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Sacroiliac Joint Dysfunction

Sakroiliak Eklem Disfonksiyonu

ABSTRACT

AIM: Sacroiliac joint dysfunction is a disorder presenting with low back and
groin pain. It should be taken into consideration during the preoperative
differential diagnosis of lumbar disc herniation, lumbar spinal stenosis and facet
syndrome.

MATERIAL and METHODS: Four cases with sacroiliac dysfunction are
presented. The clinical and radiological signs supported the evidence of
sacroiliac dysfunction, and exact diagnosis was made after positive response to
sacroiliac joint block.

RESULTS: A percutaneous sacroiliac fixation provided pain relief in all cases.
The mean VAS scores reduced from 8.2 to 2.2.

CONCLUSION: It is concluded that sacroiliac joint dysfunction diagnosis
requires a carefull physical examination of the sacroiliac joints in all cases with
low back and groin pain. The diagnosis is made based on positive response to the
sacroiliac block. Sacroiliac fixation was found to be effective in carefully selected
cases.

KEYWORDS: Sacroiliac block, Sacroiliac fixation, Sacroiliac joint, Sacroiliac joint
dysfunction
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AMAG: Sakroiliak eklem disfonksiyonu kendini bel ve kalga agrisi1 ile gosteren
bir hastaliktir. Bu durum klinik olarak lomber disk hernisi, spinal stenoz ve faset
sendromu ile kolayca karisabilmektedir.

YONTEM ve GEREC: Dort sakroiliak eklem disfonksiyon olgusu
sunulmaktadir. Olgularin klinik ve radyolojik bulgularina dayanarak sakroiliak
eklem disfonksiyon 6n tanisi konmus, sakroiliak blokaja pozitif yanitin alinmasi
ile tan1 kesinlegtirilmistir.

BULGULAR: Olgularin tamaminda perkiitan sakroiliak fiksasyon ile agrilar
gecmis, ortalama VAS skorlar1 8.2'den 2.2"e diismistiir.

SONUC: Sakroiliak eklem disfonksiyonu tanisi, bel ve kalca agrisi olan tiim
olgularda bu eklemin dikkatli bir sekilde muayenesi ve radyolojik incelemesini
gerektirmektedir. Sakroiliak blokaja pozitif yanit taniy1 kesinlestirir. Sakroiliak
fiksasyon dikkatle secilmis olgularda oldukga etkin iyilesme saglar.

ANAHTAR SOZCUKLER: Sakroiliak blokaj, Sakroiliak eklem, Sakroiliak eklem
disfonksiyonu, Sakroiliak fiksasyon
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INTRODUCTION

Sacroiliac joint dysfunction (SIJD) is one of the
causes of non-discogenic pain in cases with low back
and groin pain. This condition can easily be
confused with conditions such as lumbar disc
herniation, lumbar spinal stenosis and facet joint
syndrome, which have a similar pain pattern (8). In
this study, we reviewed the clinical aspect,
diagnosis, and treatment methods of SIJD, in the
light of cases that were diagnosed and treated as
SIJD.

MATERIAL and METHODS

The charts of four patients with SIJD were
reviewed. There were two males and two females.
The mean age was 48.5, ranging from 38 to 58. All
cases were admitted with low back and groin pain
lasting for 3 to 10 months. Neurological examination
was normal in all cases. The diagnosis was made
based on the clinical and radiological findings, as
well as the positive response to the sacroiliac joint
block.

The pain pattern was evaluated clinically.
Tenderness to the sacroiliac joint palpation and
percution, and positive response to sacroiliac tests
(i.e., FABERE and Gaenslen) were evaluated in favor
of SIJD. The sacroiliac joint was evaluated
radiologically using CT and MRI to determine the
existence of degeneration in the sacroiliac joint,
osteophytes and sclerosis. In cases suspected of
having SIJD, the diagnosis was supported by a

Figure 1: Preoperative sacroiliac joint CT shows the presence of
the osteophyte within the sacroiliac joint.

positive response to the sacroiliac joint block. A
sacroiliac joint fixation was performed as the final
treatment in cases that showed a temporary positive
response to the sacroiliac joint block.

Surgical Technique: The patient was operated
under scopic control in the prone position. A 1 cm
incision was performed 10-14 cm lateral to the
midline at the level of sacral pedicle under lateral
scopic control. A K-wire was inserted toward the
sacroiliac joint (20-30° caudally, and 70° medially)
aiming to pass the SIJ. After AP and lateral scopic
control of position of the K-wire, the K-wire
projectory was tapped using a cannulated tap. At the
final step, a 5-7 cm x 4 mm cannulated screw was
placed and the K-wire was removed.

RESULTS

Sacroiliac tests were positive in all cases. Both CT
and MRI examination were performed in all cases.
Whereas MRI showed no pathology, CT examination
demonstrated osteopyhte in sacroiliac joint in one
case, and sclerotic alterations in other two cases.

