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Background: The objective of this review was to evaluate 
the existing literature regarding the accuracy of the 
Kemp’s test in the diagnosis of facet joint pain compared 
to a reference standard. 
  Methods: Several databases were searched. All 
diagnostic accuracy studies comparing the Kemp’s test 
with an acceptable reference standard were included. 
Included studies were scored for quality and internal 
validity. 
  Results: Five articles met the inclusion criteria of this 
review. Two studies had a low risk of bias, and three had 
a low concern regarding applicability. Pooling of data 
from studies using similar methods revealed that the 
test’s negative predictive value was the only diagnostic 
accuracy measure above 50% (56.8%, 59.9%). 

Contexte : L’objectif de cette étude était d’évaluer 
la documentation scientifique publiée traitant de 
l’exactitude du test de Kemp dans le diagnostic de la 
douleur des facettes articulaires par rapport à une 
référence normative. 
  Méthodologie : Des recherches ont été faites dans 
plusieurs bases de données. Toutes les études sur 
l’exactitude des diagnostics comparant le test de Kemp à 
une référence normative acceptable ont été incluses. Les 
études retenues ont été notées sur une échelle de qualité 
et de validité interne. 
  Résultats : Cinq articles ont satisfait les critères 
d’inclusion dans cette étude. Deux études présentaient 
un faible risque de biais, alors que trois autres avaient 
un manque d’intérêt quant à l’applicabilité. Les 
données recueillies d’études utilisant des méthodologies 
semblables ont révélé que la valeur négative prédictive 
du test présentait l’unique mesure de l’exactitude de 
diagnostic supérieure à 50 % (56,8 % ; 59,9 %). 
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Introduction
Zygapophyseal (facet) joint pain has been defined as pain 
originating from any structure related to the facet joints, 
including the fibrous capsule, synovial membrane, hyal-
ine cartilage, and bone.1,2 Facet joint pain may be local-
ized to its associated spinal region or referred to distant 
sources, and multiple studies have demonstrated char-
acteristic pain referral patterns for the cervical, thoracic, 
and lumbar facet joints.1,3-6 Reports of facet joint pain 
prevalence rates vary widely in the literature, due in part 
to the variety of methods used to confirm the diagnosis.1 
It is generally accepted that the most reliable and valid 
method of diagnosing facet joint pain is through the use 
of anesthetic injections to the facet joints (intra-articular) 
or their nerve supply (medial branch blocks).1,4-6 Due to 
the moderately high false-positive rates of single block 
studies, double block studies using comparative or con-
trol injections are recommended to achieve a definitive 
diagnosis.1,3-6 Studies using double diagnostic blocks have 
demonstrated facet joint pain prevalence rates of 36-67% 
in chronic neck pain patients, 34-48% in chronic thoracic 
pain patients, and 15-45% in chronic low back pain pa-
tients.3-6

	 Due to the cost and risk of complications associated 
with diagnostic blocks, it would be beneficial to establish 
clinical screening procedures that can reliably and validly 
diagnose facet joint pain.7-9 Some studies10-13 have shown 
a possible association between certain clinical features 
and a positive response to facet joint anesthesia. However, 
the collective literature in this area generally suggests that 
there are no historic or physical examination findings that 

can reliably predict this response and therefore accurately 
diagnose facet joint pain.1,6,7

	 One clinical test that has been described in the litera-
ture as being potentially useful in diagnosing facet joint 
pain (or “facet syndrome”) is the Kemp’s test14 (also re-
ferred to as the Quadrant test15 and Extension-Rotation 
test9). The testing procedure is typically described as hav-
ing a patient perform extension combined with rotation of 
the spinal region of interest, with a positive test defined 
as a reproduction of the patient’s pain, as depicted in Fig-
ures 1 and 2 for the cervical and lumbar spine respect-
ively.9,14,15 In a recent survey of Ontario chiropractors,16 
82.4%, 69.8%, and 82.2% of respondents stated that they 
“often/almost always” use the Kemp’s test as a diagnos-
tic procedure for the cervical spine, thoracic spine, and 
lumbar spine, respectively. Interestingly, the perceived 
importance of this test seems to vary amongst health care 
practitioners. When a multidisciplinary panel of experts 
consisting of physicians, surgeons, and physical ther-
apists based in Australia and New Zealand was asked to 
identify indicators of facet joint pain, one of the items 
that achieved consensus was “pain in extension, lateral 
flexion, or rotation to the ipsilateral side”.17 At a work-
shop held in conjunction with the 2008 annual congress 
of The European Chiropractors Union, a majority of the 
European chiropractors in attendance suggested that a 
positive Kemp’s test would aid in diagnosing facet syn-
drome.18 Conversely, in a recent survey of faculty mem-
bers of an American chiropractic college,19 nearly half of 
the respondents disagreed with the statements: “A posi-
tive Kemp’s test is a strong indicator that facet syndrome 

