
Myocardial bridges occur when ventricular 
myocardium overlies and envelops an epicardial 
coronary artery, and symptomatic patients may 
require surgery with either a thoracotomy or 
sternotomy approach, with or without 
cardiopulmonary bypass1.

Patients receiving thoracotomies2 or sternotomies3,4

have an incidence of chronic pain 1 year from 
surgery of up to 25-60% and 25-56% respectively.

Paravertebral blocks (PVBs) have been previous 
described as effective for pain control with 
sternotomies5 and thoracotomies.2
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Primary: Effect of PVB on length of stay (LOS) in 
patients with symptomatic  myocardial bridges 
undergoing surgery.

Secondary: Effect of PVB on Pain scores and opioid 
use.

Figure 2: PVB = paravertebral block; POD = post-op day; p refers to the p value

Table 1: PVB = paravertebral block; POD = post-op day; STD = standard deviation; 
p refers to the p value; ICU = intensive care unit; LOS = length of stay

Retrospective chart review, case series of 198 
patients that underwent surgical myocardial bridge 
unroofing between 2012 and 2023.

Separate analysis of sternotomy and thoracotomy 
groups, and specifically examined outcomes of 
percentage ICU admission, ICU and  hospital LOS , 
pain scores, and opioid usage from POD 0-3. 
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Figure 3: PVB = paravertebral block; POD = post-op day; p refers to the p value; MME = morphine 
milligram equivalents

PVBs show potential utility in surgery for myocardial bridge 
unroofing, especially for sternotomy patients. 

PVBs demonstrate decreased hospital resource utilization 
for patients receiving a myocardial bridge unroofing that 
underwent a sternotomy approach and a marginal trend 
towards decreased opioid utilization for patients with a 
thoracotomy approach.

Sternotomy patients receiving PVBs had a statistically 
significant significantly shorter  ICU and hospital LOS. For the 
thoracotomy group, no statistical difference was observed  
between the groups.

Pain scores were statistically lower in the sternotomy patients 
receiving PVB compared to control on POD2 and POD3; while 
no significance was detected for thoracotomy patients.

Opioid use was not different in the sternotomy group between 
the invention and control groups in on POD0-POD3; in the 
thoracotomy group there was a statistical difference on POD3 
between the intervention and control groups.

ICU admission rates for the entire cohort were 93.3% (184/195); 
92.8% (142/153) for patients receiving a PVB and 100% (42/42) 
for patients not receiving a block. 32 of the 39 thoracotomy 
patients were admitted to the ICU; 7 PVB patients did not 
require ICU admission, no statistical significance.
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Figure 1: LOS = length of stay; PVB = paravertebral block; p refers to the p value


