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Treatment of Myofascial Trigger Points  

Treatment of myofascial trigger points (MTPs) in dogs and cats consists of noninvasive 
and invasive therapies. Currently, there are no studies to validate the effectiveness of any therapy 
in either, and reported results remain strictly anecdotal. In people, numerous studies exist 
regarding noninvasive and invasive MTP therapy; however, in many the diagnosis of myofascial 
pain syndrome may lack validity. One literature review, reported significant variability in criteria 
used to diagnose myofascial pain syndrome and MTPs in people.1  
 
Noninvasive MTP Therapy 

Therapeutic Lasers:  Lasers are a popular modality that has been heavily marketed for the 
treatment of pain and wounds in the veterinary patient. Class IIIa (3a) lasers provide a maximum 
output power of 5 milliwatts (mW), class IIIb lasers provide output power up to 500 mW, and 
Class IV lasers provide output power greater than 500 mW.  Several Class IV lasers are 
marketed for veterinary use with power output ranging from 1 watt to 15 watts.  The amount of 
laser energy delivered during a treatment session is reported in Joules (J), and one Joule is equal 
to 1 watt per 1 second. The dose is reported as the energy per session in Joules divided by the 
area (cm2) where the energy is directed; therefore, the therapeutic laser dose is indicated in 
Joules/cm2. 

Accurate therapeutic dose delivery is only possible with Class IIIa and IIIb but not for 
Class IVs.  The later must be continually moved over the treatment area to prevent thermal 
injury, therefore, the joules delivered per cm2 is only an estimate.  Total laser energy delivered 
to the target tissue within the patient becomes even more uncertain due to beam reflection and 
back-scatter (collectively referred to as remittance).  For the above reasons studies in people, 
regarding myofascial, pain are limited to Class IIIs.   

Treatment with Class IIIa and Class IIIb lasers is more commonly referred to in the 
literature as low-level laser therapy (LLT). Low-level laser therapy has been widely used in the 
treatment of MTPs in people. Several double-blind placebo controlled studies report positive 
effects of LLT on MTPs.2,3,4  However, other studies report no therapeutic benefit.6,7 One 
systemic review did conclude that LLT could be effective in the treatment of MTPs associated 
with lateral epicondylitis in people.7  Proper therapeutic dosages for treatment are not known, 
and conflicting information exists in humans and in animal models. It has been suggested that 
inadequate dosage may be the cause of the unpredictability in the reported efficacy of laser 
therapy, especially by those marketing Class IV lasers.3 However, two studies have reported 
efficacy with a lower dosage.3,7   The later study, using the rabbit as an animal model, reported 
better treatment outcomes with energy of 5.4J per session versus 14.4J per session (total energy 
for 5 sessions was 32.4J and 86.4J, respectively). 

Electrotherapies:  Several references exist that discuss the use of transcutaneous 
electrical nerve stimulation (TENS) in the management of pain in dogs; however, no specific 
mention of its use in myofascial pain was found.8,9,10  TENS combined with other physical 
modalities appeared to have an immediate effect with regard to decreasing myofascial pain in 
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people.11 However, others concluded that insufficient evidence is available to determine the 
effectiveness of TENS in myofascial pain.12 

Therapeutic Ultrasound:  One randomized controlled study reported an immediate 
reduction in MTP sensitivity with therapeutic ultrasound in humans.13 Therapeutic ultrasound 
has been used to decrease stiffness of latent MTPs in the trapezius muscle in people.14 In that 
study, a 3 MHz therapeutic ultrasound was used at 1.4 Watts/cm2 for 5 minutes in a circular 
motion on an area twice the size of the 7cm2 ultrasound sound head.  This is in contrast to 
previous studies that reported therapeutic ultrasound was no more effective than placebo.15,16 
Gam et al, surveyed patients up to 6 months after treatment by means of a patient questionnaire, 
while studies reporting benefits from therapeutic ultrasound were based on immediate patient 
response only.   

