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Background and Purpose. Patients with inflammatory spinal conditions re-
lated to spondyloarthritis are rarely seen by primary care practitioners. However,
patients with a history of inflammatory bowel disease and chronic low back or
buttock pain should be examined carefully for the presence of spondyloarthritis, as
proper management may include referral to a rheumatologist and appropriate med-
ical intervention.

Case Description. A 27-year-old woman with a 6-month history of posterior
buttock pain was referred for physical therapy with a diagnosis of piriformis syn-
drome. During the second physical therapy visit, a nonmechanical source of lum-
bopelvic pain was suspected, and the patient was referred for medical consultation.
The patient underwent evaluation by a rheumatologist and was eventually diagnosed
with spondyloarthritis associated with inflammatory bowel disease.

Outcomes. The patient initiated treatment with anti-tumor necrosis factor med-
ication to address the spondyloarthritis. Medical management resulted in significant
improvement in all outcome measures.

Discussion. Clinical suspicion of spondyloarthritis is raised when specific his-
torical, examination, and imaging findings are present. The posttest probability of
spondyloarthritis is increased with the presence of inflammatory back pain and
specific spondyloarthritic features, such as a positive history of inflammatory bowel
disease, radiographic evidence of sacroiliitis, and improvement with anti-
inflammatory medication. Referral of patients with these findings for a rheumatologi-
cal evaluation is warranted, as these diseases are managed effectively with specific
treatment.
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Patients with low back pain
(LBP), buttock pain, or hip pain
are commonly seen by physical

therapists with signs and symptoms
that may or may not require referral
for further medical evaluation. Al-
though some clinical conditions,
such as a large central herniated
disk,1 exhibit unique historical fea-
tures or movement characteristics
specific to the disorder, a majority of
clinical conditions do not.2 Given
the frequent inability to determine
specific tissue pathology in the diag-
nosis of patients with lumbopelvic
pain,2 multiple authors3–6 have advo-
cated moving away from the identi-
fication of a specific pain generator.
Instead, medical screening, triage,
and classification of patients into
treatment-based categories have
been emphasized during the clinical
examination.7–10 Related to medical
screening and triage is the impor-
tance of differentiating between a
mechanical disorder and a non-
mechanical pathology.

The differential assessment process
is used by physical therapists and
can assist in clinical decision making
and directing evidence-based man-
agement.11 Early emphasis is placed
on detecting “red flags” during the
patient history and the physical ex-
amination to rule out nonmechanical
pathology.9–11 Of particular rele-
vance to the lumbopelvic region is
spondyloarthritis (also known as
“spondyloarthropathy”), which is a
group of progressive, inflammatory
diseases that commonly affect the
sacroiliac joint.10,12–14 The preva-
lence of this disease is low, ranging
from less than 1% to approximately
5% of patients with chronic LBP.14,15

The key clinical feature of spondylo-
arthritis is the presence of inflam-
matory back pain in which early
identification is essential to signifi-
cantly improve prognosis.15–17 None-
theless, diagnosing spondyloarthritis
early is difficult, and radiographic
changes in the sacroiliac joint, con-

sistent with sacroiliitis, may not be
evident until years after onset of
symptoms. If left untreated, inflam-
matory back pain related to spondy-
loarthritis ultimately may progress to
ankylosing spondylitis.15,17

This case report describes the man-
agement of a patient with a diagnosis
of piriformis syndrome who was re-
ferred for physical therapy by a phy-
sician and who eventually was found
to have symptoms that originated
from spondyloarthritis. The case re-
port will describe the patient’s history,
examination, evaluation, referral for
additional testing, subsequent treat-
ment, and prognosis.

Case Description
Patient History
Prior to the initial evaluation, the
27-year-old female graduate student
began physical therapy via direct ac-
cess at a different clinic approxi-
mately 1 month after the onset of
her symptoms. Basic hip stretching
and strengthening exercises were
given at this time. Due to the lack of
progress over the next 4 months, the
patient scheduled an appointment
with a university student health phy-
sician. After receiving a medical di-
agnosis of piriformis syndrome, she
was encouraged to attend physical
therapy at Duke University with the
primary author (R.A.C.) for further
evaluation and consultation. In the
interim, she was instructed to apply
cold packs for pain reduction and
take Advil* as needed.

