
74 Kendall HO, Kendall FP, Boynton DA: Pos- 
ture and Pain. Baltimore, MD, Williams & Wil- 
kins, 1952 
75 Hines TF: Posture. In Licht S, Johnson EW 
(eds): Therapeutic Exercise, ed 2. New Haven, 
CT, Elizabeth Licht, Publisher, 1965, pp 486- 
506 
76 DonTigny RL: Evaluation, manipulation, 
and management of anterior +sFunction of 
the sacroiliac joint. DO 14:215-226. 1973 
77 DeLorme Tl.: Exercise. In Bierman W, Licht 
S (eds): Physical Medicine in General Practice, 
ed 2. New York, NY, Paul 13 Hoeber Inc, 1952, 
pp 385-447 
78 Cailliet R: Low Back Pain Syndron~e, ed 2. 
Philadelphia, PA, F A  Davis Co, 1968 
79 Thorstensson A, Nilsson J, Carlson H, et al: 
Trunk movements in human locomotion. Acra 
Physiol Scand 121:'+22, 1984 
80 Liberson W: Accelerometer Studies of 
Normal Gait. Presented at the American Con- 
gress of Physical Medicine Conference. San 
Francisco, CA, August 27-September 1, 1966 
81 Pierrynowski MR, Schroeder BC, Garrity 
CB, et al: Three-dimensional sacroiliac motion 
during locomotion in asymptonlatic male and 
female subjects. Presented at the Fifth Confer- 
ence of the Canadian Society of I3iomechanics, 
Ottawa, Ontario, Canada, August 1988 
82 Kazarian 1.E: Creep characteristics of the 
human spinal column. Orthop Clin North Am 
6:3-18, 1975 
83 Wilder DG: On loading of the human lum- 
bar intervertebral motion segment. Disserta- 
tion Abstracts International 46(I3):4328, 1986 
84 Potter NA, Kothstein JM: lntertester reliabil- 
ity for selected clinical tests of the sacroiliac 
joint. Phys Ther 65:1671-1675, 1985 
85 Dihlman W: Diagnostic Radiology of the 
Sacroiliac Joints (translated from German by 
L S Michaelis). Chicago, IL, Year Book Medical 
Publishers Inc, 1980, p 3 

Commentary - 

86 Stoddard A: The Osteopathic Spinal Lesion. 
Chicago, IL, Year Book Medical Publishers Inc, 
1959, pp 107-111 
87 Roland MR, Morris RM: A study of the natu- 
ral history of low back pain. Spine 8:145-150, 
1983 
88 Grieve GP: Common Vertebral Joint Prob- 
lems. New York, NY, Churchill Livingstone Inc, 
1981 
89 McConnell CP, Teall CC: The Practice of 
Osteopathy, ed 3. Kirksville, MO, Journal Print- 
ing Co, 1906 
90 Davis P, Lentle BC: Evidence for sacroiliac 
disease as a common cause of low backache in 
women. Lancet 2:496-497, 1978 
91 Sheffield FJ: Electromyographic study of 
the abdominal muscles in walking and other 
movements. Am J Phys Med 41:142-147, 1962 
92 Walker ML, Rothstein JM, Finucane SD, et 
al: Relationships berween lumbar lordosis, pel- 
vic tilt, and abdominal muscle performance. 
Phys Ther 67:512-516, 1987 
93 Cibulka MT, Delitto A, Koldehoff RM: 
Changes in innominate tilt after manipulation 
of the sacroiliac joint in patients with low back 
pain: An experimental study. Phys Ther 
68:1359-1363, 1988 
94 Cibulka MT, Rose SJ, Delitto A, er a\: Ham- 
string muscle strain treated by mobilizing the 
sacroiliac joint. Phys Ther 66:122C-3223, 1986 
95 Bohannon KW, Gajdosik R, LeVeau BF: 
Contribution of pelvic and lower limb motion 
to increases in the angle of passive straight leg 
raising. Phys Ther 65:474-476, 1985 
96 Hiltz DL: The sacroiliac joint as a source of 
sciatica: A case report. Phys Ther 56:1373, 1976 
97 Ducroquet R, Ducroquet J, Ducroquet P: 
Walking and Limping: A Study of Normal and 
Pathological Walking. Philadelphia, PA. J B Lip- 
pincott Co, 1368 
98 Bogduk N: A reappraisal of the anatomy of 
the human erector spinae. J Anat 131 525-540, 
1980 

