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Conference

Invited clinicians and
researchers discuss a
research report’s
implications for practice,
research, education, and

administration.

n “Intertester Reliability of a

Modified Version of McKen-

zie’s Lateral Shift Assessments

Obtained on Patients With
Low Back Pain,” Donahue et al con-
cluded that the role of lateral shift
assessment in the McKenzie system
should be reconsidered, “given the
strong research evidence for poor
reliability of determinations of the
presence and direction of lateral
shifts.” For Conference participants
Anthony Delitto, Joseph Farrell, and
Mark Laslett, and Editor Jules Roth-
stein, the following discussion high-
lighted the need for operational
definitions.

Rothstein: Before we discuss this
research report, we should address
one of the concepts that underlie
this study and many others: reliabil-
ity. What does reliability—not only
of lateral shift assessments, but of
any measurement—mean to a
clinician?

Farrell: In the clinic, I view reli-
ability as how reliable I am with
myself. Can I perform a test in a
sequence that is similar every time,
and can I obtain the same result
repetitively with the same patient? I
perform the measurement on the
first day, then I treat and reassess
the patient; 3 or 4 days later, I want
to be able to perform the test in the
same manner so that I can make a
judgment as to whether the inter-
vention has resulted in a change.
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Delitto: We often think of reliabil-
ity as the level of agreement among
our own measurements and
between our measurements and
those taken by colleagues in the
clinic. But when we talk about reli-
ability, we really are talking about
error. First, I want to know how my
judgment compares to—flipping a
coin, for example. Second, I want to
know the consequences of a mea-
surement error.

Laslett: I view intertester reliabil-
ity as the beginning of the process in
which a diagnostic procedure is val-
idated. There is no point in looking
for sensitivity and specificity—which
are the most important aspects of
validating diagnostic labels—unless
you are using a measure that has
been established in the literature as
reliable. Once you demonstrate that
the measure is reliable, you have to
find out if it actually means any-
thing, and that’s when the sensitivity
and specificity research needs to be
done.

“Acceptable” Reliability
in the Clinic

Rothstein:  What is a “good” or
“acceptable” level of reliability as we
apply measures in the clinic?

Delitto: I'd like to believe that
clinicians review the literature to
find out what is reliable and what is
not reliable and that they then use
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whatis reliable and don’t use what is
not reliable. In reality, however, cli-
nicians gravitate toward measures
that are more reliable. The litera-
ture, for example, shows very poor
intertester reliability for any kind of
assessment of degree of motion in
segmental mobility testing, but rea-
sonable agreement has been dem-
onstrated for assessment of the level
of the problem or for symptom
provocation. Clinicians still use seg-
mental mobility testing; however,
they aren’t necessarily using it to
interpret excessive mobility as much
as they are using it to help deter-
mine the level to address through
pain provocation.... Clinicians also
look for composites in measures
when the reliability of individual
measures is suspect. They look for
more and more measures that cap-
ture the same underlying construct.
They may not realize it, but that’s a
sound measurement technique that
has been demonstrated in the reli-
ability literature.! If you make com-
posites out of measures, the reliabil-
ity of those measures improves.

Rothstein: But to communicate
with each other, we have to show
how those composites were system-
atically made.

Delitto:  Absolutely. That can be
done through case reports and a
variety of other mechanisms. Of
course, who 1s to say that one clini-
cian’s composite, which can be
rather arbitrary, is the best compos-
ite? Using good measurement tech-
niques, other clinicians can build on
one therapist’s arbitrary composite
and improve it with further testing.
But somebody has to write some-
thing down in the first place.

Rothstein:  Joe [Farrell] says that
reliability means a great deal to him
in terms of making sure that he
obtained the same outcomes in
numbers. Tony [Delitto] says that
reliability is nothing more than the
error associated with the measure-
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ment. What level of error makes a
measurement unacceptable?

Farrell: If I am using a goniome-
ter to measure cervical range of
motion, and I know that this has
been proven to be a reliable test but
I am getting inconsistent measure-
ments, [ have to ask: Am I applying
the apparatus incorrectly? Is the
instrument not calibrated properly?
Is the patient’s posture different
when I test at the beginning of
treatment versus the end of treat-
ment? I also might use a different
measure so that I'm not relying on
one measurement—if indeed there
are other measures that I respect. I
agree that, when measurements are
inconsistent, most clinicians use
composites of measures.