  Conclusions: Currently, the literature supporting the 
use of the Kemp’s test is limited and indicates that it 
has poor diagnostic accuracy. It is debatable whether 
clinicians should continue to use this test to diagnose 
facet joint pain. 
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  Conclusions : À l’heure actuelle, il n’y a pas 
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l’utilisation du test de Kemp, ce qui laisse prévoir 
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Figure 1a: 

Cervical Kemp’s test – start position.

 
Figure 1b: 

Cervical Kemp’s test – finishing position.

 
Figure 2a: 

Lumbar Kemp’s test – start position.

 
Figure 2b: 

Lumbar Kemp’s test – finishing position.
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Box 2. 
Inclusion and Exclusion Criteria

Inclusion Criteria
    1. � Any article published in English.
    2. � Articles published in a peer reviewed journal or abstracts from scientific conference.
    3. � Diagnostic accuracy study comparing the Kemp’s test (or Quadrant test or extension-

rotation test) with an acceptable reference standard, preferably facet joint injections.
    4. � Any setting.
    5. � Adult participants with cervical or lumbar facet joint pain of any duration (acute, subacute, 

chronic, recurrent) and any intensity (no minimum or maximum score on a pain scale).
    6. � The outcomes in the comparison studies include those that either require complete relief 

of facet joint pain symptoms after injection or a minimum subjective numerical decrease 
(such as a percentage) in pain upon injection.

Exclusion Criteria
    1. � Articles not published in English.
    2. � Articles not published in a peer-reviewed journal.
    3. � Studies that did not employ a comparison or reference standard test.
    4. � Studies that reported on patients with a condition other than facet joint pain, including 

but not limited to degenerative joint disease, degenerative disc disease, malignancies, 
infections, pregnancy, or neurological conditions.

is present” and “A negative Kemp’s test is a strong indi-
cator that facet syndrome is not present”. Interestingly, 
41.5% of respondents considered a positive Kemp’s test 
to be a strong indicator of the presence of a lateral disc le-
sion, compared to 26.8% who considered it to be a strong 
indicator of facet syndrome.
	 As with any clinical test, the accuracy of Kemp’s test 
in diagnosing its target condition (in this case facet joint 
pain) needs to be considered by clinicians in order for 
the test to be applied most appropriately in practice. This 
seems particularly pertinent considering the test’s appar-
ently high usage rate and perceived usefulness in diagnos-
ing facet joint pain amongst chiropractors. Therefore, the 
purpose of the current study was to systematically review 
the evidence related to the diagnostic accuracy of the 
Kemp’s test in the diagnosis of facet joint pain compared 
to a reference standard (i.e. diagnostic block).

Methods

Study design
The methods of this systematic review were decided a 
priori and adhered to the Preferred Reporting Items for 
Systematic Reviews and Meta-Analyses (PRISMA) 
guidelines.20 The PRISMA statement includes a 27-item 
checklist designed to improve reporting of systematic re-
views and meta-analyses.

Search strategy
Several online databases (EMBASE, PubMed, MED-
LINE, CINAHL, PEDro, Index to Chiropractic Litera-
ture) were searched in all languages from their date of 
commencement to October 2013. Reference searching 
of any retrieved articles was also employed. The search 
strategy employed in EMBASE, PubMed, MEDLINE, 
and CINAHL can be seen in Box 1. A further keyword 
search was conducted in PEDro and the Index to Chiro-
practic Literature databases and included the terms facet 
syndrome AND diagnostic accuracy, as well as Kemp’s 
OR Quadrant OR extension rotation AND diagnostic ac-
curacy. Individual searches for Kemp’s OR Quadrant OR 
extension rotation were also undertaken.