Physical/Manual Therapies:  Data is either inadequate or conflicting regarding most 
manual therapies for treatment of myofascial pain syndrome.17 Another references states, current 
evidence regarding treatment of MTPs with physical and manual therapies did not exceed the 
moderate level of evidence.12 

It was additionally asserted that most trials examined multimodal treatment programs, so positive 
effects cannot exclusively be credited to a particular therapy. 

Ischemic compression, also known as trigger point pressure release, is a commonly 
described manual therapy for the treatment of MTPs in people. Studies in people show that 
ischemic compression may be of benefit in treatment of MTPs associated with shoulder pain, 
neck pain, headaches, and carpal tunnel syndrome.11,18,19,20 Numerous descriptions of the 
technique can be found in the academic medical literature as well as in the lay literature 
regarding massage therapy. Digital compression of the MTP for 60 to 90 seconds with increasing 
pressure is the most commonly described method. In dogs the taut band is identified and 
examined for the exquisitely tender MTP then digital pressure is applied to the point of patient 
recognition. After 15 to 20 seconds pressure may gradually be increased in most patients. 
Providing a gentle stretch to the muscle while applying pressure may assist in release of the 
MTP. 
 
Invasive MTP Therapy 

Several types of invasive MTP therapy have been described in people, including trigger 
point dry needling with an acupuncture needle and MTP injections with local anesthetics and 
other substances.  In the author’s experience, MTP injections are not well tolerated by the 
veterinary patient.  

Dry needling (DN) can be defined as a skilled intervention that uses a thin solid filament 
needle to penetrate the skin and stimulate underlying myofascial trigger points for the treatment 
of myofascial pain and muscle dysfunction.  The American Physical Therapy Association 
defines DN as an invasive technique used by physical therapists (where allowed by state law) to 
treat myofascial pain that uses a dry needle, without medication or injection, which is inserted 
into areas of the muscle known as trigger points.21 

Similarities exist between DN and the Traditional Chinese Medicine style of acupuncture 
there are also very significant differences.  Acupuncture follows rules and beliefs developed 
from ancient times, where as DN ignores ancient acupuncture philosophy.  DN is based more on 
modern scientific neurophysiology and anatomy.22 DN has more in common with Western 
Medical Acupuncture (WMA) since this form of acupuncture is a more modern scientific 
approach to therapy.  WMA still uses mostly predetermined point for needle placement many of 
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which were developed from evaluation of traditional Chinese acupuncture (Cummings 2004). 

   The placement of acupuncture needles in the tissue produces therapeutic effects through 
stimulation of peripheral nervous system and can be divided into four categories local, 
segmental, heterosegmental and general.   

Neurophysiology of Western Medical Acupuncture 

Local effects:  Local effects are brought about by antidromic stimulation of high 
threshold afferent nerves.  This antidromic (conduction of an impulse in an axon opposite of 
normal directions) leads to release of trophic and vasoreactive substances within the local area of 
stimulation.  Increased circulation is perhaps one of the most important local factors from 
needling. 

Segmental effects:  When the needle is inserted into tissue changes can occur within the 
dorsal horn of the spinal cord. Within the laminal II, substantia gelatinosa, enkephalinergic 
interneurones inhibit C fiber pain transmission thus modulating nociception.23 

Heterosegmental effects:  Placing a needle anywhere in the body can produce actions that 
result in analgesia.  Both the spinal cord and brain process the afferent input from the nociceptive 
stimulus of the needle.  The central nervous system produces a descending pain inhibition and 
two such pathways have been described.  A third analgesic system, induced by noxious 
stimulation anywhere in the body, is described as Diffuse Noxious Inhibitory Control (DNIC).24  
A recent study, however, suggests that the low pain stimulus usually used in people may not 
produce sufficient noxious stimulation to produce DNIC.25 