Rothstein: We should emphasize
that we can’t assess the reliability of
a device or a procedure; we can
assess the reliability only of a mea-
surement, because that’s what is
applicable to statistical analysis. The
result of a measurement procedure
is a measurement that can be exam-
ined for reliability. That is, we esti-
mate the error associated with the
measurement, not the “error” of the
device or the process. Error is an
outcome.

Farrell: In this study, if patient A
had been standing with the feet 18
inches apart and patient B had been
standing with the feet 12 inches
apart, there would have been a dif-
ference in the amount of lateral
shift; that would be a procedural
error.

Rothstein: You've offered a
hypothesis as to why error may exist.
The only way to find out whether
there is any credibility to that
hypothesis is to conduct an experi-
mental study in which the variable is
manipulated and changes in reli-
ability are noted. But in clinical
practice, we can directly test only
how much error is associated with a
measurement. Anything else is the-
ory that has to be tested. Let’s
assume for a moment that we think
we have designed the world’s most
perfect way of measuring some-
thing—but we get lousy reliability.
Unless we do some type of inquiry,
we do not know whether it is the
measure or the process that is caus-
ing the error. Historically, not so
much in physical therapy as in
orthopedics, the assumption has
been that if a measurement is stan-
dardized enough, error will be elim-
inated; there has been no perceived
need to actually test whether there is
error. Only data can determine
whether standardization results in
the reduction of error.
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Is the McKenzie System
Really a “System”?

Rothstein: Donahue et al discuss
the McKenzie system, which is used
to examine and treat patients with
low back pain. Is this system really a
“system” Do people use it as a
system?

Laslett: It is a system. The vast
majority of people who use it do so
eclectically, mixing it with a lot of
other techniques.

Delitto: I view a system as a sys-
tematic approach. In the McKenzie
method, precise operational defini-
tions are lacking, and, for that rea-
son, it is not a system. In my own
investigatory work during the past 8
or 10 years, I've tried to develop
some operational definitions in this
area. ] haven’t been alone; I've been
surrounded by alleged McKenzie
experts. The definitions aren’t
forthcoming. Nonetheless, when
you ask people how they evaluate or
treat low back pain, many say they
use the McKenzie system—as Battié
and colleagues? did in a study refer-
enced by Donahue et al.

Farrell: 1 can take both sides of
this argument. I know few clinicians,
at least on the West Coast, who are
what could be called *‘pure McKen-
zie” physical therapists. I agree that
there are a lot of gray areas in terms
of operational definitions, especially
for derangements. Just look at the
definition of ‘“‘lateral shift.”’ In this
paper, the lateral shift is described
as the deviation of the trunk in
relation to the pelvis. That is a wide-
open definition that was put forth
by McKenzie. It implies looking at
the whole trunk, not just from L] to
S-l—which is what the investigators
in this study did.

Laslett:  This study is well done,
and there is some important infor-
mation here. But some of the pre-
mises are incorrect. For example,
the authors say that in the McKenzie

system, the patient’s condition is
divided into one of nine syndromes.
In fact, McKenzie? identified three
mechanical syndromes: posture,
dysfunction, and derangement.
Fach of those has subcategories.
Posture syndrome is subdivided into
sitting, standing, and lying group-
ings. Likewise, a patient might have
flexion, extension, or lateral-flexion
dysfunction. The derangement syn-
drome is subdivided into seven
areas. McKenzie conveniently num-
bered them from 1 to 7, but there
are inherent problems with that,
inasmuch as derangements 1 to 6
are viewed as a progression, but 7 is
not a progression from 6. So this
does not lend itself very well to
numeric classification. I would have
preferred to describe them as ante-
rior and posterior derangements
and possibly even lateral derange-
ments, with the posterior derange-
ments being 6 subclassifications and
anterior derangements being 4.

Rothstein:  You believe that this is
a system, but you still seem uncom-
fortable with the definitions and
classifications.

Laslett: 1 take system to mean the
systematic method of examining the
patient. The McKenzie system fol-
lows a very strict protocol for taking
the patient history and doing the
physical examination. It is a way to
start with the patient, and it leads
you through to the principle of
treatment. I use many other tech-
niques that McKenzie has not
described. I believe that I can inte-
grate them with the basic assessment
that McKenzie provides. Just
because 1 add other things to the
system does not mean that I am
perverting it.

Defining “Lateral Shift”

Rothstein:  Are the lateral shifts
described in this paper similar to
those you see in the clinic?