Study selection
Two authors (CL and KS) independently reviewed the 
electronic database search results (title and abstract) in-
dependently. Any titles and abstracts that appeared to 
meet inclusion criteria were selected for full text review. 
The inclusion and exclusion criteria for this review can 

Box 1. 
Search strategy

1.	� (facet OR zygapophyseal) AND diagnosis AND pain
2.	� (Kemp’s OR Quadrant OR extension rotation) AND 

(spine OR back OR neck)
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be seen in Box 2. Any disagreements were resolved by 
discussion between the two authors. The same two auth-
ors independently conducted the full text review of the 
retrieved articles comparing them with the inclusion and 
exclusion criteria. Any disagreements were resolved by 
discussion, with a third author (PB) consulted if resolu-
tion was not achieved, to produce the final articles for in-
clusion. A data extraction form was prepared with one au-
thor (CL) independently extracting data from the selected 
studies. A second author (KS) reviewed the completed 
form for accuracy, with any disagreements resolved by a 
third author (PB).

Quality assessment
All full text journal articles that met the inclusion criteria 
of the review were independently scored for quality and 
internal validity by two authors (SS and KS) using the 
Quality Assessment of Diagnostic Accuracy Studies 2 
(QUADAS 2).21 Any disagreements were resolved by dis-
cussion.

Diagnostic accuracy measures
For the quantitative assessment, statistical measures of 
diagnostic accuracy (sensitivity, specificity, positive and 
negative likelihood ratios, and positive and negative pre-

Records identified through database searching (n = 833 total)
314 EMBASE
214 PubMed

169 MEDLINE
123 CINAHL

8 PEDro
5 Index to Chiropractic Literature

Records screened (n = 833)

Full-text articles 
assessed for eligibility 

(n = 15)

Full-text articles assessed 
for eligibility 

(n = 21)

Studies included in 
qualitative synthesis (n = 5)

    –	�Laslett, 200612

    –	�Manchikanti, 200022

    –	�Revel, 199223

    –	�Revel, 199813

    –	�Schwarzer, 199424

Records excluded (n = 818)

Full-text articles excluded 
(n = 16)

–	� Did not categorize responders 
versus non-responders (n = 2) 
(Helbig, 198812; Jackson, 
198831)

–	� No diagnostic accuracy values 
(n = 10) (Cohen, 200725; Cohen, 
200726; Helbig, 198810; Jackson, 
198831; Laslett, 200432; Laslett 
200533; Schwarzer, 199434; 
Schwarzer, 199535; Schneider, 
20139; Tomé-Bermejo , 201136)

–	� Review articles (n = 6) 
(Beresford, 201037; Datta, 
200938; Hancock, 20077; 
Hancock, 200839; Schneider, 
20128; Varlotta, 201140)

Additional records identified 
through reference searching

(n = 6)

 
Figure 3. 

Selection process of included articles
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dictive values) from each included study were calculated 
from two by two (2 × 2) tables completed by one of the 
authors (KS) and confirmed by another author (PB), and 
further confirmed with direct reporting from each includ-
ed study where applicable. Data was pooled from stud-
ies deemed to be sufficiently similar (in terms of methods 
and minimum pain relief values), and the same statistical 
measures were calculated from cumulative 2 × 2 tables.

Results

Study selection
Figure 3 depicts the flow of articles through the review 
process. Five articles, evaluating a total of 616 patients, 
met the inclusion criteria for this review. Of these arti-
cles, two were identified through the electronic database 
search,12,22 while the remaining three articles13,23,24 were 
identified by reference searching. All five included stud-
ies specifically assessed lumbar facet joint pain; none 
evaluated cervical facet joint pain. None of the included 
studies specifically named the test as “Kemp’s” or “Quad-
rant”; rather, they all referred to the test as the extension-
rotation test.

Study descriptions
Table 1 presents the characteristics of the studies included 
in the review. Three studies12,22,24 employed double block 
injections as the reference standard, while the remaining 
two studies employed single block injections as the refer-
ence standard.13,23 Interestingly, in two of the studies13,22 
the authors considered the absence of pain exacerbation 
on extension-rotation to be a positive result.

