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Sacroiliac Dysfunction

Introduction I B

Up to 80 percent of people in the United States will have low back pain (LBP) sometime in their life, with
recurrence rates as high as 90 percent. Twenty-five to 45 percent of all patients seen in an outpatient orthopedic
physical therapy setting are being treated for LBP. With the preponderance of patient’s suffering from LBP, cli-
nicians need an effective means of identifying the most
likely source of pain and proceed with an intervention that
the patient is most likely to respond from. One source of
pain that many patients with LBP suffer from arises from
the sacroiliac joint (SIJ). This newsletter will cover the
anatomy and biomechanics of the SIJ, how to identify SIJ |grester sciati
dysfunction, discuss different treatment options, and a
clinical prediction rule for patients with LBP.
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Anatomy and Biomechanics Sacrous

The sacroiliac (SI) joints are diarthrodial joints made up a b
of two innominate bones and a sacrum (a triangular bone that provides a base for the spinal column). The liga-
mentous structure of the pelvis is complex. There are four intrinsic SI ligaments that consist of the anterior SI,
short posterior SI, long posterior SI, and the posterior interosseous SI ligament. In addition to the four intrinsic
SI ligaments, there are three extrinsic SI ligaments which consist of the sacrotuberous, sacrospinous, and ili-
olumbar ligaments (Figure 1).

The sacroiliac joints play a significant role during the gait cycle by transferring loads from the trunk to the
lower extremities. There is minimal movement at the SIJs. Muscles provide dynamic stability of the pelvis dur-
ing ambulation. Muscles that move the innominates are the iliacus, rectus femoris, gluteus minimus, gluteus
maximus, and the hamstrings. The iliacus produces anterior (forward) rotation and medial flare of the anterior
superior iliac spine (ASIS). The rectus femoris produces anterior rotation and the gluteus minimus produces lat-
eral flare of the ASIS. Both the gluteus maximus and hamstrings produce posterior (backward) rotation (Figure
2).

The sacrum is coupled with spine movement. Flexion nutation of the sacrum occurs when there is a forward
movement of the sacral base. Extension (contranutation) occurs when there is a backward movement of the
sacral base (Figure 3). Muscles that move the sacrum on the innominates are the multifidus, and piriformis. The
multifidus rotates the sacrum to the same side and the piriformis rotates the sacrum to the opposite side.

Dysfunction of the SIJ occurs when iliosacral movement or sacroilial movement are obstructed. For example,
forces about the pelvis will cause the innominate bones to rotate anterior around the femoral heads. When the
abdominal muscles fail to support the pelvis and trunk, secondary to inactivity or weakness, tension is released
in the sacrotuberous and interosseous ligaments. The lack of stabilization causes the anterior rotated innominate
bones to become fixed in an anterior direction.
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Qswesrty (a low back pain functional questionnaire).

Spinal mobilization can also be used as an effective
manual medicine technique for the treatment of SIJ
dysfunction. While spinal manipulation is applied
over a short period of time with a high-velocity, low
amplitude thrust, spinal mobilizations are graded and
can be used for pain modulation, improving range of
motion, and/or disrupting articular and periarticular
adhesions. For example, a grade one Maitland spinal
mobilization is a small amplitude movement at the
beginning of the range of movement; grade one mobi-
lizations are used for pain modulation. On the other
hand, grade four Maitland spinal mobilizations are
small amplitude movement at the end of the range of
motion primarily used for improving range of motion.

In addition to the latter manual techniques, massage
is also effective in the treatment of SIJ dysfunction.
Massage provides symptomatic relief by way of
increased blood flow, increased lymphatic activity,
increased joint flexibility, decreased muscle spasm,
and decreased muscle tone.

A CLINICAL PREDICTION RULE FOR
PATIENT’S WITH ACUTE LBP

Clinical prediction rules allow clinicians to identify
patients who will respond to a particular intervention.
For example, physicians use the Ottawa Ankle Rules
to identify patients who suffered an ankle injury that
may have a fracture and warrant radiographs; if the
variables for the clinical prediction rule are met radi-
ographs are taken to rule out an ankle fracture. In
2002 Flynn and colleagues developed a clinical pre-
diction rule for classifying patients with LBP (SIJ dys-
function) who demonstrate improvement with spinal
mobilization/ manipulation. The clinical prediction
rule contains five variables. 1) Onset of symptoms
less than 16 days. 2) The absence of radicular symp-
toms below the knee. 3) Lumbar hypomobility. 4) At
least one hip has greater than 35° of internal rotation.
5) Fear-Avoidance Behavior Questionnaire (FABQ)
score of less than 19. The FABQ is a valid and reli-
able measure of patient’s beliefs about the influence of
LBP on daily activity. The FABQ consists of two sub-
scales: one is related to work and the other is related
to physical activity. High FABQ scores indicate high
beliefs of fear concerning LBP in coordination with
physical activity and work. Low FABQ scores indi-
cate little fear concerning LBP with physical activity
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and work. For
the rule to be
positive a mini-
mum of 3 to 4

Clinical Prediction Rule

* Onset of symptom < 16 days
* Absence of radicular symptoms below knee
* Lumbar hypomobility

variables must| ° At least (1) hip has > 35 degrees of [.R.
be positive * Fear Avoidance Behavior Questionnaire < 19
After the A minimum of 3-4 variables must be positive

patient is identified for treatment and all serious
pathology is ruled-out a general manual technique is
used to treat this patient population with non-specific
LBP. After the manual technique is performed and
deemed successful the patient is to perform a specific
exercise, known as the hand-heel rock. The hand-heel
rock maintains the motion gained from the manual
intervention. This exercise should be performed three
times a day with ten repetitions. The latter has been
scientifically proven to be effective in the treatment of
non-specific LBP, many of which suffer from SIJ dys-
function.

CONCLUSION

Millions of Americans suffer from LBP, many of
which are related to SIJ dysfunction. Clinicians need
an effective means of identifying the most likely
source of LBP and proceed with an intervention that
the patient is most likely to respond from. With the
development of the clinical prediction rule, physical
therapists can identify this patient population and treat
accordingly. Complete knowledge of the anatomy,
biomechanics, examination, evaluation, and treatment
of the SIJ is needed to identify patients with SIJ dys-
function.

At OSPTA, our physical therapists are highly
trained professionals that provide a ‘“hands-on
approach.” We aim to identify patients with LBP who
suffer from SIJ dysfunction and provide a hands-on
approach to decrease the pain, restore motion, and
improve function of our patients.
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