99 McGill SM: A biomechanical perspective of 
sacro-iliac pain. Clin Biomech 2:145-151, 1987 
100 Miller DJ: Comparison of electromyo- 
graphic activity in the lumbar paraspinal mus- 
cles of subjects with and without chronic low 
back pain. Phys Ther 65:1347-1354, 1985 
101 Norman GF: Sacroiliac disease and its 
relationship to lower abdominal pain. Am J 
Surg 116:54-56, 1968 
102 Wilson JC Jr: Low back pain and sciatica: 
A plea for better care of the patient. JAMA 
200:705712, 1967 
103 Grieve GP: The sacro-iliac joint. Physio- 
therapy 62384, 1976 
104 Calguneri M, Bird HA, Wright V: Changes 
in joint laxity occurring during pregnancy. Ann 
Rheum Dis 41:12&128, 1982 
105 Colachis SC, Worden RE, Bechtol CO, et 
al: Movement of the sacroiliac joint in the 
adult male: A preliminary report. Arch Phys 
Med Rehabil 4 4 : 4 W 9 8 ,  1963 
106 Norman GF, May A: Sacroiliac condirions 
simulat~ng intervertebral disk syndrome. West- 
ern Journal of Surgery, Obstetrics and Gyne- 
cology 64:641-462, 1956 
107 Ray CE: Percutaneous Radio-frequency 
Facet Nerve Blocks: Treatment of the Mechani- 
cal Low-Back Syndrome. Burlington, MA, Radi- 
onics, 1982 
108 Ongley MJ, Hein RG, Dorman TA, et al: A 
new approach to [he treatment of chronic low 
back pain. Lancet, July 18, 1987, pp 145-146 
109 Paris SV: Spinal Manipulative Therapy in 
Clinical Orthopaedics and Related Research. 
Philadelphia, PA, J B Lippincotr Co, 1981, 
PP 55-61 
110 Harrison J, quoted in Cox JM: Low Back 
Pain: Mechanism, Diagnosis and Trearment, ed 
4. Baltimore, MD, Williams & Wilkins, 1985, 
P 3 
111 Bragard K, quoted in Dihlman W: D iq -  
nostic Radiology of the Sacroiliac Joinrs (trans- 
lated from German by L S Michaelis). Chicago, 
IL, Year Book Medical Publishers Inc, 1980, 
P 93 

The "Old Coot Syndrome" is a phrase 
appearing in the July 1979 issue of 
Mzlitay Medicine. The term means 
that, throughout history, the major 
resistance to medical progress has 
been the pressures of medical author- 
ity; we quickly learn to cram our clini- 
cal experiences into sanctioned 
molds. Now that the physical therapy 
profession has evolved into a pillar of 
the medical community, we are even 

more at risk for the Old Coot Syn- 
drome. DonTigny presents an intrigu- 
ing hypothesis that conflicts with our 
own clinical observations. Because of 
this discrepancy, we believe his article 
deserves to be read carefully, lest we 
pass a mirror and see old coots look- 
ing back. 

The author hypothesizes that idio- 
pathic low back pain syndrome 

(ILBPS) stems from a unifactorial, bio- 
mechanical lesion: anterior dysfunc- 
tion of the sacroiliac joint (SIJ). He 
states, "If each affected structure is 
examined individually without consid- 
eration of the basic lesion, it may give 
the appearance of a multifactorial eti- 
ology." His article contains several 
areas of controversy that must be 
addressed. 
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The first controversial area concerns 
ILBPS as an omnipresent given. Don- 
Tigny seems to imply that, because 
Nachemson found no objective cause 
for low back pain in 80% of his 
patients, physical therapists are over- 
looking the cause in 80% of their 
back evaluations. We agree that radi- 
ography is primarily useful as a 
screening tool and seldom helpful 
beyond that when evaluating muscu- 
loskeletal conditions. We agree that 
most back pain is mechanical in 
nature, that the medical model of 
cause and effect applies, and that a 
diagnosis of ILBPS is about as accept- 
able as a diagnosis of idiopathic sore 
throat. Likewise, we believe that many 
nondiskogenic sources are frequently 
ignored. However, we do not agree 
that 80% of our patients with low 
back pain lie outside the classic sub- 
jective and objective examination pat- 
terns for facet, diskogenic, foraminal, 
ligamentous-capsular, contractile, or 
inflammatory etiologies. Furthermore, 
we do not agree that the clinical pre- 
sentation of 80% of patients with low 
back pain is consistent with anterior 
dysfunction of the iliosacral joint. A 
very common finding for our patients 
with a nonspecific history of low back 
pain is an unremarkable sacroiliac 
evaluation but hypomobility of L4-5 
and L5-S1 in passive movement test- 
ing and reproduction of symptoms 
with posteroanterior pressures on the 
spinous process of L5 or over an L5- 
S1 facet. 

