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Letter

[Letters]

Laslett, Mark

Spine Care Clinic; Auckland, New Zealand
To the Editor:

I write in regard to "The Value of the Physical Examination in Diagnosis of Painful
Sacroiliac Joint Pathologies.”

Since the establishment of the interexaminer reliability of pain provocation tests for
sacroiliac joint pathology,2 two reports have assessed the value of the physical
examination, history, and other data in the diagnosis of sacroiliac joint pain.1,4 Both
report that positive pain provocation tests cannot predict the results of diagnostic
arthrogram and anaesthetic block.

There are several issues raised by this disappointing finding.

1. Taken at face value, a clinician can only make the diagnosis of a symptomatic
sacroiliac joint with fluoroscopically controlled anaesthetic blocks. If this is true, few
practicing clinicians will be able to differentiate sacroiliac from lumbar pathology
through lack of access to the diagnostic procedure. Both Maigne et al4 and Dreyfuss et
all remark that, given the results of research to date, history and physical examination are
of little value in determining the presence or absence of painful sacroiliac joint pathology.
I agree. However, Maigne et al remark that "It remains possible that a major part of the
so-called sacroiliac pathology is a pathology of the soft tissues surrounding the joint."4 |
agree with that, also. Consequently, using the anaesthetic block arthrogram as a "gold
standard" for all symptomatic sacroiliac joint pathologies has problems. The anesthetic
block should be regarded as a gold or criterion standard only for intraarticular sources of
pain, and not expanded to be a gold standard for the whole of the sacroiliac joint complex.
It seems reasonable that extraarticular lesions need a different standard. How to
distinguish between intra- and extraarticular lesions remains problematic.7

2. Dreyfuss et al1 commented that "Such investigations (intra- and interexaminer
reliability of various physical tests) were rendered immaterial by the results of the current
study, however, because if the tests had no external validity there is no point in testing
their reliability.” I disagree. The interexaminer reliability studies, especially, are
preconditions for tests of diagnostic power. Which tests are to be chosen to evaluate
against a "gold standard"? | would choose those that have good interexaminer reliability.



3. Interprofessional comparisons of reliability demonstrate that reliability may be
contingent on the exact method and application of the test.3 In our own study, we
eliminated the problem by instituting appropriate training sessions.2 | now accept that
interexaminer reliability is not an accident, but an achievement reached by specific
training to ensure consistency of method. I am also convinced that insufficient pressure
when applying the sacroiliac pain provocation tests may generate many false negatives.
Failure to determine whether a painful response to a stress test is an exact reproduction of
the familiar pain also generates false positives.

4. Can future studies assess the diagnostic validity of tests for painful periarticular or
extraarticular lesions? | have no answer. However, | believe it is necessary to repeat the
comparison between the physical examination and joint block procedure with a
methodology different from that of Dreyfuss et al and Maigne et al. In future studies, the
decision that a painful sacroiliac joint lesion exists should be made only after hip and
lumbar spine sources of pain have been excluded. Certainly, we cannot rely on anesthetic
block injection alone, for the reasons just cited.

Since 1995, I have had the opportunity to compare the results of physical examination
(which includes a McKenzie assessment protocol to exclude painful lumbar spine
pathology, as well as the pain provocation tests for pain sacroiliac joint origin) and
anaesthetic block injection to the sacroiliac joint. At this time, | am satisfied that there is
sufficient concordance between these two protocols to proceed with a further study of the
diagnostic power of the physical examination. Whether the results of this study are the
same or different from those of Maigne et al and Dreyfuss et al remains to be seen.

Mark Laslett

Spine Care Clinic; Auckland, New Zealand
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Letter In Response

[Letters]

Maigne, Jean-Yves MD

Department of Physical Medicine; Hotel-Dieu University Hospital; Paris, France
In Response:

I thank Dr. Laskett for his comments on our study on sacroiliac joint double anesthetic
blocks.

The sacroiliac pathology still remains poorly known. Despite that clinical signs are not
reliable, it is reasonable to expect that some other elements, which have not yet been
evaluated, could be valuable. Examples include pelvic pain during pregnancy or after a
child delivery, pain felt only in the sitting position, the normality of the lower lumbar
discs on a magnetic resonance imaging scan or, as Dr. Laskett says, a negative McKenzie
assessment protocol. Perhaps they could have a suggestive value for the sacroiliac joint in
a low back pain patient.