Physical Therapy . Volume 76 . Number 7 . July 1996

Delitto: What the authors of this
paper called “relevant shifts” have a
very low prevalence in our practice.
That may be some of the difficulty
in studying this area: Whenever a
condition has such a low preva-
lence, it becomes by definition diffi-
cult to study in a systematic fashion.
I think it’s incredible that the
authors found as many patients with
relevant shifts as they did. I practice
in a reasonably busy low back clinic,
but it would take us a year to find
that many.

Farrell:  According to the inclu-
sion criteria for this study, the inves-
tigators were looking for the pres-
ence of lateral shifts and whether
the shifts were relevant. Out of 52
consecutive patients, 49 had shifts.
In my practice, lateral shifts are not
that prevalent. The reason for that
may be that I treat a population with
very chronic conditions. I do not see
many patients who have acute prob-
lems. If I see shifts, they aren’t *‘rel-
evant’’ as defined by this study.

Laslett: McKenzie? based his
book on the subacute population.
When a patient has a major acute
shift, nobody would doubt that the
patient has a left or right shift. At
one of my two clinics in New Zea-
land, the average duration of symp-
toms is 3 weeks; 50% of those
patients have spine problems, and a
majority are low back. We see at
least one acute shift per day, mini-
mum. In my other clinic, the aver-
age duration of symptoms is 62
weeks, and shifts are seen much less
frequently. In his 1972 paper on
manual correction of sciatic scolio-
sis, McKenzie* makes it very clear
that shifts are often minor and that
it is very difficult to correct them
after 12 weeks’ duration.

Rothstein: Has anyone ever doc-
umented the prevalence of this con-
dition and the premise, “If you see
them, you recognize them”
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Laslett: McKenzie’s retrospective
study documented the results of lat-
eral shift assessment of 2,000
patients.> About 52% of them had a
shift.

Rothstein: But we know nothing
about the reliability.

Laslett:  Absolutely not. He did
not try to address reliability. He did
not even know the word in those
days.... I was involved in a study at
the Tripler Army Hospital in Hono-
lulu about 5 years ago in which we
were testing the hypothesis that the
sidedness of the shift—ipsilateral or
contralateral—was related to the
topography, or “geography,” of the
prolapsed disk in surgery. The posi-
tion of the herniated or prolapsed
material has a specific relationship
to the nerve root adjacent to that
level. Some positions are medial,
others are lateral, and others are
ventral to the exiting nerve root. It is
common for this theory to be used
to explain the sidedness of the lat-
eral shift; one example is found in a
study by Weitz.5 Our hypothesis was
easily testable, but Desert Storm
interrupted the study; the team was
scattered. We completed tests on
only about 40 outpatients, who pri-
marily had chronic conditions. Each
patient was photographed against a
wall, using a vertical plumb-bob line.
The physical therapist in Honolulu
sent the photographs to me in New
Zealand, where I made a determina-
tion as to whether the patient had a
shift. The therapist in Honolulu
made a determination blinded from
me. We were relatively reliable.

Rothstein: But are there any data
published in the peer-reviewed liter-
ature to suggest that McKenzie’s lat-
eral shift assessment is reliable?

Laslett: No.

Farrell: I have to agree.

720 . Conference

Laslett: The research must be
done, and it must be done with the
right population.

Delito: In a study by Tenhula et
al,” we found that clinicians can
agree 100% of the time that there is
a shift when they see it in patients
who have a major shift. The pres-
ence of a large acute shift was the
criterion for admitting subjects to
the study. But getting back to the
study at hand: If we think that we see
a relevant lateral shift in a patient
who has chronic problems, we still
treat that patient according to
McKenzie’s description of treat-
ment. Given the results of this study,
will we be so quick to do so in the
future?

Laslett: Nothing in this paper will
cause me to change how I practice.
The side-glide test used in this study
does not correspond to McKenzie’s
test. In this study, the side-glide test
is deemed positive if the movement
done once or repeatedly influences
the symptoms of which the patient is
complaining. One of the most
important statements that McKen-
zie® makes in his book, which is not
even mentioned in this paper, is
that the shift is associated with an
obstruction to movement.

Delitto: The authors stated, “The
test was considered positive if the
subject reported that the pain
changed in location or intensity dur-
ing or immediately after the test.”

Laslett: But according to McKen-
zie, the relevance of the shift is
confirmed only if an attempted cor-
rection of the shift is obstructed and
then influences the symptoms.
Rothstein:  What does “obstruc-
tion” mean?

Laslett: A loss of motion in that
direction. In other words, the side-
glide test must be performed toward
the direction that corrects the
observed shift.