 General effects:  These are more difficult to define, and there is clearly some overlap 
with heterosegmental effects. The latter term is used here to denote effects mediated at every 
segment of the spinal cord, as opposed to effects mediated by humeral means or by influence on 
higher centers in the CNS controlling general responses.26 

Trigger Point Dry Needling 
Further expansion of a DN definition, using the information above; Dry needling (DN) 

can be defined as a skilled intervention that uses a thin solid filament needle to penetrate the skin 
and stimulate underlying myofascial trigger points for the treatment of myofascial pain and 
muscle dysfunction.  Local effects of needling appear to be due to the production of a local 
twitch response (LTR), but, segmental, heterosegmental and general effects maybe produced 
thus enhancing the management of pain and dysfunction. 

A systematic review suggested that myofascial trigger point dry needling appeared to be 
a useful adjunct to other therapies for lower back pain in humans.27   A more recent review and 
meta-analysis concluded that there was at least limited evidence that supported the efficacy of 
myofascial trigger point dry needling in people; however, the reviewers commented that 
additional studies are needed.28 In more recent studies in people, showed dry needling of MTrPs 
in the m. masseter to be effective in the treatment of myofascial temporomandibular disorders.29  
Dry needling has been shown to produce short-term anti-nociceptive effects.30 This effect was 
limited to muscles innervated by the same spinal cord segment. When a MTP in the infraspinatus 
was needled, pain thresholds to pressure were increased in MTPs in the supraspinatus (segments 

603616



C5 and C6) while no change in pain threshold to pressure was found in MTPs in the gluteus 
medius (segments L4, L5, and S1).  Pressure pain thresholds have also been shown to increase in 
active MTPs located in the trapezius of people demonstrated that pressure point thresholds in 
active MTPs in the trapezius with dry needling of MTrPs located in the extensor carpi radialis 
longus.31 Improvement in the range of motion of the neck was an additional finding. The 
management of pain and improvement in the active joint range of motion was seen following DN 
of MTPs in the scapulohumeral muscles of elite female athletes.32 

The clinician who undertakes invasive therapy for the treatment of MTPs needs not only 
a thorough knowledge of anatomy, but also must develop the kinesthetic skills to accurately 
place the needle into the MTP. Employing the examination techniques previously described, the 
taut band is identified and its length examined to localize the MTP. The acupuncture needle 
(Seirin J Type No. 5 [0.25] with insertion tube) is rapidly inserted, with the aid of the insertion 
tube, into the superficial tissues and then directed into the deep tissues and muscle to the taut 
band. An appreciation of an increase in resistance as the needle enters the taut band develops 
with experience. If needle placement is accurate, a LTR may be appreciated in the taut band. The 
needle is moved in and out of the MTP, slowly, until no further LTRs are appreciated. In dogs, 
the LTR confirms the presence of an MTP, but does not distinguish between an active MTP and 
a latent MTP. 

Two landmark studies have helped to validate invasive MTP dry needling and the 
therapeutic importance of the local twitch response (LTR).33,34 After induction of the LTR by the 
needle entering the MTP, local concentrations of biochemical mediators such as Substance P and 
Calcitonin Gene Related Peptide decreased. This may explain the observed decrease in pain in 
people after release of the MTP.  In the later study, not only were there similarities in the 
biochemical milieu of the active MTPs, but increased concentrations of analytes were found in 
remote muscle sites that did not contain MTPs. Study participants with active MTPs in the 
trapezius had increased concentrations of inflammatory mediators, neuropeptides, 
catecholamines, and cytokines in the gastrocnemius, which did not contain MTPs. The cause of 
this is not completely understood, however, it could be related to central sensitization. There is 
also the possibility that widespread release of these analytes is a precursor to the development of 
MTPs. Both studies offer explanations of the proposed therapeutic benefits of invasive 
therapeutic intervention and the secondary hyperalgesia that is often present in people with 
myofascial pain syndrome. 
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