Another point concerns the possibility of extraarticular pain arising from the sacroiliac
ligaments, such as an sacroiliac sprain. The block could be negative in this pathology,
and this is clearly a limitation in its diagnostic power.

However, with respect to our current knowledge, I still consider the sacroiliac block as
the gold standard for sacroiliac joint pain, because there is no alternative.

Therefore, the study undertaken by Dr. Laskett on clinical examination appears to be
necessary to move ahead.

Jean-Yves Maigne, MD

Department of Physical Medicine; Hotel-Dieu University Hospital; Paris, France



Letter In Response

[Letters]

Michaelsen, Mark DC; Dreyfuss, Paul MD; Pauza, Kevin MD; McLarty, Jerry PhD;
Bogduk, Nikolai MD, PhD

In Response:

Although we appreciate Mr. Laslett's interest in the results of our studyl and Maigne's
study2 on the (lack of) value of the history and physical examination in the diagnosis of
intraarticular sacroiliac joint mediated pain, we do not find these results (as Mr. Laslett
does) "disappointing.” On the contrary, we view concrete data in this contentious area to
be enlightening. Hopefully, such data can lead to a more scientific, less dogmatic, clinical
approach to the challenging low back pain population. We offer the following in response
to Mr. Laslett's six specific concerns (in order):

1. We do not apologize if blocks are the only way to diagnose intraarticular sacroiliac
joint pain. Clinicians may desire otherwise, but this is the state of spine science currently.

2. To our knowledge, no researcher using intraarticular sacroiliac joint blocks has ever
suggested that the blocks could identify an anatomic source of pain outside the confines
of the joint capsule.

3. We stand by our previous statement. The reliability of a sign only has meaning as a
precondition for testing against a criterion standard. The reliability of a sign means
absolutely nothing if the sign is shown to have no diagnostic power. That is, the sign is
rendered worthless when the diagnostic sensitivity and specificity fail to meet statistical
significance as judged against a criterion standard.

4. In our study,1 we tested against a criterion standard. We tested four signs that were
provocative in nature (Patrick's, Gaenslen's, thigh thrust, and midline sacral thrust);
intensification of concordant pain is the requirement for a positive provocation sign. The
notion that application of greater examiner force in these four signs could lead to greater
diagnostic power is unlikely. Such a change in technique could only lead to more
positives of both types in the 2 x 2 truth tables; more true positives and more false
positives. Although such a change might marginally improve sensitivity, it could only
make already poor specificity worse.

5. Intraarticular sacroiliac joint blocks have never been promoted as diagnostic of
anything other than intraarticular sacroiliac joint pain. If there are critical extraarticular
sources of low back pain in the region of the sacroiliac joint, such sources have yet to be
validated. As per our previous response to Dr. Tanner3 on this subject; "the anatomic
capacity for nociception is not, in and of itself, indicative that a given structure is a
common or clinically important source of pain."”



6. Mr. Laslett suggests that it is possible, by history and physical examination, to exclude
hip and lumbar spine pain sources. However, no current literature exists to support this
contention. If diagnostic blocks were used to exclude these sources from a low back pain
population, a positive result for sacroiliac joint examination tests would have little
meaning; for sacroiliac joint history and physical examination tests to have real power,
they must be able to discriminate the painful sacroiliac joint (whether it be an
intraarticular or extraarticular component) from other common anatomic sources of low
back pain, especially those in the lumbar spine.

Regardless, we await Mr. Laslett's studies that confidently validate the ability of physical
examination to exclude the presence of pain generators in the lumbar spine and hip and
isolate sacroiliac joint pain. Until Mr. Laslett's personal, unvalidated favored physical
examination tests pass the rigors of scientific scrutiny, they will remain just that -
personal unvalidated favorites.

Mark Michaelsen, DC
Paul Dreyfuss, MD
Kevin Pauza, MD
Jerry McLarty, PhD

Nikolai Bogduk, MD, PhD
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