
Letters to the Editor

On “The human movement 
system: our professional iden-
tity...” Sahrmann SA. Phys Ther. 
2014;94:1034–1042.

Sahrmann’s perspective paper1 is 
an inspiring call to action to take 
seriously the vision statement 
made by APTA’s House of Del-
egates. That vision has the poten-
tial to enable physical therapists 
to become the medical experts in 
evaluating, diagnosing, and treat-
ing movement-related problems.

It is extraordinary that she and her 
colleagues have been able to de-
scribe a new physiological system 
of the body, the human movement 
system, which abides by princi-
ples based in the basic sciences of 
anatomy, physiology, kinesiology, 
and biomechanics.

As the movement system becomes 
widely recognized and accept-
ed as a legitimate and important 
physiological system of the body, 
physical therapists will become 
the “go-to” professionals to treat 
movement-related problems. Our 
identity as a profession will be 
more unifi ed.

However, this can happen only 
when our physical therapist pro-
fessional education focuses on 
how to better evaluate normal ver-
sus abnormal motion and how to 
diagnose movement dysfunctions. 
We will not be recognized as true 
independent specialists if we are 
treating conditions based on an-
other professional’s diagnosis.

Physical therapy has the oppor-
tunity to fi ll a void in the care of 
musculoskeletal problems. Medi-
cal professionals are spending less 
and less time observing patients 
to fi nd the mechanical causes of 
orthopedic conditions. Diagnostic 
tests have now become the exami-
nation tool of choice. In addition, 

most physicians are not trained in 
analyzing movement. We need to 
fi ll this void by being recognized 
as the professionals best equipped 
to diagnose and treat movement 
impairments.

When asked, “Can the way one 
moves and uses his or her body 
result in injury or pain?,” patients, 
doctors, and physical therapists all 
answer, “Yes.” The obvious ques-
tions, which have never been ad-
equately answered, are: “If that 
is true, how does it happen?” 
and “How can it be treated?” The 
movement system aims to answer 
those questions.

My intention for writing this re-
sponse to Sahrmann’s article is to 
call attention to the importance of 
her work and what she is saying. 
I encourage our profession to pro-
mote and advocate for the move-
ment system to become widely 
recognized by the medical com-
munity and the world at large. I 
believe that by doing so, we—as 
a profession—can signifi cantly im-
prove the outcomes of the care we 
provide. 

Howard L. Nelson

H.L. Nelson, PT, 95 Cabrini Blvd, Apt 5G, 
New York, NY 10033 (USA). Address all 
correspondence to Mr Nelson at: howard 
nelsonpt@gmail.com. 

This letter was posted as a Rapid Response on 
September 10, 2014 at ptjournal.apta.org. 
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Author Response
Nelson’s positive response1 to the 
information presented in my per-
spective paper2 is very reassuring. 
He has highlighted several impor-
tant aspects of practice today that 

support the value of promoting 
the identity of physical therapists 
as movement system specialists. 
Although both the public and 
other health care professionals 
acknowledge that movement, par-
ticularly as related to sports, can 
cause injury, the progressive and 
preventive nature of that injury is 
not well understood. Many articles 
published in the non-medical 
press also have stated that physi-
cians are not performing physical 
examinations; nonetheless, they 
are analyzing movement. Yet, as 
stated in the perspective paper, 
based on the literature, the ortho-
pedic community is increasingly 
aware of movement inducing the 
pain problem rather than a patho-
anatomical structure. 

As Nelson stated, physical thera-
pists need to become the “go-to” 
professionals for diagnosing and 
treating movement-induced tissue 
injuries. Thus, we have to estab-
lish both our diagnostic expertise 
based on movement analysis of 
these problems and our treatment 
effectiveness. I also am convinced 
that recognition as diagnosticians 
requires specifi c labels that are 
within our scope of practice and 
that are widely used by the profes-
sion. I could not agree more that 
every therapist must in every way 
possible convey to the public and 
to other professionals that there is 
a movement system and that we 
are the professionals who have the 
greatest knowledge of this system. 

Shirley A. Sahrmann

S.A. Sahrmann, PT, PhD, FAPTA, Program 
in Physical Therapy, Washington University 
School of Medicine, 4444 Forest Park Ave, 
Box 8502, St Louis, MO 63108 (USA). Ad-
dress all correspondence to Dr Sahrmann at: 
sahrmanns@wustl.edu.

This letter was posted as a Rapid Response on 

September 22, 2014. at ptjournal.apta.org. 
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On “Effectiveness of trig-
ger point dry needling...” 
Cotchett MP, Munteanu 
SE, Landorf KB. Phys Ther. 
2014;94:1083–1094.

