MYOFASCIAL SYNDROMES

Myofascial syndrome (MS) has often been confused with fibromyalgia because they both involve muscle pain. MS is characterized by painful foci of muscle called trigger points. MS became better known based on the work of a well-known Washington, D.C. physician, the late Dr. Janet Travell. Dr. Travell was the White House physician for a number of presidents.

Trigger points are different from tender points in that they may be just about anywhere. The tender points of fibromyalgia exist in a specified pattern. When a physician presses on a tender point, the patient describes exactly that-tenderness. When a physician pushes a trigger point, it elicits an involuntary "twitch" response. Additionally, the patient may report pain which radiates away from the trigger point itself.

Patients with myofascial syndrome complain of one or more areas in muscles which are painful. The pain may be sharp, dull, burning, or aching. What is interesting about myofascial pain is the pattern in which it radiates. Most of the pain that people may have can usually be traced back to the nerve which serves that area of the body. This is called dermatomal pain, and most medical texts have figures that show these so-called dermatomes and the spinal nerve to which they are related. Myofascial pain does not follow the normal dermatomal pattern.

As an example, many people develop trigger points in the middle of the trapezius muscles on one or both sides. This point is usually exactly where the strap holding a bag would touch the shoulder, i.e., right in the middle, between the tip of the shoulder and the base of the neck. If this area is pressed by an examining physician, the patient may not only have a twitch response and pain in this area, but the response may refer from the top of the head just over the ear on the same side, down the back of the head, over the shoulder, and down the back to just under the armpit and around to the chest. This pain pattern cannot be described with a classical dermotomal distribution.

The region just described is a very common source of myofascial pain and may come from the continual wearing of a heavy bag with a strap, as described. Some people carry stress in this area, and a heavy bag and strap have nothing to do with it. Many patients complain of headaches or migraines and trace the origin to the trigger point described. The trigger point is pushed resulting in a twitch response followed by a headache or migraine.

Dr. Travell's work involved mapping out the myofascial pain regions and their associated trigger points. She developed a technique of either injecting a local anesthetic with mild anti-inflammatory steroid solution into the trigger point or breaking up only the point with a needle. The exact pathology of the trigger point is not entirely understood. What is clear is that treating the trigger point is responsible for resolving many types of pain patterns.

Travell's work coincides with acupuncture points. The trigger points and associated pain radiation areas have been correlated by an acupuncture researcher. As it turns out, 87% of Dr. Travell's trigger points and their associated pain areas lie on acupuncture meridians and correlate with known acupuncture points. Additionally, acupuncturists describe a certain grabbing of the needle which is called taking Chi. This correlates with the twitch response described by Travell. When a trigger point is properly needled, there is a visible grab observed by the practitioner and a feeling of a grabbing or slight contraction around the needle experienced by the patient. Though new to Western medicine, Dr. Travell's work had already been discovered and utilized thousands of years before by the Chinese!

What distinguishes myofascial syndrome from fibromyalgia (FM) is that MS is not usually associated with poor sleep or chronic fatigue, although some patients may have a little bit of both. The trigger points of MS do not go away by getting the patient to sleep better. Since a patient can have both FM and MS, treating the FM may improve things. However, persistent painful areas may be the result of MS. For example, a patient may suffer from headaches and have classic FM. Following the FM protocol makes the patient feel much better, but the headache persists. Upon reexamination, the patient's physician finds the same mid-trapezoidal trigger points described above, greater on the right than the left. It turns out that the patient carries a heavy laptop every day on the right shoulder. When the trigger point is pressed upon very firmly, the patient develops neck pain which evolves into a migraine. Treating the trigger point and having the patient stop carrying the laptop for a while results in resolution of the headaches. What has been described is, of course, the ideal diagnostic situation. Some patients may not develop the migraine right there in the office. However, any person who has unexplained headaches should have an evaluation for the presence of trigger points. The same is true for any persistent muscular pain which appears to be nondermatomal in origin.