The patient was seen for physical
therapy 6 months after the onset of
her symptoms. She reported an in-
sidious onset of pain, but was unsure
whether her previous participation
in kickboxing or yoga had contrib-
uted to the complaints. She de-
scribed the primary symptoms as
both a sharp pain and ache in her left

buttock, just superior and lateral to
her ischial tuberosity. She reported
secondary symptoms of episodic
pain down the left posterior thigh
to the knee. The patient reported
having no pain distal to the left
knee. In addition, she reported hav-
ing no weakness, numbness, or tin-
gling (paresthesia) in the bilateral
lower extremities. The primary
symptoms were aggravated most
with transitioning from a sitting po-
sition to a standing position, imme-
diately upon standing, ascending
stairs while leading with the left leg,
pivoting over the left leg, and rolling
in bed. The symptoms improved af-
ter standing for a short time, per-
forming exercise, walking, and Advil
use. No diagnostic imaging was per-
formed for the current condition,
and she reported having no prior his-
tory of similar symptoms. She also
reported having no symptoms in
the low back during this current
episode. Past medical history was
significant for diagnosis of Crohn
disease in 2004 (4 years prior to
this encounter) and a laparoscopic
total abdominal colectomy with end
ileostomy for management of her
gastrointestinal complaints in 2005.
The surgery was a success in address-
ing her complaints related to Crohn
disease. Aside from the above, the
review of systems was noncontribu-
tory for the cardiovascular, pulmo-
nary, gastrointestinal, genitourinary,
and endocrine systems.

The patient completed several out-
come measures to assess her pain
and level of function. She rated her

* Wyeth Pharmaceuticals, Division of Wyeth,
PO Box 8299, Philadelphia, PA 19101.
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current symptoms as a 3/10 on an
11-point numeric pain rating scale
(NPRS), with 0 meaning “no pain”
and 10 meaning “worst pain imagin-
able.” The NPRS has been shown to
be accurate in detecting clinically
meaningful changes in pain.18 The
patient also identified a global func-
tion rating of 70%, with 0% repre-
senting “unable to perform any activ-
ity” and 100% representing “able to
perform all prior activity without
limitation.” This measure is used to
record the patient’s self-reported
function and has been shown to cor-
relate well with established outcome
measures in the knee19 and shoul-
der.20 Although the global function
rating scale is commonly used in the
clinical setting, it has not been spe-
cifically validated in patients with
lumbopelvic pain.

Disability related to her current con-
dition was measured using the
Lower Extremity Functional Scale
(LEFS) and the Oswestry Disability
Index (ODI), as symptoms were
present in the lumbopelvic region
and the lower extremity. Her score
on the LEFS was 49/80, with a best
possible score of 80. Test-retest reli-
ability of the LEFS scores is excellent
(r�.94 [lower limit of the 95% con-
fidence interval (CI)�.89]), and LEFS
scores have demonstrated high cor-
relation to scores on the Medical
Outcomes Study 36-Item Short-Form
Health Survey questionnaire (SF-
36).21 The potential error associated
with a score on the LEFS is �5.3
scale points (90% CI), the minimal
detectable change is 9 scale points
(90% CI), and the minimal clinically
important difference (MCID) is 9
scale points (90% CI).22 The ODI is
a self-report questionnaire designed
to assess an individual’s perceived
disability related to LBP and consists
of physical and social components.
The questionnaire consists of 10
specific functional dimensions: pain
intensity, pain variability, personal
hygiene, lifting, walking, sitting,

standing, sleeping, social activity,
and travel. Higher percentage scores
indicate greater perceived disability
with normal everyday functions.
The ODI has an established reliabil-
ity (intraclass correlation coefficient
[ICC]) of .90 (95% CI�.78–.96) and
an area under the curve (AUC) of .94
(95% CI�.88–.98).23 The MCID has
been established between 6% and
9%.21,23 The patient’s score of 24%
indicated a relatively low level of dis-
ability. Overall, her scores on all out-
come measures represented a mini-
mal to moderate level of pain and
disability.