All cases benefited from sacroiliac block. All four
cases underwent percutaneous sacroiliac joint
fixation because of recurrent pain after a painless
period of 10 to 14 days. Clinical conditions improved
in all cases and VAS scores declined from 8.2 to 2.2.
The follow-up durations ranged between 5 to 14
months (Table I).

Case 1: A 52-year-old female patient was
admitted with right groin and thigh pain, lasting for
10 months. There was no neurological deficits.
FABERE and Geanslen tests were positive on the
right side. The right sacroiliac joint was sensitive to
palpation and percussion. Sacroiliac MRI was
normal. Sacroiliac CT revealed stenosis and
osteophytes in the joint (Figure 1). The patient
benefited from the right sacroiliac joint block.
However, her pain recurred after two weeks, and she
underwent a percutaneous sacroiliac joint fixation
using a cannulated screw system (Figures 2, 3). The
VAS score reduced from 7 to 1.

DISCUSSION

This study revealed the efficacy of the sacroiliac
block in the diagnosis of the cases with SIJD. The first
step in the diagnosis of SIJD includes the use of
sacroiliac tests during the preoperative examination
of each patient with sciatica. A sacroiliac block is
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Figure 2: Percutaneous placement of the cannulated screw.

Figure 3: Postoperative appearance of the sacroiliac screw.

Table I: Preoperative and Postoperative Neurological Status (NE) and VAS Scores of Four Operated Cases

Case # Preoperative NE Postoperative NE Preoperative VAS Postoperative VAS
1 N N 7 1
2 N N 9 3
3 N N 8 3
4 N N 9 2

then performed in cases suspected of having SIJD.
Temporary pain relief after the sacroiliac block
proves that the sacroiliac joint is generator of the
pain.

The sacroiliac joint (SIJ) can be source of pain in
cases with sacroiliitis and sacroiliac dysfunction
(3,15). SIJ is located between the sacrum and the
innominate bones, which consist of the ipsilateral
ileum, ischium and pubis bones. It lies between S1
and S3. The sacrum is wedge-shaped (cuneiform)
from front to back and therefore provides resistance
in both vertical and horizontal shears (4). SIJ is a
diarthrodial joint that contains synovial liquid
(5,7,15). The joint surfaces are different than the
other joints in the body. Hyaline cartilage is available
on the sacral surface and this surface is flat. The iliac
surface is covered with a rough fibrocartilage (16).

Strong ligamentous structures and muscles
support the SIJ. Ligamentous structures are effective
in creating resistance to shear. Ligamentous
degeneration, weakness, or recurrent exposure to
trauma are the major causes of SIJD (5,13,14).
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According to the International Pain Studies
Association, the sacroiliac joint is responsible for
chronic hip pain and leg pain in 10% to 27% of cases.
In this sense, the character of pain should be
evaluated carefully. Sacroiliac pain is commonly
sharp in character, spreading to the groin, buttocks
and thighs. The pain is commonly unilateral, and
increases with sitting (3,12). Like discogenic sciatica,
sacroiliac pain may decrease or increase. However,
there is no accompanying motor, reflex and sensory
deficit. The straight leg raise test is usually negative.
Sacroiliac tests are helpful for the diagnosis.
Accordingly, the addition of sacroiliac joint
examination to the standard examination for sciatica
is mandatory. The main sacroiliac provocation tests
include the compression test, distraction test,
FABERE test, and Gaenslen’s test (2,6,7,9,16).

Radiological diagnosis of SIJD is difficult (16).
Sacroiliac joint CT may demonstrate osteophytes,
sclerosis and degeneration. However, MRI and CT
may be completely normal.

The exact diagnosis of the SIJD can be made using
a sacroiliac joint block (15). The local anesthetic agent
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relieves pain and the addition of steroids reduces the
local inflammation.

McKenzie-Brown et al. showed the validity of the
sacroiliac block as a diagnostic test (5,7,11). Maigne
et al., reported the false negative rate for sacroiliac
block to be 20% in 54 patients, which may be due to
a technical error (10).

Sacroiliac fixation is recommended to chronic
pain patients who have benefited temporarily from a
sacroiliac block. Effectiveness of fixation with screws
has been indicated by many studies. A study by
Nelson et al. evaluated eight patients who
underwent sacroiliac fixation. They reported total
pain relief in all patients at the end of 5-9 months
(12). On the other hand, Amoretti et al., reported
sacroiliac degeneration in one (5%) out of 20 cases
who underwent sacroiliac fixation. At the end of the
3-year follow up, they reported 95% pain relief (1). In
the current study, steroid as well as local anesthetics
were applied to all of the presented cases. All cases
responded well to the given medicines for a 10- to
14-day period. In our cases, sacroiliac fixation has
also relieved the pain quite effectively.

CONCLUSION

Sacroiliac dysfunction is one of the important
causes of low back and hip pain. Diagnosis is
performed based on clinical signs and physical
examination findings. The definite diagnosis should
be based on the positive response to the sacroiliac
joint block. In cases who show temporary benefit
from the sacroiliac joint block, a fixation procedure
can relieve the pains of sacroiliac origin.
Understanding SIJD may decrease the likelihood of
unnecessary lumbosacral surgery.
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