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Case Report - Successful Treatment of Brush-evoked Pain
Induced after Herpes Zoster by Trigger Point Injections
with Botulinum Toxin A
Ling-Wen Chen 1, Jen-Yin Chen1, Jann-Inn Tzeng 1, Che-An Liu 1, Ping-Hsun Feng 1,*
Postherpetic neuralgia (PHN) is a common peripheral neuropathic pain syndrome.
Current treatments for neuropathic pain include pharmacological and nonpharmacological management. Non-pharmacological treatments which are not the
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mainstay therapeutic options should be considered to manage subtypes of patients who
are refractory to medications or intolerant of the side effects of drugs. Herein, we report
a 58 year-old female patient suffered from persistence of pain symptoms involving the
right forth to seventh cervical roots for 4 months. The pain didn't respond well to lowdose medications. She was intolerant of the side effects of high-dose drugs. Physical
examinations revealed both brush-evoked pain and myofascial trigger points on her
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neck, shoulder and upper arm. The pain manifestations of her PHN were comprised of
sensory neuralgia and myofascial pain. Analgesic properties of Botulinum toxin A
(BTX-A) have demonstrated to be beneficial in myorelaxation and have multiple
effects on the sensory nervous system. Therefore, we used trigger point blocks with
BTX-A once to relieve her pain successfully without recurrence of pain during the oneyear follow up. To our knowledge, this is the first case of brush-evoked pain induced
after herpes zoster combined with myofascial pain successfully treated by trigger point
injections with BTX-A. Furthermore, the duration of pain-free time compared to
intradermal or subcutaneous injections was substantially greater. However, further
large-scale studies are needed to replicate this clinical observation.
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Introduction

Case report

Postherpetic neuralgia (PHN) is the most common

A 58 year-old female other than suffering from

complication of herpes zoster caused by reactivation of

hypertension was basically healthy. The hypertension

the varicella-zoster virus within the dorsal root or

was held in-check through proper medications for 3

cranial nerve ganglia. PHN, a chronic neuropathic pain

years. She didn't experience any neck or shoulder pain

syndrome, has been defined as persistence of sensory

until a sudden outbreak of herpes zoster (HZ). She

symptoms one month, three months or longer in the
affected dermatomes after zoster rash has healed.1
Current treatments for neuropathic pain include
pharmacological and non- pharmacological
management. Pharmacological management is the
mainstay of therapeutic options for neuropathic pain.2

visited her dermatologist because several patches of
vesicles were noted on the right side of her neck,
shoulder and upper arm after approximately two days of
moderate to severe prodrome pain. She received the
antiviral therapy for HZ. The vesicles disappear in 2
weeks. However, she preferred wearing low-cut blouses
due to the suffering brought about by mild allodynia

However, non-pharmacological approaches should be

(brush-evoked pain) and constant tightness on the right

considered to manage subtypes of patients who do not

side of her neck. She suffered from intermittent,

respond well to medications or are intolerant of the side

spontaneous pain and tingling sensations over the right

effects of drugs.

side of her neck, shoulder and upper arm. Her pain

Trigger point injections of local anesthetics, such as

didn't respond well to low-dose medications including

lidocaine or bupivacaine, have been reported to relieve

gabapentin, carbamazepine, oxcarbazepine and

neuropathic pain effectively in patients suffering from

morphine. Moreover, she was intolerant of the side

neuropathic pain syndrome whose pain is resistant to
medications.3 However, trigger point blocks with shortacting local anesthetics are required to be performed
repeatedly to maintain the analgesic effects.4 On the
contrary, direct subcutaneous or intradermal
administrations of Botulinum Toxin A (BTX-A) with an
enduring action can provide prolonged analgesic effects
5

effects of high-dose drugs. Her symptoms and signs
persisted for near four months. Thus, she was referred to
our pain clinic for further treatment. Physical
examinations discovered both brush-evoked pain and
myofascial trigger points on her neck, shoulder and
upper arm. Brush-evoked pain (a mechanical
hyperalgesia) is a key feature of neuropathic pain.6 On
the contrary, myofascial trigger points, a major

successfully in patients with chronic neuropathic pain.

manifestation of myofascial pain, were found in her

Herein, we reported a female PHN patient refractory to

right upper trapezius, levator scapula and lower splenius

pharmacological treatments suffered from severe pain

cervicis. According to her history and the dermatomal

for 4 months. We used trigger point blocks with BTX-A

distribution of brush-evoked pain, PHN was highly

once to relieve the pain successfully without recurrence

suspected. Local anesthetics of 1% lidocaine 0.5-1 ml

of pain during the one-year follow up.

