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Introduction 
 
North American Spine Society (NASS) coverage policy recommendations are intended to assist payers 
and members by proactively defining appropriate coverage positions. Historically, NASS has provided 
comment on payer coverage policy upon request. However, in considering coverage policies received by 
the organization, NASS believes proactively examining medical evidence and recommending credible 
and reasonable positions may be to the benefit of both payers and members in helping achieve 
consensus on coverage before it becomes a matter of controversy. 
 
Methodology 
 
The coverage policies put forth by NASS use an evidence-based approach to spinal care when possible. 
In the absence of strict evidence-based criteria, policies reflect the multidisciplinary and non-conflicted 
experience and expertise of the authors in order to reflect reasonable standard practice indications in 
the United States. 
 
NASS Coverage Policy Methodology 
 
Scope and Clinical Indications  
 
Management of chronic low back pain is a significant contributor to the national health care budget. 
When using comparative anesthetic blocks with a high degree of pain relief, the prevalence of sacroiliac 
joint pain likely ranges from 20% to 30% in patients with suspected SIJ pain based on history and 
physical examination 1-5. Sacroiliac (SI) joint injections have been used to diagnose and treat pain from 
this structure. Lateral branch blocks and radiofrequency ablation have similarly been used to diagnose 
and treat pain from the SI joint or from the posterior sacroiliac complex. 

Pain from the SI joint may arise from a variety of disorders but most commonly is thought to be from 
degenerative or inflammatory arthritis. Certain conditions can increase the prevalence of SI joint pain, 
these include prior lumbar fusion6-9, older patient age10-12, and history of trauma10,13. 

There is a known high false positive rate, at around 20% with SI joint injections1,2,14,15. In order to 
increase the likelihood of the presence of this condition in patients whom an injection is considered, 
physical examination can be helpful. The literature has not demonstrated a single physical exam 
maneuver with a likelihood ratio greater than 1.3 for predicting a positive response to intra-articular 

https://www.spine.org/Documents/PolicyPractice/CoverageRecommendations/CoveragePolicyMethodology.pdf
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anesthetic2,16,17. However, other studies15,18,19 have reported that responses to at least three exam 
maneuvers (FABER, thigh thrust, Gaenslen’s, distraction, sacral thrust, and compression) were predictive 
of a positive response with a reported sensitivity of 78%. 

Clinical Criteria for the Procedure 
 
Item 1: Diagnostic SI joint injections 
 
Intraarticular SI joint injections are indicated to aid in the diagnostic work-up of low back pain when ALL 
of the listed criteria are met. Of note, any and all SIJ injections should be performed with some form of 
radiographic image guidance (e.g. fluoroscopic, CT-guided). Further, volume of injectate should be 
limited to 2 mL20-24, the inclusion of steroid with local anesthetic is not inappropriate. A diagnosis of SI 
joint pain is confirmed with at least 75% reduction of pain for the expected duration of the anesthetic 
used on two separate occasions. 

a) Patient’s report of non-radicular, typically unilateral pain that is caudal to the lumbar spine (L5 
vertebrae), localized over the posterior SIJ, and consistent with SIJ pain 

b) A thorough physical examination demonstrating localized tenderness with palpation over the 
sacral sulcus (Fortin’s point, i.e. at the insertion of the long dorsal ligament inferior to the 
posterior superior iliac spine or PSIS) in the absence of tenderness of similar severity elsewhere 
(e.g. greater trochanter, lumbar spine, coccyx) and that other obvious sources for their pain do 
not exist. 

c) Positive response to a cluster of three provocative tests (e.g. thigh thrust test, compression test, 
Gaenslen’s test, distraction test, Patrick’s sign, posterior provocation test). Note that the thrust 
tests is not recommended in pregnant patients or those with connective tissue disorders. 

 

Item 2: Therapeutic SI joint injections 

Intraarticular SI joint injections of corticosteroid with or without local anesthetic are indicated for the 
treatment of low back pain when all of the listed criteria are met: 

a) Patient’s report of non-radicular, typically unilateral pain that is caudal to the lumbar spine (L5 
vertebrae), localized over the posterior SIJ, and consistent with SIJ pain. 

b) A thorough physical examination demonstrating localized tenderness with palpation over the 
sacral sulcus (Fortin’s point, i.e. at the insertion of the long dorsal ligament inferior to the 
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posterior superior iliac spine or PSIS) in the absence of tenderness of similar severity elsewhere 
(e.g. greater trochanter, lumbar spine, coccyx) and that other obvious sources for their pain do 
not exist. 

c) Positive response to a cluster of three provocative tests (e.g. thigh thrust test, compression test, 
Gaenslen’s test, distraction test, Patrick’s sign, posterior provocation test). Note that the thrust 
tests is not recommended in pregnant patients or those with connective tissue disorders. 

d) SIJ pain has been confirmed with diagnostic SIJ injections. 
 