Diagnostic accuracy measures
Table 2 presents the statistical measures of diagnostic ac-
curacy in the included studies as calculated from 2 x 2 
tables. None of the included studies had both sensitivity 
and specificity measures of at least 50% for the exten-
sion-rotation test. Sensitivity was found to be 100% in 
two studies (Laslett, 200612 using a 95% pain relief stan-
dard; Schwarzer, 199424) and 85.7% (Laslett, 200612 using 
a 75% pain relief standard). The highest specificity was 
67.3% by Manchikanti et al.22 The highest positive likeli-
hood ratio was 1.29 (Laslett, 200612 using a 95% pain relief 
standard), while the lowest negative likelihood ratio was 
0.00 (Laslett, 200612 95% pain relief standard; Schwarzer, 
199424). The highest positive predictive value was 43.5% 

Table 1. 
Included Study Characteristics

Author, 
year of publication Participants Reference Standard

Laslett, 200612 n=120
54% male, 46% female
Average age: 43 years

Fluoroscopic-guided 2% lidocaine injections with confirmatory 
(double) blocks with 0.75% bupivacaine in positive responders. A 
positive response was based on 75–95% pain reduction in increments 
of 5% and was used in separate analyses.

Manchikanti, 
200022

n=200 patients
80 male, 120 female
Average age: 47.3 years (range 14-87 years)

Fluoroscopic-guided 1% lidocaine injections with confirmatory 
(double) blocks 0.25% bupivacaine in positive responders. A positive 
response was based on a minimum of 75% pain relief.

Revel, 199223 n=40 patients,
14 males, 26 females
Median age: 59 years (range 30-82 years)

Fluoroscopic-guided facet joint injection with 2% lidocaine. A positive 
response was based on a minimum of 75% pain relief.

Revel, 199813 n=80
25 male, 54 female
Average age: 58 years (range 34-87 years)

42 received lidocaine injection

Fluoroscopic-guided facet joint injection with either 2% lidocaine 
or saline. A positive response was based on a minimum of 75% pain 
relief.

Schwarzer, 199424 n=176
106 males, 70 females
Median age: 38.4 years (inter-quartile range 
31.2-46.1 years)

Fluoroscopic-guided 2% lignocaine, injections with confirmatory 
(double) blocks with 0.5% bupivacaine in positive responders (definite 
or complete relief from the lignocaine injection). A positive was based 
on a minimum of 50% pain relief on the confirmatory block.
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Table 2. 
Diagnostic Accuracy Measures of Included Studies

Author, year of publication Sensitivity Specificity LR+ LR- PPV NPV

Laslett, 200612

– 95% pain relief standard 100% 22.3% 1.29 0.00 13.0% 100%

Laslett, 200612

– 75% pain relief standard 85.7% 21.8% 1.10 0.66 26.1% 82.6%

Manchikanti, 200022 32.1% 67.3% 0.98 1.01 43.5% 55.8%

Revel, 199223 31.8% 22.2% 0.41 3.07 33.3% 21.1%

Revel, 199813 23% 51.7% 0.48 1.49 17.7% 60%

Schwarzer, 199424 100% 11.6% 1.13 0.00 17.6% 100%

Legend: LR+ = Positive likelihood ratio; LR- = Negative likelihood ratio; PPV = Positive Predictive Value; NPV = Negative Predictive Value

 
Table 3. 

Pooled Study Diagnostic Accuracy Measures

Study parameters
Single block injections 
with minimum 75% improvement in symptoms 
(Revel, 199813; Revel, 199223)

Double block injections 
with minimum 75% improvement in symptoms 
(Laslett, 200612; Manchikanti, 200022)

Sensitivity 34.5% 45.5%

Specificity 47.2% 46.9%

LR+ 0.65 0.86

LR– 1.39 1.16

PPV 26.3% 33.2%

NPV 56.8% 59.9%

Legend: LR+ = Positive likelihood ratio; LR- = Negative likelihood ratio; PPV = Positive Predictive Value; NPV = Negative Predictive Value.

 
Table 4. 

