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Abstract 
Background: Myofascial pain typically represents itself as dull deep aching 

sensation provoked by excessive or erroneous use of the muscles and psychological 

stressors causing increased tension in muscle. There is increasing awareness about 

active myofascial trigger points to have a major role in causing the symptoms of 

patients with Musculoskeletal pain. Objective: This study aimed to concisely report 

a case of myofascial pain syndrome associated with exertion beyond fatigue level 

and managed by myofascial trigger point therapy. Methods: The relevant 

information about the case was collected prospectively using musculoskeletal 

assessment form. The patient was diagnosed mainly by detailed history and gold 

standard palpation method that helps to identify taut muscles, tender myofascial 

trigger points, and neurodynamic and soft tissue mobilization treatment techniques 

was used for management. Case description: A 23-yfor male patient attended the 

physical therapy OPD at Helping hand institute of rehabilitation sciences. Patient 

was suffering from chronic pain along inferior angle of right scapula and was 

referred to OPD where he was treated with myofascial massage therapy, with soft 

tissue mobilization or fascia mobilization technique like friction massage and skin 

traction techniques over the right medial intra-scapular soft tissues. Moreover, 

trigger point release techniques for rhomboids and trapezius muscles, muscle 

stretching for scalene and upper trapezius and strengthening for serratus anterior 

muscle and thoracic mobilization techniques along with long thoracic nerve 

mobilization were used in combination. About 20-40 minutes of 1-3 sessions resulted 

in patient (100%) recovery and remained stable after two-months of follow-up. 

Conclusion: The maneuvers used for the treatment of myofascial pain in this report 

provide preliminary evidence of their effectiveness. Furthermore, it gives a 

background for Musculo-tendinous overuse, lack of warm up and proper 

biomechanical principles in sports as the sources of intra scapular myofascial pain 

in players especially those using their upper limb/limbs excessively as demand of 

their sports. A combination of manual therapy techniques was found reasonably 

effective with excellent results. 
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Introduction  

Myofascial pain typically represents itself as dull deep aching sensation which is 

provoked by use of the concerned muscles and psychological stressors which 

causes increased tension in muscle (1). It is very common and around 44 million 

Americans have been estimated suffering from it (2). A study from an internal 

medicine group practice found that 30% of patients with pain complaints had 

active myofascial trigger points (3). A report from a clinic specializing in head 

and neck pain reported a myofascial etiology in 55% of cases (4). Patients 

evaluated in one pain management center were found to have a myofascial 

component to their pain in 95% of cases (5).  There is increasing awareness about 

active myofascial trigger points to have a major role in causing the symptoms of 

patients with tension headaches (6), low back pain, neck pain (7), 

temporomandibular joint pain (8), forearm and hand pain (9) and postural pain 

(10). Sola et al reported latent trigger points in the shoulder girdle muscles of 

54% of female and 45% of male subjects who were absolutely asymptomatic 

(11). A myofascial pain syndrome may be due to just one trigger point, but 

generally there are numerous trigger points accountable for any given local pain 

problem. It is common for the problem it can be initiated with only one trigger 

point with the succeeding growth of satellite trigger points that develop over time 

due to the mechanical imbalance caused by the reduced range of motion and 

pseudo-weakness. A persistent trigger point might lead to neuroplastic changes 

at the level of the dorsal horn which will results in amplification of the pain 

sensation (i.e., central sensitization) with a predisposition to expand further than 

its unusual boundaries (i.e., expansion of receptive fields) (12). In some cases, 

this segmental central sensitization can lead to the mirror image pain phenomena 

(i.e. pain on the contra lateral side of the body in the same segmental distribution) 

and in other instances a progressive spread of segmental central sensitization will 

give rise to widely spread pain that characterize as fibromyalgia (13). 

The patient in this case report is believed to have developed myofascial pain 

following excessive table tennis practice and relieved effectively by intervention 

directed to reduce tension in myofascia in the region of intra scapular area. 

