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Trigger Points: Diagnosis and Treatment

Dong Kuck Lee, MD
Department of Neurology, Catholic University of Daegu School of Medicine, Daegu, Korea

ABSTRACT Trigger points are discrete, focal, hyperirritable spots located in a taut band of skeletal muscle. They produce
pain locally and in a referred pattern. Patients may have regional, persistent pain resulting in a decreased range
of motion in the affected muscles. Acute trauma or repetitive microtrauma may lead to the development of
stress on muscle fibers and the formation of trigger points. Diagnosis of trigger point is made by clinical
examination. Palpation if a hypersensitive bundle or nodule of muscle fiber is harder than normal consistency.
Palpation of the trigger point will elicit pain directly over the affected area and/or cause radiation of pain toward
a zone of reference and a local twitch response. Trigger points may also manifest as tension headache,
tinnitus, temporomandibular joint pain, decreased range of motion in the legs, and low back pain. Various
therapeutics, such as the spray and stretch technique, ultrasonography, manipulative therapy and injection,
are used to inactivate trigger points. Among them, trigger-point injection has been shown to be one of the most
effective therapeutic modalities to inactivate trigger points and provide prompt relief of symptoms.

(J Pain Auton Disord 2015;4:45-50)
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Figure 1. Anatomy of trigger point. The trigger point is thought to
be made up of a number of muscle fibers that contain focal areas of
intensely contracted sarcomeres, as illustrated in this diagram.
These focal areas of small swellings are called contraction knots.
They have not been demonstrated in muscle taken from trigger
points in humans, and remain theoretical, but contraction knots
do fit in with the information about trigger points gained from
studies in humans, including the high-frequency spontaneous
electrical activity seen in trigger point electromyograms.
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Figure 2. Relationsip between taut band, trigger point, and referred
pain. The trigger point contains a band of hardened muscle, which
may have a nodular component as well. The hardened band is
known as a taut band. It extends partially or wholly between the
tendinous insertions of the muscle. The region of greatest hardness
is usually the zone of greatest tenderness. The notable feature of
the trigger point, especially the active trigger point that is asso-
ciated with the patient’s pain, is the feature of referred pain. Thus,
stimulating the tender area of a taut band in the upper trapezius
muscle may elicit pain in the ipsilateral temple and cause headache.
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Figure 3. Anatomy of myoscial trigger point. This is a diagrammatic
representation of part of a myofascial trigger point showing two
motor endplates and juxtapositional contraction knots; also a neu-
rovascular bundle containing motor nerves, nociceptive and sen-
sory afferents and blood vessels with closely associated sympathetic
fibres. Note that in a normal muscle fiber the sarcomeres are of
equal length, but in a muscle fibre containing a contraction knot
there is compensatory lengthening of sarcomeres on either side.
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Figure 4. Current pathophysiologic theory of myofascial pain syndrome, including purported ac-
tion sites of various treatments. Tissue injury leads to central sensitization and generation of trig-

ger points.
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