-time parafunc-
tional activity. It is also possible that a particular
self-care modality interacts with 1 of the treat-
ments patients received. An example could be rest
and relaxation working synergistically with splint
therapy to reduce the pain associated with
inflamed masticatory muscles. 

There are several methodologic issues that
should be considered when interpreting these
results. There may have been some overlap
between self-care modalities such as resting, mas-
sage, and relaxation techniques or between home
remedies and herbal supplements. Self-care fre-
quency and the subjective measures of health are
based on self-report and subject to an individual’s
interpretation. The specific reasons for treatment
choices are unknown and may reflect the role of
patients’ choices of treatment as well as recom-
mendations made by their dentists or physicians.
Although associations were modeled between
baseline self-care and changes in pain, depression,
and sleep across time, other factors, including
medications and/or other treatments, are likely to
have influenced the observed changes in the out-
comes at the 30-day follow-up interview. It is also
unknown to what extent it is valid to draw longer-
term conclusions on the relationship between the
self-care and changes in pain, depression, and sleep
quality. The sample included only chronic pain
patients seeking care in a tertiary care specialty
center, and self-care practices may differ among
persons with acute myofascial pain who seek ini-
tial evaluation or community samples. In addition,
other pain outcomes, such as physical functioning,
were not tested.

Conclusions

This study found that passive self-care behaviors
such as resting and relaxation techniques are used
often by a large percentage of myofascial TMD
patients, and clinicians need to discuss self-care
with patients regularly. Patients found that hot or
cold packs and massage provided the greatest relief
from pain, whereas resting resulted in the greatest
ability to control pain. Although patients rated
self-care as effective in controlling their pain,
reported self-care frequency was most highly asso-
ciated with psychosocial outcomes of depression
and sleep quality. Many patients with chronic
myofascial pain have tried past medical/dental
interventions without success, and it is possible
that palliative self-care, when selected and per-
formed appropriately, may have utility in control-
ling and reducing pain through improvement in
depression and sleep quality. Certainly these rela-
tionships are complex, and better models of
changes in clinical outcomes as a function of
patients’ health behaviors should be a focus of
future research.
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