
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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David G Greathouse, PhD, PT 
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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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that may not directly relate to the con- 
cepts I have described. Regarding the 
function of the sacrotuberous liga- 
ment, Vleeming and associates have 
recently found that muscles attached 
to these ligaments, such as the gluteus 
maximus muscle and in some individ- 
uals the piriformis muscle and the 
long head of the biceps femoris mus- 
cle, may influence movement in the 
SIJS.',~ Conversely, we may expect that 
impaired function of the SIJs may 
affect those muscles. If you treat 
strains of any of those muscles with- 
out consideration of a primary cause 
at the SIJ, you may only ameliorate 
the effect of the causative factor. This 
fact illustrates my basic premise, 
which is and has been that a subtle, 
frequently unidentified biomechanical 
impairment of the SIJ may have many 
secondary effects, which are then 
identified and treated individually, 
giving the appearance of a multifacto- 
rial etiology, or which may mimic 
degenerated disk disease. 

I believe, based on my observations, 
that the primary dysfunction is a 
movement of the PSISs cephalad and 
laterally on the sacrum, which 
approxin~ates the attachments of the 
posterior ligaments rather than strain- 
ing them. I believe this movement 
stresses and may even tear the ante- 
rior joini. capsule, which contains a 
tridimensional nociceptive receptor 
system and is the source of the pain 
described by 0 ' ~ r i e n . ~  I believe that 
any binding is extra-articular and 
probably occurs with a "bunching up" 
of the interosseus ligaments near the 
PSIS. The increased pressure at that 
point may cause some ischemic pain 
and may tend to open the SIJ, and 
that poirit of binding may become a 
pathological axis of rotation as I have 
described. In my practice, I have 
found that low back pain can be 
immediately relieved in over 80% of 
all caes  by mobilizing the PSISs cau- 
dally and medially on the sacrum 
(unpublished personal observations). 
This finding kds led me to believe 

that ligamentous strain or repeated 
microtrauma is probably not the pri- 
mary cause of pain. 

That the sacrum is suspended from 
the ilia by the dense posterior liga- 
ments and hangs more deeply with 
increased weight loading has been 
noted previously.~' I believe that 
aside from some articular interlock- 
ing, if you were to sever the posterior 
sacroiliac ligaments, the sacrum 
would tend to fall anteriorly and 
downward between the ilia. In my 
view, the superincumbent weight is 
transferred from the sacrum, through 
the posterior ligaments to the ilia and 
thence to the acetabula, not through 
the articular surface of the SIJ. The 
articular surfaces of the SIJs allow, 
control, and guide limited movement. 
Therefore, I think the ilia carry the 
superincumbent weight through the 
posterior ligaments, but do not 
directly bear this weight. Comprehen- 
sion and analysis of normal function 
or dysfunction is not possible without 
a thorough understanding of the 
unique and specialized structure of 
the SIJs. 

My own opinion is that the downward 
force of weight loading through the 
sacrum does not cause a spreading of 
the innominates but rather causes the 
sacrum to ride more deeply between 
the innominates, and it is this weight 
loading that tautens the posterior sa- 
croiliac ligaments. Because the 
sacrum is wider anteriorly as it moves 
anteriorly and downward with weight 
loading, the PSISs move posteriorly 
and approximate on the sacrum. This 
self-locking mechanism, also 
described by  rant? prevents exces- 
sive movement of the sacrum anteri- 
orly and downward between the 
innominate in the event of overload- 
ing. In my opinion, movement poste- 
riorly of the innominates on the 
sacrum is normal and accommodates 
loading. This SIJD is always anterior, 
as I have described, although this con- 
dition may be compromised and give 

the appearance of a posterior SIJD or 
a superior innominate shear. Correc- 
tion of both is with mobilization of 
the PSIS caudally and medially on the 
sacrum. There is no "crack," "snap- 
ple," or "pop" with correction. 

My experience suggests that the com- 
promised anterior STJD will cause a 
low PSIS on standing and apparent 
leg lengthening on moving from a 
supine to a long-sitting position and is 
easily corrected, as I have described. 
If this condition is mobilized without 
measuring the movement of the PSIS 
on the sacrum before and after mobi- 
lization or observing the changes in 
leg length, you may find yourself cor- 
recting only the compromise of the 
original anterior SIJD without correct- 
ing the initial anterior StJD. 

I thank Dr Greathouse and his col- 
leagues for their comments. I hope 
the clarification of structure will pro- 
vide a better understanding of the 
pathomechanics of the SJJs. 

Richard L DonTignj~ 
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