Physical Examination
On gait assessment, the patient dem-
onstrated decreased weight shift on
the left, decreased hip extension on
the left, and a wide base of support.
Minimal lateral trunk lean toward the
left (compensated Trendelenburg
position) was noted as well. She re-
ported difficulty with putting weight
on her left leg during a single-leg
stance and a feeling of “instability.”
Static postural assessment in stand-
ing was unremarkable, with no ap-
parent frontal-plane shift. On obser-
vation, the cervical and thoracic
spines appeared normal, but a more
thorough examination of these re-
gions was not performed. Lower-
quarter bony landmarks appeared to
be symmetrical in a standing posi-
tion; however, a specific palpatory
examination for symmetry was not
performed, as it has been shown to
have low reliability and does not im-
prove posttest probability.24

No myotome or dermatome neuro-
logical deficits were noted with
strength or sensation (light touch)
testing in the bilateral lower extrem-
ities. Neural provocation testing, in-
cluding the straight leg raise and
slump test, was negative. Upper mo-
tor neuron testing was negative, in-
cluding Hoffmann testing, clonus,
and Babinski testing. During single
and repeated active range of motion

of the lumbar spine in standing, the
patient reported a slight worsening
of her buttock pain with repeated
trunk flexion, and she returned to
her baseline pain level with neutral
standing and repeated trunk exten-
sion. No change in pain location or
intensity consistent with a centraliza-
tion phenomenon was noted, and
there were no changes in movement
to indicate a lumbar directional pref-
erence.5,6 The patient’s concordant
(familiar) left buttock pain was pro-
duced with passive left hip flexion
and passive left hip lateral (external)
rotation. Improvement in concor-
dant pain was reported by the pa-
tient during performance of re-
peated hip extension.

Hip provocation special tests were
negative, and central and unilateral
posterior-to-anterior joint provoca-
tion testing of the lumbar spine did
not produce concordant pain com-
plaints. A standardized cluster of prov-
ocation tests intended to stress the
sacroiliac joint and pelvic region, in-
cluding sacroiliac distraction, thigh
thrust, sacroiliac compression, and
sacral spring testing, were all posi-
tive. These tests have interrater
kappa values ranging from .56 to .88,
indicating moderate to substantial re-
liability.25 Two rigorous studies26,27

examined the value of a composite
of sacroiliac pain provocation tests.
In the absence of centralization,
these tests resulted in sensitivity
values of .91 (95% CI�.62–.98) to
.94 (95% CI�.72–.99), specificity val-
ues of .78 (95% CI�.61–.89) to .87
(95% CI�.68–.96), and a positive
likelihood ratio of 4.29 (95% CI�
2.34–8.58) to 6.97 (95% CI�2.7–
20.27) for detecting pain of sacro-
iliac joint origin when compared
with double-block, diagnostic sacro-
iliac injections.26,27

The active straight leg raise (ASLR)
test was positive for left concordant
buttock pain, with reported diffi-
culty maintaining the raised straight
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leg position.28 This test is performed
with the patient positioned supine
and involves the patient actively rais-
ing one leg at a time approximately
20 cm from the table. During the
maneuver, symptoms and perceived
difficulty with performing the leg
raise are assessed, and a comparison
between symptomatic and asymp-
tomatic sides is made. A second
phase of the test involves the clini-
cian applying compression to the
pelvis and repeating the test to assess
whether symptoms or perceived dif-
ficulty are decreased with the addi-
tion of pelvic compression. In this
case, a trial of manual compression
and compression with a belt did not
elicit a positive reduction in symp-
toms. This test has shown substantial
reliability (ICC�.83)29 and has been
associated with pelvic girdle and sac-
roiliac pain.28–30

Palpation of the superior aspect of
the sacroiliac joint and ligaments re-
vealed significant tenderness to pal-
pation, whereas minimal tenderness
over the piriformis muscle was
present. Pain with palpation over the
long dorsal sacroiliac ligament has
good to excellent (.76–.98) sensitiv-
ity in patients with peripartum pel-
vic pain and has a potential role in
sacroiliac pain.30

