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Myofascial pain (MFP) is a regional referred pain syndrome associated with focally tender “trigger points” (TrPs) in 
skeletal muscle. It is a prevalent cause of pain in all parts of the body.  
 
Regional means that the pain is typically localized to a particular body part, such as the low back, shoulder, knee or head, 
and the pain is not generalized or spreading all over the body.  
 
Soft tissues are the tissues that connect, support or surround other structures and organs of the body but are not bone. 
Soft tissues include the tendons, ligaments, skin, fibrous tissue, fat, joint membranes, and muscles, nerves and blood 
vessels. Myofascial pain arises from muscles, one of these many soft tissues of the body. 
 
Clinical Characteristics 
Myofascial pain is caused by focally tender spots or “knots” in taut bands of skeletal muscle. These knots are called 
trigger points. Trigger points refer deep, aching pain to distant sites that often include non-muscular structures. For 
example, they are frequently associated with chronic headache, earache, tooth ache, jaw pain, low back pain, knee pain, 
or abdominal pain, to name a few. The referred pain pattern from any particular trigger point is essentially the same from 
one person to another and from one time to the next in the same person. Because trigger points refer pain in predictable 
patterns, the site of the pain can easily be used in reverse to identify the guilty trigger points. To that end, two textbooks 
detailing the pain referral patterns from almost all of the muscles in the body was brilliantly compiled by Travell and 
Simons. 
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For example, pain in the back of the knee may be from calf and hamstring muscle trigger points; pain deep in the knee 
may be from trigger points in different parts of the quadriceps muscle. Myofascial trigger points in the gluteus medius and 
gluteus minimus muscles will refer pain into the lower buttock area. Trigger points in a deep low back muscle called the 
quadratus lumborum are responsible for many refractory back pain issues. A combination of trigger points in the 
sternocleidomastoid, upper trapezius, suboccipital and temporalis muscles will replicate most headache complaints. 
 
Trigger points can be active or latent. Active trigger points are those that are causing clinical pain. Latent trigger points are 
trigger points that are quiet with respect to clinical pain. They are found in a taut bands of muscle, just like active trigger 
points, but, unless stimulated or palpated, they are not causing referred pain at that moment in time. With proper palpation, 
however, the referred pain pattern associated with that trigger point could be elicited. Trigger points often vacillate 
between active and latent states depending on how much mechanical or emotional stress is placed on them. 
 
Trigger points may also cause sensory, autonomic and motor symptoms in addition to referred pain. For example, the 
area to which the pain is referred may become tender or feel a little numb. If the pain is referred into the head, it may feel 
funny to comb or brush the hair.  
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Trigger points may also cause autonomic disturbances such as sweating, persistent tearing, a droopy eyelid, stuffy nose, 
excessive salivation and goose-bumps on the skin. Proprioceptive disturbances may include imbalance, dizziness, or 
ringing in the ears.  
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Motor disturbances may include spasm of other muscles, weakness, loss of coordination or loss of work tolerance of the 
muscle containing the trigger point. For example, grasping objects may become unreliable if there are weak hand muscles 
or loss of forearm muscle coordination.  
 
Prevalence 
Myofascial pain is an extremely prevalent cause of pain in all parts of the body. In a University based general internal 
medicine practice, 30% of patients with a complaint of pain had myofascial pain causing their symptoms, but the primary 
care physicians in charge of the patients had not made the diagnosis. The intensity of the pain was as great as or greater 
than pain from other sources.  
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This means that when a primary care doctor misses the MFP diagnosis, the patient is likely to seek consultations with 
other specialists. If these specialists in turn miss the diagnosis, patients continue to have pain, and ultimately end up in 
chronic pain management centers, where the diagnosis is also often ignored and the patient is primarily treated with 
medications.  
 
For example, in a University based orofacial pain practice, 55% of patients had MFP as the primary diagnosis. Only 21% 
had an inflammatory temporomandibular joint (TMJ) disorders as the primary cause of pain.  
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And in another study that looked at almost 500 consecutive patients referred to a university orofacial pain clinic 54.2% had 
myofascial pain due to trigger points as the primary diagnosis. 
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Strikingly, once patients ended up in an inpatient pain management program 85% of them had MFP due to trigger points 
as the primary diagnosis. This illustrates the persistence of myofascial pain and the lack of recognition of this ubiquitous 
disorder by almost all primary care and specialty practitioners. 
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Some will argue that myofascial pain does not exist, and that there are no scientific studies to support this condition. 
However, this is actually not true. There are many scientific studies that have documented different aspects of the clinical 
features associated with MFP and others that have explored the potential pathophysiology and the neurophysiology 
underlying this disorder. More needs to done, but it is hardly an unstudied phenomenon. 
 
The unfortunate consequence of denying the existence of myofascial pain is that it blinds the clinician to the clinical 
usefulness of recognizing this very prevalent and, especially when diagnosed early, readily managed, entity.  
 
 
 