A fundamental concern we have 
about DonTigny's article is his pre- 
sentation of the anatomy and biome- 
chanics of the SIJ. A number of the 
extrinsic stabilizers of the SIJ have 
been omitted from consideration. We 
believe that one cannot ignore the 
contribution of muscle attachments 
affecting the SIJ either through direct 
attachment to the pelvis or indirectly 
through the lumbar dorsal fascia. 
Mitchell describes the importance of 
muscle attachments from the spine, 
abdomen, hip, pelvis, and thigh to 
the stability of the SIJ.1 The abdomi- 
nal muscles are only mentioned in 
terms of the passive-straight- 
leg-raising test, and the pelvic floor 
musculature and gluteal muscles are 

not mentioned for their role as 
extrinsic pelvic stabilizers. 

DonTigny's discussion of the ligamen- 
tous support is sketchy. He mentions 
sacrotuberous and sacrospinous liga- 
ments in one open-chain situation 
with limited consideration to the bio- 
mechanics that occur in a closed- 
chain situation. His treatment of the 
supportive structures of the SIJ would 
lead one to believe that the ligaments 
exist to limit posterior rotation of the 
ilium on the sacrum. Approaching this 
topic more globally, it is apparent that 
because the ligaments supporting the 
SIJ are aligned in multiple directions, 
they exist to limit anterior rotation as 
well. Surprisingly, DonTigny argues 
that because ILBPS cases usually 
resolve within six weeks and because 
ligaments take longer than six weeks 
to fully heal, "most painful episodes 
of low back pain do not appear to 
involve ligamentous injuries." Consid- 
ering the number of ankle inversion 
sprains that are nonpainful within six 
weeks, this conclusion is not sound. 

The author cites Rowe's report that 
65% of industrial workers could not 
associate any unusual incident with 
their back pain onset. DonTigny fur- 
thermore states that "the characteristic 
common to both the sudden and the 
insidious onset of ILBPS may be as 
simple as an anterior shift of the line 
of gravity over the acetabula while 
leaning forward to perform some 
task." He proposes that this is a major 
mechanism responsible for an ante- 
rior dysfunction of the SIJ. It seems as 
likely that strain of any spinal soft tis- 
sue structure susceptible to repeated 
microtrauma could be the cause of 
pain. 

The author describes the sacrum as 

suspended from the ilia by the dense 
posterior sacroiliac ligaments and func- 
tions as the reverse of a keystone. . . . 
Because the sacrum is suspended and 
thus carried by the ilia, the SIJs are 
inherently non-weight-bearing joints. 

Kapandji emphasizes the importance 
of the long lever arm of the syrnphy- 
sis pubis and the relationship of the 

posterior sacroiliac ligaments in creat- 
ing a "self-locking mechanism."2 
Kapandji furthermore asserts that the 
downward force of weight bearing 
through the sacrum causes a spread- 
ing of the innominates, which tightens 
the posterior sacroiliac ligaments. The 
sacrum then acts as the fulcrum in a 
lever system that would spread the 
symphysis pubis. The result is that the 
innominates clamp down on the 
sacrum and lock it into place. If the 
SIJs are non-weight bearing, why 
would we require a self-locking 
mechanism and how would the 
superincumbent weight get from the 
sacrum to the acetabula? 