QUADAS 2 Methodological Quality Data for the Included Studies
Risk of Bias Applicability Concerns

Study Patient 
Selection Index Test Reference 

Standard
Flow & 
Timing

Patient 
Selection Index Test Reference 

Standard

Laslett, 200612 Y Y Y Y Y Y Y

Manchikanti, 200022 Y ? ? Y Y Y Y

Revel, 199223 Y Y ? Y N Y Y

Revel, 199813 Y Y Y N Y Y Y

Schwarzer, 199424 N Y N Y N ? Y

Legend: Y = low risk; N = high risk;? = Unsure.
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(Manchikanti, 200022), while the highest negative predict-
ive value was 100%, found in two studies (Laslett, 200612 
using the 95% pain relief standard; Schwarzer, 199424).
	 Results from two studies (Revel, 199813; Revel, 199223) 
employing single block injections and requiring at least 
75% improvement in pain symptoms were pooled and 
statistical measures of diagnostic accuracy were calcu-
lated in 2 x 2 tables and are reported in Table 3. Simi-
larly, two studies (Laslett, 200612; Manchikanti, 200022,) 
that employed double block injections and requiring at 
least 75% improvement in pain symptoms were pooled 
and statistical measures of diagnostic accuracy were cal-
culated in 2 x 2 tables and are reported in Table 3. These 
pooled results revealed that only negative predictive value 
produced results above 50%.

Methodological quality
Table 4 presents the QUADAS 2 assessment results for 
each included study. Two studies were found to have low 
risk of bias (Laslett, 200612; Revel, 199813), while three 
studies were deemed to be at risk of bias (Manchikanti, 
200022; Revel, 199223; Schwarzer, 199424). Three studies 
were deemed to have low concern regarding applicabil-
ity (Laslett , 200612; Revel, 199813; Manchikanti, 200022), 
whereas two studies had concerns regarding applicability 
(Revel, 199223; Schwarzer, 199424).

Discussion

Interpretation of results and clinical relevance of the 
findings
The evidence supporting the diagnostic accuracy of the 
Kemp’s test in the diagnosis of facet joint pain is limited. 
Only two studies met the inclusion criteria for this review 
and were judged to have a low risk of bias and low con-
cern regarding applicability (Table 4).12,13 Of these, only 
the study by Laslett et al12 employed double diagnostic 
block injections and required at least 75% improvement 
in pain symptoms after the confirmatory block. With 
these considerations in mind, we synthesized the data 
from those studies whose methods were suitably simi-
lar (Table 3). The calculated specificity and positive pre-
dictive values were generally quite low, indicating that 
the value of a positive Kemp’s test result in diagnosing 
facet joint pain is highly dubious. This suggestion is sup-
ported by two studies in which patients underwent radio-

frequency denervation treatment following a positive 
response to a single diagnostic block injection; the re-
sults demonstrated that pain exacerbation by extension-
rotation was significantly correlated with treatment fail-
ure.25,26 Although the calculated sensitivity values were 
also <50%, the negative predictive values were ~60%, 
suggesting that a negative Kemp’s test result may have 
moderate clinical value in eliminating the facet joint as a 
source of pain.
	 Although the Kemp’s test in isolation appears to be of 
limited usefulness in the diagnosis of facet joint pain, a 
positive or negative test result may have value as part of a 
prediction rule or serial approach to diagnosis that incor-
porates other clinical variables to establish a diagnosis. 
Laslett et al12 described five “optimal” clinical prediction 
rules created from a multitude of clinical variables, four of 
which included “positive extension/rotation test” as one 
of the rule variables. Mirroring the results of our review, 
these four rules generally demonstrated poor to moderate 
specificity and positive predictive values, and very high 
sensitivity and negative predictive values. These results 
also support the potential usefulness of a negative Kemp’s 
test result.
	 An important point to consider is that all of these stud-
ies only consider the ability of the Kemp’s test to dis-
criminate between individuals who respond to diagnostic 
joint blocks from those who do not. Such procedures can 
be used therapeutically to reduce or eliminate an individ-
ual’s back pain; however, the ability of the Kemp’s test 
to discriminate between individuals who would respond 
to other forms of treatment (e.g. spinal manipulation) is 
unknown. Clinical prediction rules to indicate back pain 
patients who are more or less likely to respond to spinal 
manipulation have been proposed.27-30 Although these 
prediction rules do not include a positive or negative 
Kemp’s test result as a predictor variable, the authors of 
these studies do not specifically describe the Kemp’s tests 
as being one of the potential variables that was considered 
for inclusion in any of the prediction rules.

