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Why do tests ? 

You may believe that 'best practice', when it comes to veterinary medicine, is to do every test, every 

time and it may worry you when you do not. 

There are many reasons why this might occur: 

The test may be expensive; difficult to perform; or require specialist equipment.   

But there are also statistical reasons why running multiple tests can be counter-productive.  Every 

test has a degree of uncertainty and there are always a number of factors that will affect its 

reliability.    For instance - two different vets, auscultating the same chest, with the same 

stethoscope, may well hear different things and interpret what they hear in different ways.  Blood 

tests may be affected by haemolysis or degradation over time.  Measurements obtained from an 

echocardiogram can be surprisingly variable if the ultrasound machine is not of high quality, or the 

ultrasonographer not greatly experienced.  Even with state of the art equipment and an experienced 

cardiologist performing the echo measurement, results may still be surprisingly variable. It depends 

on the measurement and the patient, and to a degree chance. 

Before performing a test, you should first decide what question you want to answer and how the 

result will affect what you do.  The most important tests are done because they help us to decide 

what to do next – such as changing how we manage a patient or narrowing down our differential list 

before doing further tests. Tests can also be worthwhile in order to give a client an idea of prognosis.  

Running every possible test might make us feel like we are doing a thorough job because it fit some 

“standard protocol” and because they each add a bit more information, but how much difference do 

they make to what you do.  This “complete” approach is what I call “safety in numbers”.  We need to 

stop, think about what we need to know and what tests will give us that information. How much will 

they cost? Is it necessary from a welfare point of view? Pinning animals to a scanning table for sake 

of a protocol that wants every I dotted and t crossed may not be a good idea, in dyspnoeic animals 

especially identify the key points treat and then review when the animal is more stable.  Maybe a 

home measured respiratory rate is better than getting a stress cat in for a chest radiograph.  

Before interpreting results from tests carried out, we need to be thinking about what we are 

expecting to find and have formulated a flow chart in our minds. What are we ruling in or out and 

what will this lead to next? If the results are not what we were expecting or contradict another test 

we have performed, we need to ask: 

 How could the number be wrong? 

 How likely is it to be wrong? 

 What effect does this have on what I do now? 

 What can I do to make it as reliable as possible? 

 How does it affect how I manage the patient? 

 Will spending money now in fact limit what you can do for the patient later 

What is an ideal test? 

• One that identifies every animal with disease.  This means a test with no false negatives – i.e. 

a highly sensitive test. 

• One that doesn't identify any animals as having the disease when they do not. A test with no 

false positives – i.e. a very specific test. 
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• A test that is easily available and requires little user skill. 

• A test that is cheap to perform. 

• It would also be fantastic if the test could identify every animal that is going to get the dis-

ease, currently we test is for phenotype.  This is a breeding issue and beyond the scope of 

what I want to cover today or what is relevant in the consulting room most of the time. 

Tests are rarely both sensitive and specific.  This comes down to the test, the disease itself and its 

prevalence in the population.   

Sensitive tests are useful to screen a population. We test a population that is at risk of developing   

disease because that makes statistical and practical sense.  In this scenario, we want the test to be 

cheap and easy to use.  We need to be clear who we offer this test to - what is the population at risk? 

And how do we narrow down that population further? For example, is age a factor? Or the presence 

or absence of a finding on physical examination. 

If an animal tests positive on our sensitive screening test, it justifies performing other, more specific 

tests, that may lead to treatment that would be beneficial to that animal. 

For example, a dog of a breed that is at risk of developing DCM is a suitable patient to select for an 

annual pro-BNP assay.  If the assay is positive (we are refining the levels, but currently - 550 pmol/l 

for Dobermans and 900pmol/l for other breeds) the dog is likely to have DCM and we have answered 

the question about further tests, it is now prudent financially and for the animal's welfare, to 

proceed to an echocardiogram (echo).  If the echo confirms DCM, we have answered the question 

about treatment. This dog needs Pimobendan.  Do we need to do chest radiographs – I would say 

no?  But they could do if the dog was coughing.  Do we need other blood tests – well it depends on 

the patient.  Do we need a Holter ECG? It depends on the breed and whether you can identify any 

arrhythmia on physical exam or during the echo.  So yes, there are other tests that you need to 

consider, but we used a cheap, easily-available, sensitive screening test of a biomarker and we used a 

specific test of an echo to be sure we are treating the right patients. Of course this must be a case by 

case decision process.  