Rothstein: Just before the authors
describe their pilot study, they state,
“Because the McKenzie system
requires therapists to observe pos-
ture and perform side-glide tests to
assess for the presence of clinically
relevant lateral shifts, we believe
that it is important to study this
two-step procedure. Without an
acceptable degree of reliability for
assessments of the presence of lat-
eral shifts, however, McKenzie’s two-
step process for determining when
clinically relevant lateral shifts are
present also is likely to be unreli-
able. We therefore saw a need to
develop a new instrumented tech-
nique for determining when a lat-
eral shift is present.” Do you agree
or disagree with that premise?

Laslett: 1 agree. There is a need
for a reliable method of determin-
ing whether there is a relevant lat
eral shift. But I have to add that
McKenzie’s process is not a two-step
process.

Delitto: I view the approach
described in this paper as a natural
progression from what has already
been published in the literature. On
the positive side, researchers have
agreed on what some have referred
to as “behavioral signs,” or the
response to movement. There is evi-
dence for reasonable reliability,
once the clinicians know the rules.
The problem is in trying to compile
the movement testing information,
which has to be done in order to
classify patients. I have never found
anything written very clearly about
that, so I applaud the authors for
making an attempt that seems to be
consistent with what is in the litera-
ture. A reader may think that there
should be more than two steps or
that these two steps are not the right
steps. But the fact is that these
authors have made as good a guess
as anybody could make. Depending
on our points of view, however, the
approach may no longer seem rea-
sonable once we know the results.

Physical Therapy . Volume 76 . Number 7 . July 1996
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Farrell: This paper will not dras-
tically change the way [ practice,
primarily because 1 disagree with
some of the procedural methods
used and with the way the examin-
ers were trained to perform these
particular techniques. However, this
study does make me question the
clinical relevance of small shifts.

Laslett: I don’t have a problem
with the training. This is not like the
study by Riddle and Rothstein® on
the reliability of the classifications of
the three syndromes. There’s no
need for great training here; this is
observational information, and the
overall structure of the study is
good. However, even when an argu-
ment is perfectly, logically con-
structed, the premises can be
wrong—which means the conclu-
sion may or may not be true. The
reader is left with uncertainty. If the
authors misinterpreted what has
been written by McKenzie, which I
believe they have done, it doesn’t
matter how perfect the study is. The
question is still unanswered.

Rothstein: Has the problem only
been made worse?

Laslett:  Probably. Because the
majority of our colleagues—includ-
ing therapists in my own clinics—
will read only the abstract, not the
procedure and the methods. They
will look at the bottom line.

Rothstein:  When readers see a
negative statement at the end of an
abstract, and it is not supported by
data, is that any different from when
they hear positive assertions made
in the absence of data about the use
of the lateral shift measure?

Laslett:  It’s just as destructive to
follow unfounded positive asser-
tions. The problem is that patients
are walking in the door, and you
have to do something.

Rothstein: But we need a com-
mon body of scientific knowledge.

No data existed before this paper to
suggest that the lateral shift assess-
ment is reliable.

Laslett: A study by Kilby et al®
clearly demonstrated that observa-

tion of the lateral shift was
unreliable.
Farrell: There are probably hun-

dreds of tests that physical therapists
conduct during a typical month of
clinical practice that have not been
subjected to reliability tests. Does
that mean we don’t use them? We
can go a little bit overboard on
reliability tests. Do we correct the
shift, and does the patient’s pain
pattern change? Does the patient
return to work? That’s what insurers
want to know. They don’t want to
know how we got good results, just
that we got them and that we can
prevent the problem from recur-
ring. Yes, we need to do more reli-
ability studies. But just because tests
have not yet been shown to be reli-
able doesn’t mean we won’t use
them.

Delitto: I use tests every day that
haven’t been subjected to a proper
study, however, when I see some-
thing in print that is based on data
and gives negative evidence, it
makes me think twice. In some ways,
the results of this paper will not
change the way that I practice,
either—at least not in terms of the
more acute, obvious lateral shifts.
Even with patients who have chronic
problems, there may be times when
I use the lateral shift protocols. But
from now on, I am going to ques-
tion myself much more thoroughly
about some of these test procedures
and search for other kinds of infor-
mation that might rule in using
another approach instead. For
patients who are similar to the sub-
jects, Donahue et al clearly put the
lateral shift tests in question.