Limitations
Our literature search only yielded five studies that met 
the a priori inclusion criteria. Since these studies varied 
in terms of several important aspects of the methods used 
(e.g. single vs. double joint blocks, differences in the min-
imum pain reduction required to be considered a “posi-
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tive” response to joint block), conclusions drawn from 
pooling of the data must be tempered. In addition, the 
general quality of the included articles was moderate with 
three studies deemed to be a risk of bias and two studies 
had concerns regarding applicability.
	 Our database search only revealed two of the studies 
included in our review. The remaining three were only 
identified by reference searching of the included studies 
and other reviews elicited by our search. Combined with 
the fact that non-English articles were excluded from our 
review, it is possible that additional studies investigating 
the diagnostic accuracy of the Kemp’s test have not been 
included herein.
	 Finally, the current accepted “gold standard” for diag-
nosing facet joint pain is through the use of anesthetic 
injections to the facet joints (intra-articular) or their nerve 
supply (medial branch blocks). As such, this was used 
as the reference standard by which the accuracy of the 
Kemp’s test was evaluated in our review. However, the 
limitations of the current “gold standard” as being defin-
itive evidence of facet joint pain would potentially affect 
the diagnostic accuracy values reported herein.

Suggestions for future research
It is vital that any studies investigating the diagnostic 
accuracy of the “Kemp’s test” or its potential inclusion 
in a clinical prediction rule related to the categorization 
of treatment responders/non-responders use a consistent 
terminology to describe the procedure. Since “extension-
rotation test” seems to be the most common term that has 
been used in the literature to date, we propose that future 
researchers (and clinicians) adopt this term when refer-
ring to this procedure. Future studies investigating the 
diagnostic accuracy of this (or any) clinical test at diag-
nosing facet joint pain should use double joint injections 
and require a consistent level of improvement (we sug-
gest 75%) in pain symptoms as the reference standard.

Conclusions
The literature supporting the use of the Kemp’s test to 
diagnose facet joint pain is limited and generally indicates 
that the test has poor diagnostic accuracy. There is prelim-
inary evidence that a negative test result, either in isola-
tion or as part of a clinical prediction rule, may have some 
clinical value in eliminating the facet joint as a source 
of pain. Until more evidence is established regarding this 

test, however, it is debatable whether clinicians should 
continue to use it to diagnose facet joint pain.

Acknowledgments
The authors thank and acknowledge Mary Chipanshi of 
the University of Regina for her assistance in formulating 
the search strategy and conducting the literature search.

References
1.	� Cohen S, Raja S. Pathogenesis, diagnosis, and treatment of 

lumbar zygapophyseal (facet) joint pain. Anesthesiology. 
2007; 106: 591-614.

2.	� van Kleef M, Vanelderen P, Cohen S, Lataster A, 
Zundert J, Mekhail N. Pain originating from the lumbar 
facet joints. Pain Pract. 2010; 10: 459-69.

3.	� Atluri S, Datta S, Falco F, Lee M. Systematic review of 
diagnostic utility and therapeutic effectiveness of thoracic 
facet joint interventions. Pain Physician. 2008; 11: 611-29.

4.	� Datta S, Lee M, Falco F, Bryce D, Hayek S. Systematic 
review of diagnostic utility and therapeutic effectiveness 
of lumbar facet joint interventions. Pain Physician. 2009; 
12: 437-60.

5.	� Falco F, Erhart S, Wargo B, Bryce D, Atluri S, Datta S, 
Hayek S. Systematic review of diagnostic utility 
and therapeutic effectiveness of cervical facet joint 
interventions. Pain Physician. 2009; 12: 323-44.

6.	� Sehgal N, Dunbar E, Shah R, Colson J. Systematic 
review of diagnostic utility of facet (zygapophyseal) 
joint injections in chronic spinal pain: an update. Pain 
Physician. 2007; 10: 213-28.

7.	� Hancock M, Maher C, Latimer J, Spindler M, McAuley J, 
Laslett M, Bogduk N. Systematic review of tests to 
identify the disc, SIJ or facet joint as the source of low 
back pain. Eur Spine J. 2007; 16: 1539-50.