Rationale 
 
Item 1: 

Image-guidance: Some form of image guidance is considered requisite for performing SI joint injections. 
In 2003, Hansen25, in an observational study, showed that blind needle placement for sacroiliac joint 
injection was successful in only 12% of patients. He subsequently recommended image-guidance. 
Rosenberg et al26, in a prospective, double-blind study, showed intra-articular injections in only 22% of 
patients when no image guidance was used. Though multiple ultrasound-guided sacroiliac joint injection 
systems are available, Simopoulos et al27 (2012) found no systematic evaluations of ultrasound for SI 
joint injections.  In most recent systematic reviews of SI joint interventions, fluoroscopic or CT guidance 
has been considered an inclusion criteria25,27-29. 

Physical Exam Findings: The utility of physical exam findings in the diagnosis of SI joint pain has been 
well-studied. In a systemic review by Szadek (2009), meta-analysis of five individual provocation tests,   
compression, distraction, thigh thrust, Gaenslen’s test, and Patrick’s sign were evaluated30. Analysis 
showed that positive thigh thrust test or compression tests are likely to have SI joint pain.  Also, 
threshold of three positive tests had good diagnostic validity for SI joint pain.  Joint injection with 
varying degree of pain relief (as low as 50%) was the gold standard. In contrast, Dreyfuss (1996) 
reviewed 20 physical examination tests, including thigh thrust, Gaenslen’s, Patrick’s, sacral thrust, and 
compression17. This group showed that no single test or combination of tests was sufficiently useful in 
diagnosing sacroiliac joint pain.  Of note, SI joint injection with high level of pain relief (>90%) was used 
as the gold standard. Three studies15,18,19 have reported that responses to at least three exam 
maneuvers (FABER, thigh thrust, Gaenslen’s, distraction, sacral thrust, and compression) were predictive 
of a positive response with a reported sensitivity of 78%. Finally, a review by Hancock (2007) found that 
single manual tests for SI joint pain were uninformative, although combinations of test were helpful31. 



Sacroiliac Joint Injections 9/25/2015 

  
 
 

 
Page 4 of 15 

 
NASS coverage recommendations should not be construed as including all proper methods of care or excluding other acceptable methods of 
care reasonably directed to obtaining the same results. The ultimate judgment regarding any specific procedure or treatment is to be made by 
the physician and patient in light of all circumstances presented by the patient and the needs and resources particular to the locality or 
institution. The coverage recommendations do not represent a “standard of care,” nor are they intended as a fixed treatment protocol. It is 
anticipated that there will be patients who will require less or more treatment than the average. It is also acknowledged that in atypical cases, 
treatment falling outside these criteria will sometimes be necessary. This document should not be seen as prescribing the type, frequency or 
duration of intervention. Treatment and accompanying payment should be based on this information in addition to an individual patient’s 
needs as well as the doctor’s professional judgment and experience. This document is designed to function as a guide and should not be used 
as the sole reason for denial of treatment and services. It is not intended to supersede applicable ethical standards or provisions of law. This is 
not a legal document. 
 
© 2015 North American Spine Society.  All rights reserved. 

Based on these available data, it seems reasonable to require documentation of at least three positive 
provocative physical examination maneuvers prior to consideration of a diagnostic or therapeutic 
injection. 

