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Special tests have assumed the role of the double

edged sword or the Catch 22 of the clinical

examination. Special tests include imaging, clinical

special tests (e.g. Hawkins–Kennedy test for shoulder

impingement, a straight leg raise for lumbar radiculo-

pathy, etc.), and laboratory tests that are advocated

as diagnostic tools in decision making. The lure (siren

if you will) of a special test is enhanced by the

challenges of time and the benefits of efficiency

during a clinical examination. Yet the potential bias

in decision making that each provides often out-

weighs the benefit of the tool.

Over the past several decades, a notable decline in

the capacity of selected musculoskeletal clinicians to

perform a skilled clinical examination has occurred

and a proportional reliance on clinical special tests,

laboratory tests, and imaging has emerged.1 This

form of substitution in examination has led to a

number of problems, most notably, an incorrect

diagnosis and a more costly management strategy. Of

particular risk to this trend are our medical physician

colleagues.

It is well documented that physicians have lost

clinical examination capabilities over the last several

decades.1–8 Factors such as time constraints, lack of

confidence in one’s clinical testing capabilities, and

improvements in technology, have perpetuated a

focus on laboratory, imaging, and occasionally,

representative clinical special tests. Part or most of

the decline has been associated with training weak-

nesses, weaknesses associated with patient history

taking, and an overemphasis on organ-based diag-

noses and an under-emphasis on physical manage-

ment. Medical physicians are faced with notable time

constraints and are in many occasions, asked to be all

things for all patients.

Yet these problems are not solely isolated to

medical physicians. Chiropractic physicians have

long demonstrated expansive use of imaging methods

creating unnecessary costs and exposure.9 Overuse of

imaging is certainly not unique to chiropractic

physicians as the intolerance for uncertainty is

apparent across multiple medical disciplines and

specialties. Ordering imaging appears to be the

primary consequence of the intolerance.10

To be fair, an emphasis on laboratory and imaging

tests is understandable. Numerous meta-analyses

exist that outline the poor capacity of history taking

and physical examination tests for capturing selected

conditions.1 Further, time constraints increase our

reliance on special tests (quick tests) and the potential

for litigation emphasizes the necessity of accuracy.

When clinicians have these tests at their capacity,

regardless of whether each is fallible or not, the

assumed value of the additional testing supports the

pursuit of certainty in diagnosis.

Worth noting is that many manual therapists,

including numerous manual physical therapists, do

not have access to imaging or laboratory tests.

Consequently, these clinicians likely rely heavier on

clinical special tests in their decision making, and

whether this population would also frequent the use

of laboratory and imaging tests remains unknown.

Physical therapists often use clinical special tests at

the beginning of an examination to ‘rule out’ a

condition, or near the end of the examination to ‘rule

in’ a finding. Their reliance on these tests is analogous

to the reliance of medical and chiropractic physicians

on imaging and laboratory tests and the purpose is

the same: information gathering and improving one’s

accuracy. Accuracy matters.

Fortunately, the language of diagnostic accuracy

exists that helps define the value of a given clinical

special test in a given situation. Terminology such as

sensitivity, specificity, and positive and negative like-

lihood ratios help provide value to a test, help decide

when a test should be used, and assist in discriminat-

ing which tests actually help during decision making,

or add nothing to the final determination. Sensitivity

refers to the percentage of people who test positive

for a specific disease among a group of people who

have the disease. Specificity refers to the percentage

of people who test negative for a specific disease

among a group of people who do not have the

disease. Positive and negative likelihood ratios are

calculated using both sensitivity and specificity, and
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are values that influence the post-test probability of

decision making.11 A solid foundation in this

language is necessary when determining when and

how to use clinical special tests.

Recently, Rubenstein and van Tulder12 reviewed

all clinical tests for the spine and stated, ‘It is quite

remarkable that while many named orthopaedic tests

of the neck and low back are often illustrated in

orthopaedic textbooks, there is little evidence to

support their diagnostic accuracy, therefore their use

in clinical practice’.12 The authors evaluated the tests

based on sensitivity, specificity, and the ability of

each to alter post-test probability. Conspicuously

absent from the short list of recommended tests were:

(1) any tests for cervical instability; (2) any thoracic

outlet syndrome test; (3) any tests of vertebrobasilar

insufficiency or cervical artery dysfunction, any test

for lumbar instability, and any of the many

neurological screening tests such as lower and upper

extremity deep tendon reflexes, sensibility testing, and

strength testing. The truth is that it would have

been easier for me to outline those tests recom-

mended than those tests that were absent, and thus

not recommended.

Others have recently denigrated the value of

peripheral-based clinical special tests such as those

associated with meniscal testing of the knee,13

shoulder labrum testing,14 and hip labrum testing,15

and textbooks are available that outline the diag-

nostic value of many special clinical tests used

commonly in practice.11,16 The common finding

among each of the works is the incapacity of the

clinical special tests to be used as stand alone findings

for significantly altering one’s clinical decision mak-

ing. Adding insult to injury is the potential bias that

each test presents by virtue of ‘when’ it is used during

the examination. Most clinical special tests are used

near the end of an examination and are prone to bias

associated with the recency effect.17–19 The recency

effect occurs when clinicians place more credence on

a finding that is performed at the very end of the

examination. Because of recall bias, expectancy bias,

and misuse (i.e. when a test with high sensitivity and

low negative likelihood ratio is used at the end of the

examination), the recency effect is a demonstrably

potent form of bias that can lead to very poor

decision making.

Our discussion of the overemphasis on special tests

is likely old news to many practicing manual

therapists. Yet to some, this finding may be a

refreshing or unacceptable surprise. It is my hope

that the clinical examination makes a comeback and

receives the emphasis it deserves. JMMT is interested

in your skilled clinical examination methods that lead

to effective decision making and invite authors to

explore this area for publication. There is no better

method in exposing the weaknesses of clinical special

tests than by building the literature on decision

making during the clinical examination.
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