8.	� Schneider G, Jull G, Thomas K, Salo P. Screening of 
patients suitable for diagnostic cervical facet joint blocks – 
a role for physiotherapists. Man Ther. 2012; 17: 180-3.

9.	� Schneider G, Jull G, Thomas K, Smith A, Emery C, 
Faris P, Schneider K, Salo P. Intrarater and interrater 
reliability of select clinical tests in patients referred for 
diagnostic facet joint blocks in the cervical spine. Arch 
Phys Med Rehabil. 2013; 94: 1628-34.

10.	�Helbig T, Lee C. The lumbar facet syndrome. Spine. 1988; 
13: 61-4.

11.	�Jull G, Bogduk N, Marsland A. The accuracy of manual 
diagnosis for cervical zygapopphyseal joint pain 
syndromes. Med J Aust. 1988; 148: 233-6.

12.	�Laslett M, McDonald B, Aprill C, Tropp H, Oberg B. 
Clinical predictors of screening lumbar zygapophyseal 
joint blocks: development of clinical prediction rules. 
Spine J. 2006; 6: 370-9.

13.	�Revel M, Poiraudeau S, Auleley G, Payan C, Denke A, 
Nguyen M, Chevrot A, Fermanian J. Capacity of the 



J Can Chiropr Assoc 2014; 58(3)	 267

K Stuber, C Lerede, K Kristmanson, S Sajko, P Bruno

clinical picture to characterize low back pain relieved by 
facet joint anesthesia. Proposed criteria to identify patients 
with painful facet joints. Spine. 1998; 23: 1972-6.

14.	�Souza T. Differential Diagnosis and Management for 
the Chiropractor: Protocols and Algorithms. 2nd ed. 
Gaithersburg: Aspen, 2001.

15.	�Magee D. Orthopedic Physical Assessment. 5th ed. 
St. Louis: Saunders Elsevier, 2008.

16.	�Gleberzon B, Stuber K. Frequency of use of diagnostic and 
manual therapeutic procedures of the spine currently being 
taught at the Canadian Memorial Chiropractic College: 
a preliminary survey of Ontario chiropractors. Part 2 – 
procedure usage rates. JCCA. 2013; 57: 165-75.

17.	�Wilde V, Ford J, McMeeken J. Indicators of lumbar 
zygapophyseal joint pain: survey of an expert panel with 
the Delphi technique. Phys Ther. 2007; 87: 1348-61.

18.	�Hestbaek L, Kongsted A, Jensen T, Leboeuf-Yde C. The 
clinical aspects of the acute facet syndrome: results from 
a structured discussion among European chiropractors. 
Chiropr & Osteopat. 2009; 17: 2.

19.	�Kleinfeld S, Daniel D, Ndetan H. Faculty perception of 
clinical value of five commonly used orthopedic tests. 
J Chiro Educ. 2011; 25: 164-8.

20.	�Moher D, Liberati A, Tetzlaff J, Altman D; PRISMA 
GROUP. Preferred reporting items for systematic reviews 
and meta-analyses: the PRISMA statement. PLoS Med. 
2009; 6: e1000097. doi:10.1371/ journal.pmed.1000097.

21.	�Whiting P, Rutjes A, Westwood M, Mallett S, Deeks J, 
Reitsma J, Leeflang M, Sterne J, Bossuyt P; QUADAS-2 
Group. QUADAS-2: a revised tool for the quality 
assessment of diagnostic accuracy studies. Ann Intern 
Med. 2011; 155: 529-536.

22.	�Manchikanti L, Pampati V, Fellows B, Baha A. The 
inability of the clinical picture to characterize pain from 
facet joints. Pain Physician. 2000; 3: 158–66.

23.	�Revel M, Listrat V, Chevalier X, Dougados M, Nguyen M, 
Vallee C, Wybier M, Gires F, Amor B. Facet joint block for 
low back pain: identifying predictors of a good response. 
Arch Phys Med Rehabil. 1992; 73: 824–8.

24.	�Schwarzer A, Derby R, Aprill C, Fortin J, Kine G, 
Bogduk N. Pain from the lumbar zygapophyseal joints: a 
test of two models. J Spinal Disord. 1994; 7: 331–6.