Farrell: The population in this
study has chronic problems. The
mean duration of symptoms is 9.8

Physical Therapy . Volume 76 . Number 7 . July 1996

months. The McKenzie system, if we
agree to call it a system, is really
designed for the subacute popula-
tion. If I see a lateral shift, I am
going to treat it as such. But if I see
a subtle shift, I might think differ-
ently, based on the results of this

paper.

Laslett: Again, when it comes to
the acute lateral shift or the sub-
acute lateral shift that is obvious,
this paper would not change the way
I practice. The side-glide test, as the
authors have described it, is
extremely appropriate in a popula-
tion with chronic problems, because
that is exactly what McKenzie does:
He tests both directions. Even if
there is a little shift, sometimes you
have to increase the shift in order to
get a centralization phenomenon. I
am much more impressed with a
centralization phenomenon than I
am with the existence or nonexist-
ence of a minor shift in a patient
with chronic complaints. So, in a
way, this paper would actually con-
firm the way that most of us who
consider ourselves to be experts in
the McKenzie system would prac-
tice. I do not think that the paper
tells us anything that we do not
already know.

Rothstein: What do we currently
know?
Laslett:  Although it's true that

there are no data to tell us that we
should be using this measure, we do
know—that is, we know from clini-
cal experience—that when a person
has an acute shift, the correction of
it improves the speed at which a
patient recovers. If a person has a
minor shift, one that is hard to
detect even with sophisticated
equipment, I would still test side
gliding in both directions. The pain
response to that procedure is what
determines the next movement to
take the patient into, not just the
existence of the shift. This is anec-
dotal, of course.
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Farrell: We should always remem-
ber: When there is an acute shift
that the therapist is unable to cor-
rect, or when the correction of the
shift further peripheralizes the pain,
there are other ways to treat, such as
through autotraction, the use of
high/low bars, and other manual
therapy techniques.

Rothstein:  Joe [Farrell] indicated
earlier that insurers and others
don’treally care about the measure-
menis; they care about the outcome.
Isn’t that exactly why we clinicians
need to care about the measure-
ments? If you only have a hammer,
it doesn’t matter whether you clas-
sify something as a nail. But if you
have a repertoire of tools, the assess-
ment procedures become critical so
that we know which tool to use first
and foremost. This discussion
underscores why it’s important to
consider a measure independent of
other issues.

Farrell: But we can’t always rely
on one piece of data to make a
clinical decision. This study focuses
on whether the subjects have a shift
or not. In the clinic, I would want to
know whether the patient had ever
had a shift before, whether the epi-
sodes are more frequent now than
in the past, and whether the patient
fully recovered from previous epi-
sodes. This type of information
might also influence to what extent
I would examine the patient.

If It’s Not Reproducible,
Does It Exist?

Rothstein:  Whether you accept
the results of this study or not, they
indicate that we should consider an
aggregate of questions or data when
we make a clinical decision—such as
the composite measures that Tony
[Delitto] brought up earlier in
regard to reducing error. That’s a
highly researchable area that has
not yet been researched. As Joe [Far-
rell] suggests, clinicians don’t func-
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tion as “univariate” beings. But
research still needs to answer the
question about how to determine
the presence of shifts. What do you
think of the techniques that were
used to assist the measurer, both in
the pilot and in the final version of
the study?

Laslett: The authors were inven-
tive; however, as they pointed out, it
was difficult to obtain precise ana-
tomical landmarking. So there
could be a significant error in the
process. The size of the shifts varied
from 1 millimeter to 7 millimeters,
which are tiny measurements. I
wouldn’t worry about them as a
clinician.

Delitto: McKenzie talks a great
deal about the subtle shifts that we
may not be able to observe and how
we should not miss those. The side-
glide test is designed to detect them.
I agree that the shifts in this study
are small, but the statement that
small shifts are not potentially rele-
vant is one that I don’t think
McKenzie would agree with.

Laslett: McKenzie makes a point
that minor shifts are important. But
the method by which the authors of
this study determined whether the
shift is relevant does not reflect what
he wrote. The side-glide test that
they describe is not McKenzie’s side-
glide test for relevance.

Rothstein: Is there any opera-
tional definition for “minor shift"—
or for “shift”? That is, how big does
a shift have to be in order to be a
shift?

Laslett: It has to be visible or
reproducibly visible.

Rothstein:  You cited a study that
suggested shifts are not reproduc-
ible. If that’s true, the shift may not
exist as a phenomenon. If we use
reproducibility as a definition, we
have to abandon the concept of a
shift.