Initial Clinical Impression
Given the positive response to the
lumbopelvic and hip mobility assess-
ment, coupled with the findings from
the tests intended to assess pain prov-
ocation and motor control at the pel-
vis and sacroiliac region, a mechanical
lumbopelvic disorder was suspected
at the initial visit.11,26–28,31,32 Although
the patient did report a history of
Crohn disease and chronic symp-
toms, she demonstrated a mechani-
cal directional preference that sug-
gests an underlying mechanical
disorder.5,6,11 Because several visits
often are required for clear assess-
ment of the mechanical behavior of a
patient’s symptoms,33 she was en-

couraged to follow up within a short
amount of time to determine her re-
sponse to the specific mobilization
and exercise.

Initial Physical Therapy
Intervention and Follow-up
Initial intervention included a pas-
sive left-sided lumbopelvic nonthrust
mobilization with the patient in a
right side-lying position into the
movement direction that reduced
her symptoms (directional prefer-
ence).11 The patient reported that
this mobilization seemed to decrease
her concordant symptoms. She also
was instructed on a home exercise
that encouraged a similar movement
of lumbopelvic and hip extension
(Fig. 1) as a follow-up to the mobili-
zation. As mentioned earlier, be-
cause the ASLR test was positive, a
trial of pelvic stabilization with a belt
was performed in the clinic, but was
not well tolerated. Thus, the patient
was instructed to perform the spe-
cific exercise and was asked to re-
turn in 2 days to assess her response
to the intervention.

The patient returned for physical
therapy 2 days later and stated she
had reported to the university stu-
dent health facility in the morning, as
her symptoms had worsened. She in-
dicated she awoke that morning
with severe, deep, throbbing left
buttock pain, and stiffness and was
unaware of a potential cause for the
aggravation. The physician at the stu-
dent health facility recommended
that she attend the physical therapy
appointment for further suggestions.

At the initiation of the visit, she rated
her current pain as a 6/10. Re-
examination revealed a positive
Trendelenburg gait pattern on the
left. The patient’s left-sided buttock
pain was reproduced with left and
right passive hip motion testing into
flexion and rotations, with no limita-
tion in hip mobility. Sacroiliac prov-
ocation testing again was positive for
left buttock pain. Difficulty was re-
ported with performance of the
ASLR and prone hip extension with
the left lower extremity. In an at-
tempt to gain all possible informa-

Figure 1.
Left lumbopelvic extension home exercise.
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tion regarding the change in status,
more specific palpation of pelvic gir-
dle musculature was performed, re-
vealing significant left gluteal muscle
atrophy. Additional palpation identi-
fied continued reports of tenderness
over the left sacroiliac joint, sacrotu-
berous ligament, and long dorsal lig-
ament. Nevertheless, the patient re-
ported that her chief complaint of
severe, deep, throbbing pain in the
morning or during walking was not
reproduced with palpation or me-
chanical stress testing.

Follow-up Clinical Impression
Upon returning for her follow-up
visit, the patient reported a signifi-
cant worsening of her current symp-
toms. However, it was felt that the
patient’s symptoms were inconsis-
tent with the prior mechanical pre-
sentation. She described her pain as
a deep, throbbing pain, whereas ini-
tially it was described as “sharp” or
an “achy” pain. In addition, she re-
ported she had awakened with this
intense pain. Reproduction of this
specific pain complaint was not
achieved with mechanical stress test-
ing or palpation. Significant left glu-
teal muscle atrophy also was noted,

which was interpreted as a sign of
potential chronicity.34,35 Combined
with the patient’s history of inflam-
matory bowel disease, chronicity of
the problem, inconsistent findings
on mechanical examination, and fail-
ure to reproduce her chief com-
plaint, a nonmechanical pathology
was suspected, which required fur-
ther medical attention.9,10