When do we need to test: 

Many times we do tests to allow us to make a diagnosis in a symptomatic patient.  However, we 

increasingly realise that a lot of diseases are present in an “occult” or “pre-clinical” phase.  And we 

now have some situations where there is good evidence that intervening in some way (e.g. 

treatment with drugs, or avoiding some treatments and procedures) is worthwhile.  The Protect trial 

was the first trial to prove this in small animal cardiovascular medicine – but there are more in the 

pipeline!  There are a number of other situations where we hope that an intervention at this stage 

will alter the outcome but don’t have great EBM to support it.   

If you or I went to the doctor, we would expect to be screened for a number of diseases.  There are 

long debates about the pros and cons of screening (e.g. screening for breast or neoplasia), the key is 

to use the right test in the right population.  There is no point screening for congenital heart disease 

in adult patients with no murmur with a biomarker.  Might you find one that is the exception to that 

rule - yes you might, but the chances are so low that that would be an inappropriate test.  We don’t 

screen young terriers or miniature Dachshunds for dilated cardiomyopathy.  I have seen a couple 

with it, but again the prevalence is so long that the tests would have little statistical validity, you are 

looking for a needle in a hay stack (in asymptomatic dogs).  But there are a lot of animals out there 

that have heart disease that we don’t know about.  Or there are some patients in which we don’t 
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bother to do a test when we find something that may indicate disease because we know that many 

of them do fine.   

The key is to use the right test in the right population.  There is no point screening for congenital 

heart disease in adult patients with no murmur with a biomarker.  Might you find one that is the 

exception to that rule? Yes, you might, but the chances are so low, that that would be an 

inappropriate test.   

So consider this – an 8 year old Doberman comes into your clinic and has its annual vaccination.  You 

don’t recommend any other tests.  What is the chance of the dog dying of infectious disease in the 

next year if it skipped a year’s vaccination? (OK, we don’t know, but for many with already good 

immunity, it is pretty slim).  Yet based on published statistics that dog has a 40% chance of having 

DCM, so a 10% chance of sudden death that year.  An intervention might change that. 

Many owners don’t follow up a recommendation to investigate a cat with a murmur, arrhythmia or 

gallop sound, because the cat is asymptomatic.  Personally I feel that that is partly because many vets 

don’t recommend it.  Why not? Because often the cats do fine.  But cats with heart disease often 

present in an acute crisis.  They may just die.  And if you look at statistics, then around half of cats in 

heart failure in one study, had had a veterinary intervention in the previous 2 weeks – often a GA, 

IVFT or steroids.  I think we need to assess the degree of risk in these animals before performing 

these procedures on them and we need to explain this better to clients. 

But what we recommend needs to be affordable to most of our clients.  Some owners are more 

worried than others.  Some owners are happy to spend more than others.  But I believe that often 

the response can be down to how the options are presented and if we are confident or what we are 

recommending then owners have the best chance of making an informed decision.  It is up to us to 

clearly explain options and costs and reassure owners about how caring the veterinary staff are and 

how well we will look after their beloved pet. I always discuss what the result of a test might indicate. 

For example, some cats are impossible to medicate so deciding that they would or not benefit from 

treatment is irrelevant, no one can give it, and there is therefore no point in doing a test for which 

the main aim is to decide whether the cats needs treatment. 

Which test and when to test for heart disease? 

We have produced some advice for when to test cats and dogs with biomarkers.  Any guidelines have 

their faults and nothing is 100% for every patient or owner, but I hope they are a useful guide.  Most 

of all I think we need to think 

 What disease might be there that I am missing? 

 What is the reason that I want to do this test? 

 What are the strengths and weaknesses of the tests? 

 What is good value for the clients? 

And when you are more confident you will make better decisions and be able to explain to clients 

what the risks and benefits are. 

This way you identify the potential at risk patients, sort out which ones are most at risk, make a 

diagnosis, act and improve quality of life or lifespan. 
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