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Myofascial trigger points tend to develop after acute trauma, with chronic muscle overload, secondary to other chronically 
painful conditions, and secondary to referred pain from other trigger points. They can be activated by additional acute 
muscle overload, and also through psychological stress. 
 
Acute trauma. 
Myofascial trigger points tend to develop acutely after trauma, typically in muscles that are recruited for protective muscle 
splinting or in muscles strained during the trauma. Examples of acute trauma are falls that result in a back, knee, hand or 
shoulder injury, or whiplash from a car accident. 
 
The muscles around the injured body part or injured along with the traumatized area, contract to immobilize the region 
and allow healing to occur. If the muscles are shortened and immobilized for long enough, trigger points develop. Then 
after the acute injury has healed, persistent pain is often due to these trigger points and the pain is typically referred back 
into the injured body part. Unfortunately, unless recognized as myofascial in origin, this persistent pain often results in a 
futile search for non-existent continued pathology, unnecessary testing and imaging, and sometimes even unnecessary 
surgical procedures.  
 
Myofascial trigger points may also develop acutely after excessive or unusual exercise, such as packing or handling 
boxes when moving, or even prolonged jaw opening during a dental appointment. This may include activation of 
preexisting latent trigger points, from prior injuries or from chronic long-term muscle overload. 
 
Chronic muscle overload. 
Myofascial TrPs also develop with chronic muscle overuse or “microtrauma” due more insidious factors such as poor 
posture and body mechanics, or repetitive motion activities. 
 
In the head and neck region, poor posture causes a cascade of events that lead to overload of the shoulder girdle and 
neck muscles, as well as the muscles of mastication. 
 
This is because the head is not perfectly balanced on the top of the spine. It is weighted slightly forward and therefore the 
muscles at the back of the neck are larger and stronger than those at the front of the neck. The muscles at the back of the 
neck are designed to hold your head up so that your eyes are level and you can see where you are going. This requires 
about ten pounds of work. 
 
When we collapse into poor posture, these muscles have to work overtime to rotate your head up so that your eyes can 
still see forward; for every inch that the head comes forward, these muscles have to do an extra ten pounds of work 
leading to chronic overload and trigger point development. Furthermore, when your head is rotated up so that your eyes 
are still level with the ground, the muscles at the front of the neck are stretched and pull gently down on the jaw. This 
means that, if unopposed, this gentle downward pull of the anterior neck muscles on the jaw would cause the jaw to open. 
Naturally, no one walks around with their mouth open, so there is a reflex response in the jaw closing muscles to keep the 
mouth closed.  
 
The simple act of collapsing into a forward head posture not only activates and overloads the neck muscles, but also 
activates and overloads the jaw muscles. An additional consequence of poor posture in susceptible individuals is that the 
increased jaw closer muscle activity will cause an increase in the intra-articular pressure in the TMJ and may induce an 
early click if the disc is slightly misshapen. Correction of posture will eliminate the click again. 
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Poor body mechanics and daily habits or repetitive movements also contribute to trigger point development. 
 
For example, poor posture with computer use is ubiquitous. If the computer screen is too high, the head has to be rotated 
to look up, overloading the neck and shoulder muscles. If the screen is too low, the user collapses forward and the head 
rotates back as well. If the chair is too high, there is the problem of under thigh compression and concomitant loss of 
lumbar lordosis. If the keyboard is too high, the shoulders must elevate with activation of the upper trapezius and levator 
scapulae muscles, not to mention that this also produces awkward wrist angulation. 
 
Heavy bags and heavy backpacks are another example of daily muscle overload causing activation of the upper trapezius 
and levator scapulae muscles and tilting of the torso overloading various mid and lower back muscles. When this occurs 
on a regular basis, trigger points develop over time. 
 
Secondary to chronic inflammatory disorders, infections, or painful conditions. 
Secondary myofascial TrPs develop in response to any prolonged painful process or disease such as inflammatory 
disorders of the TMJ, chronic ear infections, persistent toothaches, migraine, cancer or any other chronic painful condition. 
The primary noxious stimulus (for example, a third molar infection) causes a protective spinal reflex response (myospasm 
or trismus). Initially the increased motor activity is dependent on the primary pain source, but if the primary pain problem 
persists long enough, the motor activity becomes an independent, self perpetuating primary pain source in the muscle (a 
trigger point) that persists even after the primary pain source (the infected third molar) is removed. The pain from this 
secondary myofascial trigger point typically refers pain back to the same site as the initial primary pain causing the 
clinician to believe that there is persistent pathology, too often resulting in additional unnecessary treatments.  
 
Secondary myofascial pain needs to be identified and treated to reduce unnecessary treatments and also to reduce pain 
and improve response to other therapies when the initiating source is also a chronic pain such as migraine or post 
herpetic neuralgia.  
 
Even when the primary cause of a particular pain is not muscular, central excitatory effects tend to be expressed in the 
muscles, making myofascial trigger points a frequent complication accompanying other sources of pain. 
 
Satellite Trigger Points. 
When the pain from one trigger point is referred into another muscle, that muscle tightens up. Over time, this “referred 
motor activity” frequently results in the development of “satellite” myofascial trigger points in the secondary muscle, often 
creating additional referred pain and further confusing the clinical picture. 
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Trigger Point Activation. 
Myofascial trigger points have a distinct spontaneous electrical activity. If a special EMG (electromyographic) electrode is 
inserted directly into the trigger point, there is electrical activity that is unique to the trigger point. If the same electrode is 
moved slightly, or placed into a non-trigger point site in the same muscle close to the trigger point, there is essentially no 
activity. This spontaneous electrical activity is one-way researchers can study myofascial trigger points. 
 
In a seminal study by McNulty et al, “fourteen subjects were evaluated by needle electromyography in a trapezius 
myofascial trigger point and simultaneously in adjacent non-tender trapezius muscle fibers during a control condition 
(forward counting), a stressful condition (mental arithmetic), and resting baselines. Based on recent data implicating 
autonomic innervation in muscle function, [the authors] hypothesized that the trigger point would be more responsive than 
the adjacent muscle to psychological stress. The results showed increased trigger point electromyographic activity during 
stress, whereas the adjacent muscle remained electrically silent. These results suggest a mechanism by which emotional 
factors influence muscle pain. This may have significant implications for the psychophysiology of pain associated with 
trigger points.” 
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Other studies have replicated the association of sympathetic activity and electrical activity in trigger points. 
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