25.	�Cohen S, Hurley R, Christo P, Winkley J, Mohiuddin M, 
Stojanovic M. Clinical predictors of success and failure 
for lumbar facet radiofrequency denervation. Clin J Pain. 
2007; 23: 45-52.

26.	�Cohen S, Bajwa Z, Kraemer J, Dragovich A, Williams K, 
Stream J, Sireci A, McKnight G, Hurley R. Factors 
predicting success and failure for cervical facet 
radiofrequency denervation: a multi-centre analysis. Reg 
Anes Pain Med. 2007; 32: 495-503.

27.	�Childs J, Fritz J, Flynn T, Irrgang J, Johnson K, 
Majkowski G, Delitto A. A clinical prediction rule to 
identify patients with low back pain most likely to benefit 

from spinal manipulation: a validation study. Ann Intern 
Med. 2004; 141: 920-8.

28.	�Flynn T, Fritz, J, Whitman J, Wainner R, Magel J, 
Rendeiro D, Butler B, Garber M, Allison S. A clinical 
prediction rule for classifying patients with low back pain 
who demonstrate short-term improvement with spinal 
manipulation. Spine. 2002; 27: 2835-43.

29.	�Fritz J, Whitman J, Flynn T, Wainner R, Childs J. Factors 
related to the inability of individuals with low back pain to 
improve with a spinal manipulation. Phys Ther. 2004; 84: 
173-90.

30.	�Fritz J, Childs J, Flynn T. Pragmatic application of a 
clinical prediction rule in primary care to identify patients 
with low back pain with a good prognosis following a brief 
spinal manipulation intervention. BMC Fam Pract. 2005; 
6: 29.

31.	�Jackson R, Jacobs R, Montesano P. Facet joint injection in 
low back pain: a prospective statistical study. Spine. 1988; 
13: 966-71.

32.	�Laslett M, Oberg B, Aprill C, McDonald B. Zygapophysial 
joint blocks in chronic low back pain: a test of Revel’s 
model as a screening test. BMC Musculoskelet Disord. 
2004; 5: 43.

33.	�Laslett M, McDonald B, Tropp H, Aprill C, Oberg B. 
Agreement between diagnoses reached by clinical 
examination and available reference standards: a 
prospective study of 216 patients with lumbopelvic pain. 
BMC Musculoskelet Disord. 2005; 6: 28.

34.	�Schwarzer A, Aprill C, Derby R, Fortin J, Kine G, 
Bogduk N. Clinical features of patients with pain stemming 
from the lumbar zygapophysial joints: is the lumbar facet 
syndrome a clinical entity? Spine. 1994; 19: 1132-7.

35.	�Schwarzer A, Wang S, Bogduk N, McNaught P, Laurent R. 
Prevalence and clinical features of lumbar zygapophysial 
joint pain: a study in an Australian population with chronic 
low back pain. Ann Rheum Dis. 1995; 54: 100-6.

36.	�Tomé-Bermejo F, Barriga-Martín A, Martín J. Identifying 
patients with chronic low back pain likely to benefit from 
lumbar facet radiofrequency denervation: a prospective 
study. J Spinal Disord Tech. 2011; 24: 69-75.

37.	�Beresford Z, Kendall R. Willick S. Lumbar facet 
syndromes. Curr Sports Med Rep. 2010; 9:50-6.

38.	�Datta S, Lee M, Falco F, Bryce D, Hayek S. Systematic 
assessment of diagnostic accuracy and therapeutic utility 
of lumbar facet joint interventions. Pain Physician. 2009; 
12: 437-60.

39.	�Hancock M, Maher C, Latimer J, Spindler M, McAuley J, 
Laslett M, Bogduk N. Systematic review of tests to 
identify the disc, SIJ or facet joint as the source of low 
back pain. J Orthop Sports Phys Ther. 2008; 38: A10.

40.	�Varlotta G, Lefkowitz T, Schweitzer M, Errico T, Spivak J, 
Bendo J, Rybak L. The lumbar facet joint: a review of 
current knowledge. Part II: diagnosis and management. 
Skeletal Radiol. 2011; 40: 149-57.