Laslett: If it turns out that the
observation of a lateral shift is a
random event and studies show that
reliability is no better than what one
would expect if observers were to
make random statements about the
shift, the phenomenon would be an
illusion or, at best, of no use in
clinical assessment and diagnosis.
But no one in this discussion would
argue that shifts do not exist.

Delitto:  Observation of a lateral
shift is only one factor to consider in
determining whether to treat as
though the patient had a shift. With
the patient who has a huge lateral
shift, predictable things happen
when we use the side-glide test,
including centralization of pain. But
that patient does not represent the
entire population that McKenzie
describes. He spends much time
describing patients who have subtle
shifts that aren’t observable. Again,
tests such as the side-glide test are
designed to detect subtle shifts—all
in the effort to treat the patient with
a lateral shift protocol. The question
is, How do we compile these tests so
that we move in the right direction?
This paper shows that the side-glide
test may not be useful in popula-
tions with chronic problems. It may
be more useful in populations with
acute conditions.

Rothstein:  Twenty years ago we
could have been having the same
discussion about the Williams flex-
ion exercises. “We can’t show that
they help,” we would say, “but does
anyone doubt it?” Several hundred
years ago we could have had this
same discussion about all sorts of
physiological phenomena whose
existence we would not have
doubted, and we would be quib-
bling with the failure of someone to
measure them. The fact that we
believe in lateral shifts and can’t
measure them does not make them
real—it makes them an article of
faith.
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Laslett: McKenzie based all of his
information on the patient popula-
tion that he saw—an acute or sub-
acute population. In the United
States, his subclassifications of
derangement are used for patients
who have more chronic problems,
when shifts subside over time so that
they are minor and much harder to
detect. But are shifts an article of
faith, similar to the belief in using
leeches? No. There are observed
data here. An article by Porter and
Miller!® contains a photograph of a
patient who has a major shift to the
right. None of us here would dis-
agree on that. When McKenazie talks
about a lateral shift, that’s what he’s
talking about. The minor ones, he
stated quite clearly, are hard to
detect. He would probably say that
the lateral shift assessment is unreli-
able with those patients. Instead of
calling this subtle phenomenon a
“shift,” McKenzie might call it an
obstruction to movement, which
could be measured. But you cannot
observe the resting state easily and
reliably.

Delitto:  But doesn’'t McKenzie
talk about the subtle shifts that we
can’t see and the importance of
being able to detect those?

Laslett: In your experience watch-
ing him, how did he detect those
shifts?
Delitto:  With the side-glide test.
Laslett: And it was always into one
direction, right? Toward the side
that he believes is obstructed. That
is the way that he usually does it
This is not mentioned in the study,
however.

Delitto: I've seen it always done in
both directions. At first, you do not
know the side of the obstruction. In
most instances, you are fishing and
trying both sides.

Laslett: To clarify: If you think
that there may not be a shift, you

would definitely test both sides. But
when a patient has an obvious shift,
you do not push that person into an
increased shift.

Rothstein: So far we have two
studies that suggest that the testisn’t
reliable. There may be issues involv-
ing methods of assessment; we also
don’t know the magnitude that
makes the shift worth measuring.

Laslett: The lateral shift is a con-
tinuum. You may be quite con-
vinced that a person is symmetrically
placed, and yet there is an obstruc-
tion to movement side gliding in
one direction. McKenzie would not
call this phenomenon a “shift” at
this point; he would call it an
obstruction to side gliding. Now, if
the obstruction increases and
pushes the patient off center, so
does the magnitude of the visible
evidence. There is obviously a point
along that continuum when people
cannot reliably agree on whether it
is a left or right or no shift.

Farrell: We can argue whether
minimal shifts are relevant until
we’re blue in the face. We know that
they are tough to detect. The bot-
tom line is prevalence. In McKen-
zie’s retrospective study, 52% of
2,000 patients had a shift. We do not
know how big the shifts were.... Prev-
alence would be a good topic for
further research. It could be catego-
rized with back pain or other cate-
gories of complaints to match the
derangement phenomena that have
been published in McKenzie’s book.

Laslett: In the study by Porter and
Miller,'? an association of trunk lift
with back pain was recorded in 100
patients, 5.6% of those attending a
back pain clinic.

Delite: But how are the shifts
going to be detected?

Farrell: The study by Tenhula et
al” used photographs. The patient
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also could be assessed in a motion
laboratory setting.