It was with interest and some con-
cern that we read the report by 
Cotchett et al1 published in the Au-
gust 2014 issue of PTJ. Although 
the authors reported statistically 
signifi cant differences in fi rst-step 
pain and foot pain in favor of trig-
ger point dry needling over sham 
dry needling, it appears that the 
actual palpatory methods used by 
Cotchett et al1 to identify the lo-
cation of the target trigger points 
and, therefore, the entry point, 
angulation, and depth of needle 
insertion have not yet been found 
to possess accurate diagnostic va-
lidity or acceptable intra- or inter-
examiner reliability for muscles in 
the foot or lower leg. Therefore, 
the results of the study by Cotchett 
et al,1 including the reported fre-
quency counts of myofascial trig-
ger points in specifi c foot intrinsic 
and lower leg muscles, should be 
questioned, or at least viewed cau-
tiously. There are several original 
trials, literature reviews, and meta-
analyses that support our conten-
tion on this issue.

In a recent systematic review, 
Tough et al concluded, “There is a 
lack of robust empirical evidence 
validating the clinical diagnostic 
criteria [for trigger point identifi -
cation or diagnosis] proposed by 
both Travell & Simons (1999) and 
Fischer (1997).”2 In another sys-

tematic review on the reliability of 
physical examination for the diag-
nosis of myofascial trigger points, 
Lucas et al concluded, “There is 
no accepted reference standard 
for the diagnosis of trigger points, 
and data on the reliability of phys-
ical examination for trigger points 
is confl icting.”3 In addition, a pre-
dictable pattern of pain referral 
and the local twitch response are 
each no longer considered suffi -
cient or necessary for diagnosing 
trigger points.2–4 Yet, regardless of 
the existing evidence, Cotchett et 
al1 still decided to use “a charac-
teristic pattern of referred pain” 
and “a local twitch response” as 
2 of the 4 criteria for the identi-
fi cation and diagnosis of myofas-
cial trigger points in the foot and 
lower leg. 

We would like to encourage Cotch-
ett et al1 to provide evidence from 
an original, peer-reviewed experi-
mental study, not a textbook writ-
ten by Travell and Simons,5,6 that 
supports the diagnostic accuracy 
and reliability for the use of a “char-
acteristic pattern of referred pain” 
or the presence of “a local twitch 
response” in making the diagno-
sis of a myofascial trigger point 
within the quadratus plantae, fl ex-
or digitorum brevis, or other in-
trinsic muscles of the foot. To our 
knowledge, such a study does not 
exist, and, according to Myburgh 
et al,4 the gluteus medius (kappa 
range=.29 to .49) and the quadra-
tus lumborum (kappa range=.36 
to .50) are the only muscles in the 
human body with distinct and pre-
dictable pain referral patterns that 
have acceptable reproducibility on 
manual examination. Furthermore, 
in a systematic review on the reli-
ability of physical examination for 
the diagnosis of myofascial trigger 
points, Lucas et al3 found an unac-
ceptable interrater reliability range 

(kappa range=−.05 to .57) for the 
local twitch response. Therefore, 
the internal validity of the Cotch-
ett et al1 study appears to be jeop-
ardized.

After reviewing 9 studies on reli-
ability, Lucas et al concluded, “At 
present, there is no data on the 
reliability of pinpointing the exact 
location of active trigger points.... 
The existing data on reliability per-
tain only to agreeing if a muscle 
has the signs of a trigger point and 
not the exact location of the taut 
band or the nodule within the taut 
band.”3 Lew et al7 reported inter-
examiner agreement of only 21%, 
and Sciotti et al8 reported error 
rates of 3.3 to 6.6 cm among ex-
aminers attempting to identify the 
specifi c location of trigger points 
in the upper trapezius muscle. In 
another recent literature review, 
Myburgh et al4 found poor inter-
examiner reliability of manual pal-
pation of trigger points in various 
muscle groups. Only “tenderness” 
of the upper trapezius muscle, not 
the actual location of the trigger 
point, was found to be moderately 
reliable. More recently, Myburgh 
et al9 similarly reported “good 
agreement between experienced 
practitioners” for the “presence or 
absence” of a clinically relevant 
trigger point in the upper trape-
zius muscle; however, like the 
many other studies,10–14 Myburgh 
et al9 failed to investigate the inter-
rater reliability for determining 
the specifi c location of the trigger 
point within the target muscle.

According to Lucas et al, “It is not 
yet evident that examiners can 
agree on the precise location of an 
active TrP [trigger point]; hence, 
they cannot be relied upon to ac-
curately insert the needle into 
the nodule of the taut band.”3 If 
clinicians are not able to reliably 
identify the exact location of trig-
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