Intervention and Outcome
The physician at the university stu-
dent health facility was notified for
consultation, and the attending phys-
ical therapist recommended that
evaluation of the pelvic region with
diagnostic imaging be undertaken.
Although a magnetic resonance im-
age was requested, due to schedul-
ing limitations, a plain film radio-
graph was scheduled the same day,
and the patient was to follow up
with her physician later in the after-
noon. A plain film radiograph of the
pelvis identified findings consistent
with left-sided sacroiliitis (Fig. 2).
Oral prednisone was prescribed to
the patient that day, and a referral to
a rheumatologist was placed. She
later was diagnosed by a rheumatol-
ogist with spondyloarthritis associ-

ated with inflammatory bowel dis-
ease, and she initiated treatment
with Humira,† an anti-tumor necrosis
factor agent.

Pleased with her improvement, she
continued with physical therapy for
hip and pelvic strengthening. At the
third follow-up physical therapy ses-
sion, 6 weeks after the initial evalu-
ation, she reported improvement on
the ODI to 8% and on the LEFS to
60/80, both surpassing the MCID
boundaries of the 2 measures. In ad-
dition, she rated global function as
90% of her normal function, re-
ported having no pain on the NPRS,
and scored �6 on the Global Rating
of Change (GROC) questionnaire.
The GROC is a standardized ques-
tionnaire using a 15-point Likert
scale, ranging from �7 (“a very great
deal worse”) to �7 (“a very great
deal better”). This scale is commonly
used to indicate global change dur-
ing treatment,36 and the patient’s
score represents substantial
improvement.

Discussion
The incidence of patients seen in a
primary care setting with spondylo-
arthritis is low, yet knowledge of the
signs and symptoms associated with
this condition is essential for practic-
ing physical therapists.14 “Spondylo-
arthritis” is a collective term for a
group of progressive, inflammatory
rheumatic diseases that commonly
affect the axial skeleton, sacroiliac
joint, and entheses.17 Within this
group are diseases such as ankylos-
ing spondylitis, psoriatic arthritis, re-
active arthritis, arthritis associated
with inflammatory bowel disease,
and undifferentiated spondyloarthri-
tis,13,14,17 Palm et al37 reported an
overall prevalence of 20% for spon-
dyloarthritis in patients with inflam-
matory bowel disease, with inflam-
matory back pain noted in 22% of

† Abbott Laboratories, Pharmaceutical Prod-
uct Division, North Chicago, IL 60064.

Figure 2.
Left sacroiliac joint widening and cortical indistinctness consistent with sacroiliitis.
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patients with Crohn disease. Steer
et al38 found that 45% of patients
with Crohn disease and LBP had ev-
idence of sacroiliitis on computed
tomography. Additional studies have
shown the prevalence of sacroiliitis
in this population confirmed on ei-
ther plain film radiograph or com-
puted tomography at 23% to 32%,
although not all patients were re-
ported as symptomatic.39–41

Although the etiology of the various
subgroups of spondyloarthritis dif-
fers, there are common clinical man-
ifestations that may allow for early
recognition and appropriate medical
management to prevent further
structural damage.17 Inflammatory
back pain associated with sacroiliitis
has been shown to be an early clin-
ical symptom and a hallmark of spon-
dyloarthritis.12,17 Characteristics of
inflammatory back pain typically in-
clude insidious onset, onset before
age 40 to 45 years, improvement
with exercise, no improvement with
rest, morning pain or stiffness, and
greater than 3 months’ duration of
pain.42–45 These characteristics of
pain were similar to those of the pa-
tient presented in this case report,
especially after she returned com-
plaining of severe morning pain. In a
recent survey of medical and health
care practitioners, Walker and Wil-
liamson44 found morning pain on
waking to have the highest level of
agreement as an indicator of inflam-
matory back pain. Other moderate
indicators included constant pain,
pain on awakening, and stiffness af-
ter resting.44