Some of us remember those old days 
when a physical therapist would 
mobilize the patient's SIJ while the 
physician was palpating it. That physi- 
cian could still deny movement 
despite feeling it and hearing the 
characteristic SIJ "clunk." It was 
endemic Old Coot Syndrome. How- 
ever, sometimes we forget that move- 
ment in the SIJ is age-related and err 
in the other direction. Macnab states 

Over the age of 45-the backache 
years-in 30 percent of the population, 
the anterior capsule o f  the sacroiliac 
joint is ossified and, in these patients at 
least, the sacroiliac joints may be exon- 
erated from the blame of backache.3 

Although we can all recall exceptions 
to this statement, SIJ pain in older 
patients tends to act less like a posi- 
tional fault and more like an inflam- 
matory condition. 

DonTigny reports that anterior dys- 
function is the most common SIJ dys- 
function. In fact, he states that 

because the innominates normally 
move posteriorly on the sacrum against 
the strong posterior ligaments and 
excessive motion posteriorly is effec- 
tively blocked, . . . it is unlikely that a 
posterior dysfunction of  the STJs exists. 

Perhaps we are using terminology 
differently. Suppose we operationally 
define posterior dysfunction of the 
innominate as follows: A dysfunction 
of the innominate characterized by a 
relative posterior position with a low 
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posterior superior iliac spine on 
standing, apparent leg lengthening 
upon assuming a long-sitting position 
from a supine position, and a favor- 
able response to mobilization or mus- 
cle energy techniques directed toward 
an anterior and inferior position of 
that innominate. Then posterior dys- 
function is the innominate dysfunc- 
tion we have seen most frequently in 
the clinic. We have certainly seen 
anterior dysfunction, but less often. 
When posterior dysfunction of the 
innominate is presented clinically, it is 
frequently associated with activities 
such as sprinting, skiing, and golfing 
or with "catching" the foot of the pos- 
terior leg during hurried gait. Con- 
cerning iliosacral rotations, Woerman 
writes 

By far the most common of these dys- 
functional rotations is the left posterior 
innominate and the next most com- 
mon is the right anterior innominate.4 

We appreciate the way DonTigny rein- 
forces the interdependence of the 
lumbar-pelvic-hip neighbors--the "no 
vertebra is an island" sentiment as 
expressed previously in the literature. 
He adds new insight with his hypoth- 
esis concerning degenerative changes 
of the femoral head and the disk with 
his suggestion that loss of SIJ acces- 
sory motion from positional faults 
changes input loading and shear 
forces, respectively. We also heartily 
endorse DonTigny's comments on 
psychogenic low back pain. Perhaps 
the frequency of the diagnosis of 
"supratentorial low back pain" should 
be used as an objective measure of 
our own ineptitude. 

Although we disagree with the pri- 
mary hypothesis presented in this arti- 
cle, we found it to be thought- 
provolung and worthy of discussion. 
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I am grateful for the comments of Dr 
Greathouse and his associates. Any 
attempt such as mine to alter long- 
standing concepts should indeed be 
scrutinized closely, as we should all 
endeavor to rigorously reevaluate our 
present position in the light of new 
evidence. The inertia of tradition per- 
petuates old concepts, which must be 
reamrmed, modified, or abandoned 
so that new information may be used 
and interpreted properly. I freely 
admit that some of these areas of con- 
tention may have been precipitated by 
my own inability to adequately 
describe these new concepts, and for 

that, I apologize. I welcome this 
opportunity to clarify some of the 
aspects of these concepts that are of 
concern. 

I expect few practitioners to agree 
that the clinical presentation of 80% 
of patients with low back pain is con- 
sistent with anterior sacroiliac joint 
dysfunction (SIJD), but this is what I 
think I have found while observing 
changes in apparent leg length in 
over 6,000 cases (unpublished per- 
sonal observations). I have noted a 
relationship between these changes 
and measurements of the movement 

of the posterior superior iliac spines 
(PSISs) on the sacrum before and 
after mobilization. This is a very sub- 
tle, commonly overlooked condition, 
and if you are unwilling or unable to 
evaluate this dysfunction in the man- 
ner I have described, you are unlikely 
to identify it. 

Regarding the omission of a number 
of the extrinsic stabilizers of the sac- 
roiliac joint (SIJ), in part because of 
space constraints, I chose to describe 
some of the important, but less well 
understood, aspects of structure and 
function rather than review aspects 
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