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Abstract
In this article we discuss the evaluation of a typical patient referred to our clinic with myofascial pain syndrome.
With an understanding of the underlying pathoanatomy and pathophysiology we discuss the rationale and potential
benefits of surgery for some patients.

Case Report
Our understanding of myofascial pain syndrome (MPS) has
progressed a great deal in the past decade. However, our review reveals
no published data regarding surgical management. The senior author
was introduced to trigger point denervation fasciectomy by Dr.Harry
Ornstein, of the Plastic Surgery Department, University of Texas,
Southwestern Medical School. Over the past 20 years the senior author
has used this technique to help patients with recalcitrant MPS. The
purpose of this paper is to introduce the reader to the pathophysiology
of this condition and a novel operative procedure, which can alleviate
pain in patients who have previously been considered beyond help. We
discuss our surgical management of this disease, as highlighted by
presentation of a typical patient.
A 59 year old Caucasian right-hand dominant woman was referred
to our clinic with right shoulder pain. Her pain was periscapular and it
had been present for many years. She rated the pain 8/10 on the visual
analogue scale (VAS). There was no inciting trauma she could recall.
Otherwise she had medicated hypertension and hypercholesterolemia,
and a short history of treatment for Parkinson’s disease.
Clinically there was no wasting of the shoulder girdle. Point
tenderness was elicited and reproducible in two foci within the midportion of the infraspinatus fossa. She had symmetrical range of
movement of her shoulders and no pain or weakness on testing of
rotator cuff musculature. Her acromio-clavicular joint and long head
of biceps tendon were non-tender. Cervical spine range of motion was
unrestricted and did not initiate any girdle/limb pain. No neurological
abnormalities we present.
Plain radiography of the shoulder was normal. MRI revealed
supraspinatus tendinopathy and acromio-clavicular joint degeneration.
Exhaustive non-operative treatment is the authors’ preferred
management of MPS. Simple analgesics (acetaminophen, 1000 mg,
orally, qid regularly) and anti-inflammatory medications (diclofenac,
50 mg, orally, tds regularly) are prescribed, as well as muscle relaxants
at night (cyclobenzaprine, 2.5 mg to 10 mg, orally, two hours before
bed, regularly). Other modalities, including moist heat, massage and
phonophoresis are utilized, along with physical therapy focusing on
scapula stabilizing and shoulder rebalancing exercises. We perform
dual purpose, diagnostic and therapeutic, injections into the trigger
points and anticipate total pain relief. Initially, the trigger points are
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localized with 5/8th inch, 25 gauge needles with a syringe containing
lidocaine 1%, 2 cc - this is used to infiltrate the trigger points and
overlying subcutaneous tissues and skin. The needles remain in-situ as
the lidocaine takes effect. Subsequently, a syringe with a mixture of
triamcinolone, 2 cc with bupivocaine 0.75%, 4 cc, is attached to the
hub of the needles, injected and evenly distributed between the trigger
points. We perform three injections at three-weekly intervals.
We feel it judicious to consider in the differential diagnosis cervical
radicular pain, thoracic outlet syndrome, primary shoulder girdle
pathology such as rotator cuff disease, acromio-clavicular joint
arthrosis and snapping scapula syndrome, as well as fibromyalgia. In
regards to fibromyalgia, we follow the American College of
Rheumatology 1990 Criteria of chronic, widespread pain in
combination with tenderness at 11 or more specific tender points [1].
We recognize the issues inherent in diagnosing fibromyalgia [2]. In
contrast to these patients, candidates for this surgery have isolated pain
to the periscapular region of their shoulder girdle, either unilaterally or
bilaterally.
Our patient’s pain was relieved temporarily with each of her
injections but persisted despite all non-operative treatments. She
returned to discuss further management. It is our experience that this
type of patient can have a dramatic improvement in pain after surgical
intervention and is a good candidate for surgery.
On the day of surgery, prior to any analgesics and anesthetics, the
surgeon identifies the trigger points and marks them with an indelible
pen. Each trigger point is approached through a 5 cm longitudinal
incision overlying the point. Sharp dissection proceeds to the deep
fascia. Subcutaneous flaps are elevated until a 5 cm by 5 cm area of
fascia is exposed. Utilizing sharp dissection and cautery this 5 cm by 5
cm area is excised. The epimysium is teased off the muscle belly fibers
and excised as well. Subjectively, the fascia and subcutaneous tissue in
these patients is thickened, however the specimens are not routinely
sent to pathology for microscopic examination. See Figure 1, below, for
macroscopic appearance of specimen. Care is taken to achieve
meticulous hemostasis. The wound is thoroughly lavaged with normal
saline and multi-modal local anesthetic is generously infiltrated in the
region. The wound is closed in layers and a pressure dressing applied.
Frequently a drain is placed given the large dead space as a result of the
development of subcutaneous soft tissue flaps.
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The above describes Partanen’s muscle spindle hypothesis for
development of MPS [8]. It is our opinion surgical treatment of this
condition, based on this hypothesis, has merit as it excises the
pathological tissue.
Given the basic science underpinning this condition, as well as the
lack of awareness on the part of physicians and surgeons, we are
attempting a review of a much larger series of patients who have
undergone this procedure. Obviously, a level 1 or level 2 study would
be the optimum way of confirming the efficacy of this procedure.
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Figure 1: An example of the excised deep fascia.
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