Despite the lack of consistent signs
to direct diagnosis of pain of me-
chanical origin in patients with pain
in the lumbopelvic region, clinical
diagnostic information may be
gained with the performance of pain
provocation tests for detecting pain
in the pelvic or sacroiliac re-
gion.26,27,31,32,46 When compared
with double-block, diagnostic sacro-

iliac injection, Laslett et al27 found a
positive likelihood ratio as high as
6.29 when a composite of 5 pain
provocation tests were used to de-
tect sacroiliac pain. A positive likeli-
hood ratio of 4.0 (95% CI�2.13–
8.08) was shown when any 2 of 4
sacroiliac provocation tests were
positive in the absence of centraliza-
tion of symptoms.26 The 4 sacroiliac
joint tests were sacroiliac distrac-
tion, thigh thrust, sacroiliac com-
pression, and sacral thrust. These
tests were performed on the patient
in our case report to implicate the
sacroiliac joint as the pain-generating
region, but a differentiation from an
inflammatory or mechanical pain
source using this cluster was not
quantified by Laslett and colleagues.
Ozgocmen et al46 attempted to deter-
mine the diagnostic accuracy of sac-
roiliac pain provocation tests to dif-
ferentiate patients with early
sacroiliitis confirmed on magnetic
resonance imaging from those with
other disorders and found higher
likelihood ratios (compared with
findings of Laslett et al27) when a
cluster of provocation tests were
used. Further research into the diag-
nostic utility of sacroiliac pain prov-
ocation tests during discrimination
of patients with spondyloarthritis
versus mechanical sacroiliac pain is
needed.

Although it appears that inflamma-
tory back pain exhibits unique char-
acteristics, it is arduous to distin-
guish from mechanical back pain.
No clear agreement among medical
and health care practitioners has
been reached regarding clinical in-
dicators of back pain of an in-
flammatory or mechanical origin.44

A common clinical distinction is
made with the use of repeated move-
ments. In the presence of inflamma-
tion, it is expected that movement
will increase symptoms and that no
movement will improve symptoms.
Symptoms of a mechanical origin,
however, often will respond posi-

tively to repeated movements, espe-
cially if a directional preference is
found.6,11 Although our patient did
not have a clear directional prefer-
ence at initial evaluation, her report
of decreased symptoms after re-
peated exercises and mobilization
into hip extension (unilateral lumbo-
pelvic extension) justified attempts to
treat what appeared to be improving
mechanical symptoms. In light of
these findings, we perceived that ad-
ditional medical follow-up (eg, imag-
ing) was not required, as the signs
and symptoms were not suggestive
of a sinister pathology.9,14,47 A posi-
tive response to conservative care is
one criterion used to differentiate
patients who require imaging or ad-
ditional laboratory tests from those
who do not.14,48 Crohn disease is
judged to be a relative contraindica-
tion to manual treatment,11 but given
the patient’s immediate positive re-
sponse to gentle exercise and man-
ual therapy, no initial association
was made between this disease and
the patient’s current clinical presenta-
tion. However, upon re-examination
on the return visit, an inflammatory
etiology was suspected, and a rapid
referral was made for further medi-
cal investigation. It is undetermined
whether this inflammatory presen-
tation was an exacerbation of her ini-
tial symptoms or a recurrence of prior
episodic, inflammatory symptoms.

One clinical finding noted during
the initial visit may have indicated a
nonmechanical disorder. The patient
demonstrated pain and difficulty
with the ASLR, which is consistent
with altered mobility of the pelvic
joints49 and changes in pelvic-floor
musculature.28 The addition of a
compressive belt has been shown to
be helpful in decreasing pain for 95%
of women with postpartum sacroliac
joint pain,49 and positioning the belt
just caudal to the anterior superior
iliac spines, as was performed with
this patient, results in the greatest
decrease in mobility.50 We are un-
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aware of any evidence to explain in-
creased sacroiliac joint symptoms
with application of a belt; perhaps
in a patient with an inflammatory
source of pain, increased compres-
sion results in increased symptoms.
If this finding is observed in similar
patients, it may prove to be another
useful clinical indicator of a non-
mechanical source of pain.