Delitto:  But the criterion for
inclusion in that study was an obvi-
ous shift.... According to the McKen-
zie system, we are almost obligated
to search for the subtle shift. Again,
the side-glide test is one of the
major tests to do that. McKenzie
continuing education courses do
not claim to teach how to manage
only acute and subacute low back
pain.

Laslett: I never claimed that the
McKenzie system is valid only with
acute and subacute pain. It’s just
that the classifications were devel-
oped for that population. Whether
they can be applied to patients in
other populations is another issue.
A study in New Zealand demon-
strated that the system was superior
to two other rehabilitation pro-
grams for chronic back pain. It has
been published by the Accident
Compensation and Rehabilitation
Corporation of New Zealand; it
hasn’t been published in a peer-
reviewed journal yet.

Rothstein:  For years in many
areas of physical therapy, we have
been promised publications yet to
come. At some point, we have to
have some discipline. We cannot be
expected to change our behaviors
before these publications come
about. We tend to be very critical of
material that is published, and less
critical of material that isn’t. That’s
the history of our profession, going
back to the neurotherapeutic treat-
ments. It is not unique to orthope-
dics. Over the years, I have attended
numerous presentations at which
people allude to data yet to come—
and the data have yet to come. We
have to be careful about using those
kinds of sources.
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Relevance of the Therapist
Group

Rothstein:  Earlier, Joe [Farreli]
alluded to the issue of training. How
relevant to this study is the therapist
group?

Farrell: In this study, 50% of the
10 therapists involved had less than
1 year of experience in treating
patients with low back pain; 7 out of
the 10 had less than 3 years of total
clinical experience. If I were given a
written description of the two-test
procedure and asked to practice it
until I felt that I was accurate, and
then became a randomized partici-
pant or measurer in the study, how
reliable would that be? If an express-
mail company were going on line
with hand-held computers in 24
hours and gave its workers only that
long to read the manual, how accu-
rate would those workers be the
next day? Riddle and Rothstein®
pointed out that in their study, the
kind of training and level of exper-
tise didn’t matter. But shouldn’t we
look at the results of this study with
some caution in light of these vari-
ables? Second, what about the reli-
ability of these individuals, which
has been mentioned earlier, in find-
ing L-1 and S-17 This also relates to
the small shift. If they are inaccurate
in finding L-1 and S-1 and the shifts
were very small, shouldn’t the
results be viewed with caution?

Rothstein:  You've just hypothe-
sized why the measure may not be
good. In fact, we might have to do a
study in which we examine thera-
pists who could and could not find
L-1. The study by Riddle and Roth-
stein® was criticized for not having
enough expertise, but we had—and
still have—no data about a group
with more expertise. The argument
that expertise makes a difference
has no data to support it. If I owned
that express-mail delivery service, 1
would want at least one study done
to determine whether reading a
manual is all that is necessary,
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because 1 would want to know
whether I would get a worthwhile
return on training. But I hope that I
would never say that just because I
had a training program, it worked.

Farrell: I'd like to see this study
repeated a year later, after these 10
therapists have had some training. I
have no idea from reading the study
how much time they spent in inter-
preting and practicing these test
procedures before they participated
in the study.

Future Studies

Rothstein:  One benefit of this
paper is that it can help us clarify
how this type of study might be
done differently. There have been
two suggestions: To change the def-
inition of the side-glide test so that it
is more like orthodox McKenzie—
that is certainly a legitimate argu-
ment—and to add training. What
other suggestions would you make?

Laslett: I'd have a group of
patients who would be likely to have
a large shift visible, in an acute or
subacute population.

Rothstein:  But that would lower
the reliability. In the study by Ten-
hula et al” the subjects were
included if they met the criterion of
having a large shift. It’s like classify-
ing whether people have blue eyes:
If you only send blue-eyed people
into the room, you never test the
ability to classify because you simply
get agreement by chance. If we are
only going to look at people in
whom we know we will find lateral
shifts, why should we say that it’s an
accomplishment when we find lat-
eral shifts?

Laslett: But we should have a
range, from recent onset of back
pain to back pain with so many
years’ duration. Second, the acute,
subacute, and chronic populations
each should have enough subjects

so that they could be studied sepa-
rately, if necessary. Third, the side-
glide test should be done only in the
direction that tends to correct the
shift. There must be an assessment
as to whether there is an obstruction
to the motion. I don’t believe that
you have to measure the range of
motion with a goniometer in order
to do this. You don’t have to be so
technical as to say that a person has
a side gliding to the left of 4 degrees
as distinct from 15 degrees to the
right and that above 8 degrees this is
going to be an obstruction. If the
person looks as though he or she
has a shift, do the sideglide test to
determine whether there is an
obstruction to the motion and, if
there is, whether it influences the
symptoms.... As previously men-
tioned, McKenzie talked about
three syndromes. I believe that the
authors did not look at the book
properly. That’s something I would
change.