Case Presentation 

The patient in the report was a 23-year-old male who attended the physical 

therapy OPD for treatment of chronic pain along inferior angle of right scapula 

for the last 11 months got worse when he was practicing table tennis for more 

than 120 minutes. He described his pain as diffuse and excruciating in the region 

of his inferior angle of right scapula while playing table tennis in university and 

after that he had an onset of constant deep and dull intra-scapular pain. he rated 

the pain as a 7/10 in intensity on VAS (Visual Analogue Scale). In past medical 
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and surgical history, the player reported that he is table tennis player and he is 

right-handed and he get exhausted many times while practicing table tennis. On 

examination, right shoulder of the patient was found to be little hypertrophied as 

compared to the left one and scapular dyskinesia was noted. There was no arm 

pain or paresthesia. He was thoroughly assessed and the findings were medially 

rotated scapula, hypertrophied right upper back muscles, stiff thoracic spine, 

tight myofascia, trigger points in rhomboids and lower trapezius as well as 

levator scapulae. Cervical spine and related muscles were normal except for 

upper trapezius which was tight and caused the scapulae to be elevated as 

compared to the other side. He plays table tennis as university level player and 

as extracurricular activity during his studies and he had not taken any formal 

training for playing table tennis and is not aware of the biomechanical principles 

of the game. 

Treatment 

Patient used medications like naproxen (pain killer) and Panadol for pain relief 

but that was hardly relieving his pain and he was treated with various treatment 

modalities and physical therapy techniques like hot pack therapy, TENS 

(Transcutaneous Electrical Nerve Stimulation), NAG’s (Natural Apophyseal 

Glides), SNAG’s (Sustained Natural Apophyseal Glides) But none of these have 

any positive response in reducing pain and discomfort. When the patient was 

referred to OPD, he was treated with soft tissue mobilization or fascia 

mobilization technique like friction massage and skin traction techniques over 

the right medial intra-scapular soft tissues in combination with trigger point 

release techniques for rhomboids and trapezius muscles, muscle stretching for 

scalene and upper trapezius and strengthening for serratus anterior muscle and 

thoracic mobilization techniques along with long thoracic nerve mobalization. 

After the first session the patient reported a decrease in pain and discomfort about 

20% (3/10 on VAS). over the period of treatment for two weeks patient was 

completely pain free (0/10 on VAS). This treatment was continued for 3 weeks. 

 

Discussion 

Absence of radicular and red flag signs, made this patient ideal for the myofascial 

release technique maneuver which effectively alleviated the patient’s symptoms. 

Maintaining or improving joint range of motion (ROM) is often a goal of the 

physical therapist for promoting the health and quality of a sportsman’s life. 

Primary sources of resistance to normal passive ROM are the joint capsule, 

musculotendinous tissue and skin (14). These components can be affected by 

different manual techniques used in the clinic to improve ROM. Techniques that 

have been studied and shown to be effective in improving hip flexion ROM are 

proprioceptive neuromuscular facilitation (PNF) hold-relax and contract-relax, 
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sagittal plane isometric contract-relax, and passive stretch 

(15,16,17,118,19,20,21). Techniques that have not been studied but that have 

been claimed to improve ROM are myofascial release techniques. These are 

manual techniques used in the clinical setting to mobilize soft tissues of the body. 

Unreliable claims of their effectiveness in releasing painful connective and 

muscle restrictions have provoked controversy among clinicians due to an 

absence of scientific experimental research to validate these claims (22). Hong 

et al. (1993) reported that the best results in decreasing pain from MTrPs were 

obtained with a deep pressure soft tissue massage which included conventional 

massage and different compression techniques (23). Hanten et al. (2000) 

examined the effectiveness of a home program of ischemic compression 

followed by sustained stretching over active MTrPs. The results from this study 

showed that the combination of these techniques was effective in reducing 

tenderness from MTrPs. However, we do not know if the improvement in their 

patients was produced by the effects of the ischemic compression technique, by 

the sustained stretch or by the combination of both techniques. The substantial 

heterogeneity in the methodology of application of ischemic compression 

technique in these trials makes it difficult to compare the results (23). Fryer and 

Hodgson (2005) have recently demonstrated that the ischemic compression 

technique is better than sham-myofascial technique in reducing tenderness on 

latent MTrPs in the upper trapezius muscle. The results obtained by these authors 

are similar than those reported in the present pilot study for ischemic 

compression technique (24). 

 

Conclusion and Recommendation 

The maneuvers used for the treatment of myofascial pain in this report provide 

preliminary evidence of their effectiveness and gives a background for including 

as Musculo-tendinous overuse, no warm up and not use of proper biomechanical 

principles in sports as the sources of intra scapular myofascial pain in players 

excessively using their upper limb/limbs as demand of their sports. Studies with 

inclusion criteria of “myofascial pain” without “Neurological sign” in the acute 

care setting are recommended to explore the benefits of this type of soft tissue 

mobilization maneuver in such sports personnel. 
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