Although radiographic evidence of
sacroiliitis is a pathognomic finding
in patients with spondyloarthritis,
these changes may not be evident
until several years after the onset of
inflammatory back pain.16,51 Mau et
al51 followed 88 patients with clini-
cal features suggestive of spondylo-
arthritis but with normal sacroiliac
joint radiographs and found increased
evidence of radiographic sacroiliitis
after 5 and 10 years. Radiographic
changes have been questioned as an
early diagnostic criterion, as these
changes represent an inevitable con-
sequence of the disease process and
more closely relate to duration of
symptoms.16 Magnetic resonance im-
aging is a more sensitive modality for
detection of sacroiliac inflamma-
tion,52,53 but costs make this an ex-
pensive screening tool. Clinical sus-
picion of spondyloarthritis based on
the presence of inflammatory back
pain and, in the absence of radio-
graphic findings, should still prompt
further testing.

Several classification criteria have
been proposed to assist in screen-
ing for spondyloarthritis.15,43,54 Her-
mann et al55 assessed the ability of
clinical signs and symptoms to differ-
entiate between patients with LBP
due to a noninflammatory disorder
and those with early spondyloarthri-
tis. They found spontaneous awaken-
ing due to night pain, sacroiliac joint
pain on clinical examination, and the
presence of Calin’s criteria for in-
flammatory back pain (persistent
back pain for longer than 3 months,
age of onset less than 40 years, insid-

ious onset of back pain, relief with
exercise, and morning stiffness)
were associated with the presence
of spondyloarthritis. Decreased cer-
vical spine sagittal movement and
complaints of neck pain were nega-
tively associated with the presence
of spondyloarthritis.55

Rudwaleit et al15 proposed an algo-
rithm for detection of early spondy-
loarthritis. The authors assumed a
5% pretest probability of axial spon-
dyloarthritis in the general popula-
tion with chronic LBP. Resultant
changes in posttest probability were
made with the presence or absence
of specific historical and clinical ex-
amination findings and results from
laboratory tests. The presence of
inflammatory back pain and at least
3 typical spondyloarthritis features
improved the posttest probability
to 90% for axial spondyloarthritis.
Features implicating the presence of
spondyloarthritis included heel pain
(enthesitis), family history of spondy-
loarthritis, Crohn disease, asymmetri-
cal arthritis, positive response to non-
steroidal anti-inflammatory drugs, and
others. Using this algorithm, the pa-
tient presented in this case report met
the diagnostic criteria for spondyloar-
thritis. Her clinical symptoms were
suggestive of inflammatory back pain,
and combined with the history of
inflammatory bowel disease, chronic
symptoms for longer than 6 months,
and unilateral nature, a diagnosis of
spondyloarthritis was probable. Al-
though diagnosing spondyloarthritis is
not the role of physical therapists, key
findings consistent with this nonme-
chanical disorder should result in a
quick referral for further medical
follow-up.9,10

Finally, the medical intervention pro-
vided to this patient proved effective
in improving function and reducing
pain. Although anti-inflammatory
medication and physical therapy
have been an accepted strategy
for the management of spondyloar-

thritis, recent evidence has shown
clinical efficacy with the administra-
tion of specific treatment, such as
tumor necrosis factor-alpha blocking
agents.56 Specifically, these com-
pounds have been advocated for the
management of spondyloarthritis in
patients with Crohn disease.57,58

What may be more compelling is
the potential benefit these agents
may have in younger patients with
a shorter disease duration,59 fur-
ther highlighting the need for early
recognition.

Conclusion
A source of pain in the lumbopelvic
region can be nonmechanical dis-
eases such as spondyloarthritis. Al-
though identification of patients
with inflammatory back pain and
associated spondyloarthritis in the
early stages is difficult, certain histor-
ical features may improve the post-
test probability of accurate diagno-
sis. In this case report, the presence
of nonmechanical back pain, positive
history of Crohn disease, chronic
symptoms for longer than 6 months,
and severe morning pain led to a
referral for radiographic imaging
and follow-up evaluation by a rheu-
matologist. The diagnosis of spondy-
loarthritis associated with inflamma-
tory bowel disease resulted in
initiation of medical treatment with
tumor necrosis factor-alpha blocking
medication and improvement in all
outcome measures.
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