Rothstein: What else would you
do differently?

Farrell: To detect small lateral
shifts and perhaps be more in line
with McKenzie's definition of lateral
shift, 1 suggest measuring the devia-
tion of C-7 from $-1. This would be a
more true measure of trunk devia-
tion, or shift, than a lateral shift
measurement between -1 and S-1
would be.

Laslett:  Based my own experi-
ence, I'd suggest lining the patient
up against a wall with three plumb-
bob vertical lines drawn on it. This
can give a good indication of
whether a person is shifted one way
or the other. I believe that’s the best
visual cue. The authors’ technique,
in which the markers were not very
far apart, made it harder to detect
the shift.

Delitto: The real challenge in this
area is in developing operational
definitions, especially for the side-
glide test. I would opt to repeat the
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test. I also would like to know how
confident the therapists were when
they made their judgments. Were
they really confident, or were they
splitting hairs—that is, just choosing
for the sake of choosing, without a
good degree of confidence? If they
were splitting hairs, it would con-
firm to me that clearer decision
rules and clearer operational defini-
tions were needed. If the therapists
were confident, however, it would
mean that they were making deci-
sions based on different rules.... The
training issue does not bother me.
Experience helps, but it is tremen-
dously overrated. 1f the rules are
written out and are very clear, they
can be followed. Our students look
at videotapes and make judgments
about movement tests all the time,
and they can perform as well as any
therapist can. The authors of this
study had to do the best they could
with a lack of information. They
made headway by coming up with
their own judgments. I hope that
someone else will take the next step:
Make the definitions clear. If the
definitions are clear and the results
still dor’t support the reliability of
lateral shift assessments, we have to
question that measure.

Laslett: No one at the McKenzie
Institute would disagree with that.

® Author Comment

We undertook this study because we
believe the McKenzie approach can
be valuable to clinicians who treat
patients with low back pain. The
literature, however, suggests that an
unacceptable amount of error exists
when clinicians classify patients.!
Our hope in undertaking this study
was to reduce some of this error. In
the case of lateral shift assessment,
we believed that the most sound way
of reducing unacceptable error was
by modifying the procedures used
to obtain the measurements.

Rothstein: To summarize some of
the benefits and weaknesses of this
paper, Mark [Laslett] and Joe [Far-
rell] wouldn’t necessarily change
their practice behaviors based on it.
Tony [Delitto], on the other hand,
sees reason for hesitation in his
practice behavior based on the data.
We all seem to agree that there are
definable, identifiable things that
can be done differently in a study by
someone who would like to prove
that this measurement is helpful.
Right now, we have arguments that
this measurement is reliable and
useful—we have not even dealt with
validity—but we have no data.
Whether this paper shows that reli-
ability is poor is arguable, based on
our discussion. But there seems to
be little doubt that overcoming the
questions raised by Joe and Mark
would not be all that difficult.

Lasletts That’s a fair summary.
The study was well conducted. To
say that they tested the McKenzie
evaluation of the lateral shift, how-
ever, is incorrect. They have tested
something that closely resembles
the lateral shift assessment, but they
missed a key point.

Rothstein: To date, however, we
have no other test of that system. With
this study, we are possibly closer to

The Conference discussed two key
issues that we will address. These
issues were the need for operational
definitions and the effect of symp-

tom duration on lateral shift
assessment.
We recognized that McKenzie?

stated in his book that patients with
lateral shifts may have a unilateral
limitation in side gliding. We viewed
the assessment of unilateral side-
gliding motion loss, however, as
problematic. For example, we were
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defining what needs to be tested.
Let’s hope that as therapists continue
to debate about what to do the next
day in practice, researchers will begin
to answer the questions we have
raised here.
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unable to develop a procedure for
quantifying the amount of side glid-
ing present. We were also unsure
about defining just how large the
motion limitation needed to be in
order to classify the test as positive.
McKenzie?®*® implied that the cru-
cial factor when assessing lateral
shifts for relevance is the effects of
the test on pain intensity and loca-
tion. We chose, therefore, to exam-
ine the effect of side gliding on
symptom behavior. The reliability
for assessments of symptom alter-
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