per point were injected into those myofascial trigger
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points. Her pain intensity dramatically decreased to a

contraction or glandular secretion.7 Consequently,

level of 3 from 7 on an 11-point numerical pain rating

analgesic properties of BTX-A are found to be involved

scale. Yet, the pain intensity gradually returned to 7 two

in myorelaxation and have multiple effects on the

to three days later. Trigger point blocks were given once

sensory nervous system.8 BTX-A possesses a direct

a week. After administering trigger point blocks for 3
weeks, we discovered that her pain responded well to
trigger point blocks with lidocaine. Although a
significant reduction in pain was noted, it was a shortterm relief. Thus, trigger point blocks with BTX-A was

inhibitory effect on the afferent fibers of the sensory
system9. In animal experiments, BTX-A has been
demonstrated to inhibit the exocytosis of acetylcholine
and other neurotransmitters like glutamate, substance P

performed as an adjuvant treatment to oral analgesics.

and calcitonin gene-related peptide.10 These neurotransmitters

Each trigger point was given 10 units of BTX-A diluted

play key roles in neurogenic inflammation and both

with 0.5 ml saline (20 unit/ml). Pain intensity decreased

peripheral and central sensitization.11 In addition,

to 5 one week later. She experienced no tightness, no

retrograde uptake of larger doses of BTX-A into the

spontaneous pain, tingling sensation as well as no

central nervous system influences the substance P and

allodynia two weeks later. Therefore, she was tapered-

enkephalin levels in the central nervous system, spinal

off of all medications within one month. On a follow-up

cord and nucleus raphe.12 Based on the multi-

exam three months later and a follow-up phone call one
year later, no recurrence of pain was reported.

mechanisms, BTX-A has been validated in managing
painful muscle disorders and chronic neuropathic pain
syndromes. The former includes tension headaches,

Discussion

migraines, and myofascial pain syndrome; the latter
comprises PHN, trigeminal neuralgia, diabetic

This PHN patient with myofascial trigger points was
successfully treated by trigger point blocks with BTX-A.
She did not experience zoster pain again during the
following year. Our case showed that trigger point
blocks with BTX-A has longer analgesic effect than
intradermal or subcutaneous injections, which lasted
5

neuropathy and complex regional pain syndrome.5,13
Neuropathic pain is often associated with other
chronic pain syndromes, particularly myofascial pain.14
PHN is a well-known chronic peripheral neuropathic
pain syndrome and also has been demonstrated to
contain myofascial pathology which is diagnosed by the

only around two months. To our knowledge, this is the

presence of taut bands and trigger points in the affected

first report of brush-evoked pain induced after herpes

myotome.15 Several explanations for the concurrence of

zoster combined with myofascial pain successfully

myofascial pain following varicella zoster virus

treated with trigger point injections of BTX-A.

reactivation include (1) muscle guarding owing to

BTX-A was originally developed to treat

neuralgia, (2) infection or inflammation of the ventral

overactivity of muscles or hypersecretory disorders by

horn of the spinal cord, ventral roots, or peripheral

inhibiting acetylcholine release to block muscle

motor neurons, and (3) angulation or stretch of spinal
79
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nerve roots due to degenerative scoliosis, which is very

intradermally which only lasted about 2 months.5

common in the elderly.15 The trigger point blocks are

Heterogeneity of pain and other sensory symptoms

presumed to desensitize the peripheral nociceptive

is a specific characteristic of patients with herpes zoster

response and to block the arc projection to higher

and PHN. Accurate evaluation of their symptoms and

neurological pain centers which bring in a stronger

signs plays a critical role in the treatment and prevention

16

contraction of muscle fibers. Taken together, trigger

of herpes zoster and PHN. Our case provides the

point deactivation will hit the mark directly in

evidence that postherpetic pain may be composed of

17

postherpetic pain with myofascial pathology. Various

both sensory neuropathy and myofascial pain.

substances including local anesthetics, BTX-A, and

Furthermore, trigger point blocks with BTX-A may

sterile saline, have been used for injections in trigger

provide longer pain relief than that injected

18

points. Local anesthetics block the nociceptors by a
reversible action on sodium channels, whereas BTX-A
inhibits the release of acetylcholine in the trigger
points.19 Thus, trigger point blocks with lidocaine or
bupivacaine repeatedly have been shown to effectively
relieve the pain in those PHN patients suffering from
myofascial pain as a complication of herpes zoster.15 Our
result was consistent with a previous report that a PHN
patient with myofascial trigger points over the affected

intradermally or subcutaneously. Though, the current
evidence does not recommend the routine use of BTX-A
injection in trigger points for myofascial pain due to
limited data.21 Trigger point blocks with BTX-A can be
an alternative therapy for patients with postherpetic pain
and/or myofascial pain who don't respond well to the
conventional drug therapy. However, further large-scale
studies are needed to replicate this clinical observation.

myotomes was successfully treated using trigger point
blocks with lidocaine.20
Yet, the analgesic effect of lidocaine only lasted for
2-3 days. BTX-A has proven to be long lasting and has
direct anti-nociceptive effects on both the muscular and
sensitive sensory nervous systems. BTX-A may provide
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