In treating myofascial pain, traditional acupuncture can be coupled with electrical stimulation. Also, as developed by Dr. C. Chan Gunn (a physiotrist and acupuncturist who is Medical Director of the Gunn Pain Clinic in Vancouver, B.C., Canada, and Visiting Scientist and Consultant to the University of Washington School of Medicine's Multidisciplinary Pain Center in Seattle, Washington), a Showa #6 Japanese needle plunger that holds one acupuncture needle is used to needle active trigger points. The plunger will allow for different needle lengths to treat varying muscle thicknesses.

For refractive cases, a homeopathic solution of traumeel and/or a mild narcotic called buprinorphine injected into the trigger point or points may be employed. The injection of corticosteroids and/ or local anesthetics into trigger points as had been practiced by Dr. Travell many years ago is not often recommended. Trigger points may require multiple treatments that necessitate excessive amounts of steroid medication over time. Some physicians feel that local anesthetics may irritate the muscle tissue, and multiple injections into the same trigger point may aggravate the problem.

Buprinorphine, when diluted and injected into trigger points, may have a local pain-reducing action or in some way help to directly break up the trigger point. Additionally, buprinorphine is a mild narcotic analgesic that makes repetitive needling more tolerable for the patient. The dosage of traumeel is not critical since it is homeopathic. One to two ampules per session may be adequate, depending upon the number of trigger points and the volume of the solution. The proportion works out to 1 ampule per 10 cc of saline. Since buprinorphine has a systemic action and may produce drowsiness, no more than 2 ampules are usually used per session, again depending upon the volume used. Some patients, especially those who are obese, may tolerate more than 2 ampules per session. The dilution is ½ to 2 ampules (0.15 to 0.6 mg) per 20 cc of saline depending upon patient response and number of trigger points treated per session. It is advised to begin with the lower concentrations. The injections are usually only 2 to 4 cc per trigger point. Someone must drive the patient home after treatment because of the potential for sedation.

For really difficult-to-treat trigger points, the Edegawa technique involves taking a 60-cc syringe filled with saline (salt water) and injecting it rapidly through an 18-gauge (large!) needle. Anywhere from 20 cc up to the full 60 cc may be used for a particularly recalcitrant trigger point. It is believed that the rapid influx of saline pulls the muscle fibers apart where they cross the trigger point, resulting in a breakup of the trigger point itself.

If saline fails, traumeel and buprinorphine may be added to the saline. This combination is recommended at the outset due to the safety of the two preparations, the possible direct actions of both agents on the trigger point, and the systemic pain-killing properties of buprinorphine. After all, multiple injections of large volumes of fluid into muscle tissue are painful. The dilution is 6 ampules of traumeel and 1 to 2 ampules of buprinorphine per 60 cc of saline. Each trigger point may require anywhere from 10 to 60 cc of fluid as previously described. The amount must be found empirically. No matter how many trigger points are treated, it is suggested that no more than 3 ampules per session of buprinorphine be used because of the potential for sedation. However, some patients, especially those who are obese, may require and tolerate more. Do not worry about addiction. (See the Pain protocol for more information.)

Many painful conditions-including headaches, migraines, and various muscle pains-improve when the trigger points associated with myofascial syndrome are identified and treated.

Patients with MS are encouraged to employ proper basic nutrition and supplementation.

Summary

	1.
	Patients with unexplained persistent headaches or muscle pain should be examined for the presence of trigger points.

	2.
	Follow good basic nutrition as for FM.

	3.
	Take tryptophan or 5-hydroxytryptophan as for FM, but with smaller dosages.

	4.
	Consider phenylalanine and/or tyrosine up to 1000 mg a day. (See Phenylalanine and Tyrosine Dosing and Precautions protocol.)

	5.
	See a physician with experience in treating MS for proper treatment with dry needling (by definition, the pain will not go away until the trigger points have been located and treated).


Make sure that both you and your physician find the source of the trigger points and seek ways to prevent recurrence. Look for repetitive injury as the cause before deciding that stress is the etiology. If stress is the etiology, it is most important to find ways of relieving it, or the MS pain will recur.

	1.
	For trigger points which do not respond to "dry needling," do not use steroids or local anesthetics.

	2.
	Consider using traumeel and/or buprinorphine in small or large volume amounts as described above for resolving refractory trigger points.
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