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Because the patient’s pain complaint is usually distant from the muscle containing the guilty TrP AND since trigger points 
tend to develop in consistent locations from patient to patient, familiarity with the typical referral patterns for each muscle 
will help the clinician to identify probable etiologic TrPs. In chronic conditions, multiple TrPs often produce overlapping 
areas of referred pain. The clinician must systematically examine all suspected muscles. To that end, the Myofascial Pain 
Trigger Point Manuals, Volumes 1 and 2 by Janet Travell and David Simons, are extremely helpful: each part of the body 
is given its own section and within each section, the site of the pain is used to identify muscles that have trigger points 
with referral patterns that include those sites.  
 
Once muscles potentially causing a particular pain are identified, they must be systematically examined for taut bands and 
trigger points. Most muscles lend themselves to flat palpation by using the tip of the index finger. The fingernails must 
be trimmed short so that pain from the fingernail is not misinterpreted as TrP pain. Presence of exquisite tenderness along 
a taut band of muscle is the most reliable diagnostic criterion of a trigger point. Replication of the patient’s “familiar pain,” 
the pain for which they have sought evaluation, increases the likelihood that myofascial pain is the diagnosis. Significant 
reduction or elimination of the pain with diagnostic spray and stretch or trigger point injection cinches the diagnosis.  
 
Some muscles such as the masseter, sternocleidomastoid, upper trapezius, latissimus dorsi, teres major, biceps, and 
certain hand muscles can be palpated between the index finger and thumb with pincer-type palpation. Deeper muscles, 
such as the quadratus lumborum, gluteus minimus and piriformis muscles will require a deep, probing palpation to 
penetrate through all of the tissues separating them from the skin. 
 
Trigger point algometry studies have verified the minimum pressure required to elicit pain from most trigger points is 2 to 
4 kg/cm2 of pressure, depending on the size of the muscle. This is why the tip of the index finger is ideal: it is about 1cm 
in diameter. Using more fingers distributes the forces and makes specific application of enough pressure difficult. 
Watching the patient for their reaction to the palpation will allow the clinician to appropriately titrate his or her force. 
Sufficient pressure on a trigger point will usually evoke a withdrawal response or wincing by the patient. This is often 
referred to as the “jump sign” and must be distinguished from the “twitch response”, which is a contraction of the taut band 
containing the trigger point and has nothing to do with the patient’s response to the pain of palpation. 
 
The twitch response is a contraction of the taut band containing the trigger point. It is characteristic of trigger points and is 
best elicited with a “snapping” palpation across the band over the trigger point site. The twitch response is a spinal cord 
reflex that has been extensively studied by Hong et al. While it is a key characteristic of myofascial trigger points, it was 
shown to be the least reliable clinical criterion for diagnosis. 
 
A reasonable measure of whether enough pressure is being applied is that the fingernail should blanche. For larger 
muscles in the rest of the body, the thumb may be needed in order to get deep enough or to apply enough pressure. 
Precise angulation is often key to finding trigger points in these deeper muscles. 
 
The pain referral pattern associated with a particular trigger point does not always appear immediately with application of 
pressure to the trigger point. Based on a study that documented the appearance of new receptive fields in rat dorsal horn 
neurons after noxious stimulation of skeletal muscle, Mense theorized that the delay in the emergence of the referred pain 
was due to the delay in unmasking of latent neural connections in the spinal cord from spread of substance P and CGRP. 
Therefore, clinically, the minimum palpation pressure that elicits local pain at the trigger point should be held for at least 
10 to 15 seconds to allow the referred pain pattern to develop. 
 

Therefore, effective clinical palpation of trigger points requires 
2-4 kg/cm2 for 10-15 seconds 
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The examination may replicate the patient’s chief complaint so precisely that there is no doubt about the diagnosis. 
Specific TrP therapies, such as “spray and stretch” or TrP injections, may be used diagnostically to confirm the myofascial 
basis of the pain. In fact, patients may have an exacerbation of their chief complaint after effective trigger point palpation 
and spray and stretch with application of moist heat may be indicated to ameliorate the aggravated pain.  
 
Consideration should be given to “key” trigger points, trigger points that induce development of and activity in one or more 
satellite trigger points. Inactivating a “key” trigger point will inactivate satellite trigger points without direct treatment of the 
satellite trigger points themselves. Muscles that have been identified as often containing such “key” trigger points include 
the sternocleidomastoid, the upper and lower trapezius, the scalenes, infraspinatus and latissumus dorsi. Any of the 
muscles in the referred pain pattern of these “key” trigger point containing muscles, may develop symptomatic trigger 
points that will only resolve when the “key” trigger points are identified and treated. The identification of “key” trigger points 
is particularly important when the patient complains chiefly of symptoms produced by the satellite point. 
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