Requirement of Radiographic Findings: Hansen (2007) reviewed the databases of EMBASE, MEDLINE and 
Cochrane reviews32. This group concluded that MRI can detect abnormalities of the cartilaginous 
sacroiliac joint, early spondyloarthropathy, and inflammatory and destructive changes of the SI joint. 
Similar to literature about the lack of correlation between disc degeneration and back pain, this group 
found that radiological SI findings have not been found to be an accurate indicator of symptoms. 
Interestingly, Hancock (2007), in a review of Medline, EMBASE, and CINAHL, found a positive bone scan 
may increase the probability of the SIJ being the source of pain, though a negative scan does not reduce 
the probability31. In a more detailed analysis, Blum (1996) showed that MRI was more sensitive and 
specific than scintigraphy or radiography for sacroilitis33. Simopoulos (2012) concluded that MRI appears 
to be useful for early sacroilitis and to follow patients with spondyloarthropathy27. Thus, imaging is 
considered be helpful in identifying patients who might benefit from further evaluations such as a 
diagnostic injection, though the absence of abnormalities on imaging does not negate the 
appropriateness of performing the procedure. 

Utility of Diagnostic Injections: There have been seven studies using controlled blocks to diagnose SI 
joint pain. Increasing the percentage of pain relief required for a positive block also decreases the 
reported prevalence of SIJ pain. Differences mainly arose when relaxing criteria from >75% to >50% pain 
relief (Table 1). 

Single diagnostic injections have been used in multiple studies3,11,14,16,17,22,23,34-40. When comparing 
controlled blocks with single diagnostic injections, the known false positive rate of injections is clearly 
demonstrated. Studies utilizing single blocks report rates of 29-63%, while studies utilizing dual blocks 
report rates between 10-33% (with only one study showing higher rates at 45%). For this reason, dual 
diagnostic blocks, with at least a 75% reduction in pain, are needed to confirm the diagnosis of SI joint 
pain. 

Item 2:   

Therapeutic SI joint injections: The utility of therapeutic SI joint injections has been well-studied. Hansen 
(2012) in a systematic review for therapy of SI joint pain found limited (or poor) evidence for intra-
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articular steroid injection and limited (or poor) evidence for peri-articular injection of local anesthetic 
and steroid or botulinum toxin25. Hawkins (2009), in a retrospective audit of 155 patients, showed 77% 
of patients with short-term pain relief after one injection41. Of those who showed pain relief, 
approximately one-third remained improved after one injection, and two-thirds remained improved 
after one or two injections. Of those who received two or more injections, the duration of relief 
averaged 9.3 months. Liliang (2009), in a prospective case series of sacroiliac joint pain determined by 
dual blocks, showed 66.7% patients with pain relief of more than six weeks5. All patients required a 
second injection, which then had a mean duration of pain relief of 36.8 weeks. Interestingly, the 33.3% 
with a positive diagnostic injection but less than six weeks of pain relief had pain reduction mean of 4.4 
weeks. 

Luukkainen (2002) demonstrated in a non-blinded, randomized single injection study a significant 
decrease in VAS and pain index at four weeks in patients with peri-articular methyl-prednisolone acetate 
and lidocaine injection compared to sodium chloride and lidocaine injection42. Borowsky (2008) showed 
in a retrospective review of two case series that injection of steroids in the SI joint and the posterior 
inter-osseous ligament and S1-3 lateral branches improved short-term (three months) clinical outcomes 
when compared to sacroiliac joint alone, although both were suboptimal (12.5% vs. 31.25%)34. 
McKenzie-Brown (2005) in a systematic review that included spondyloarthopathy concluded that 
evidence for intra-articular sacroiliac joint injections was moderate for short-term relief and limited for 
long-term relief28. 

Based on these data, it seems reasonable to offer coverage of therapeutic SI joint injections in those 
cases that fulfill the listed criteria. It is acknowledged that there will likely not be high quality data to 
support the predictive value of each of these criteria. However, considering the available evidence 
discussed above in Item 1, it seems reasonable to apply these criteria to therapeutic SI joint injections. 
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Table 1 
 Percentage Positive 95% CI References 
Selection Based on Controlled Local Anesthetic Blocks 
   At least 80% relief 10%  0 - 23% Manchikanti 2001  
   At least 75% relief 19% 9 - 29% Maigne 1996  
   At least 50% relief 45% 32% - 58% Van Der Wurff 2006 
Selection Based on Controlled Injections of Local Anesthetic and Steroid 
   At least 80% relief 33% 20 - 46% Laslett 2005 
   At least 75% relief 26% 19 - 33% Liliang 2009  
 33% 26 – 40% Liliang 2011 
   At least 50% relief 27% 20 - 34% Irwin 2007 
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Comments 

Comments regarding the coverage recommendations may be submitted to coverage@spine.org and will 
be considered in development of future revisions of the work. 
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