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Severe Back Pain in a 56-year-old Woman
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A 56-year-old woman with a long history of dermatomyosi-
tis (DM), diabetes mellitus, and osteoporosis presented with
severe low back pain. She had had severe pain in the tail-
bone area, across the back, for about 2 weeks. There was no
history of trauma. The pain reached a peak in 1–2 days and
was constant, but got worse on standing or walking. Her DM
had been treated with daily oral steroids for over 2 years,
and intravenous immunoglobulin therapy every 2 months,
which controlled her disease well. Her diabetes was also
well controlled. She was taking daily calcium and vitamin
D, and weekly oral alendronate for osteoporosis. On exami-
nation she had significant tenderness over the sacral area,
but no visible swelling or any sign of inflammation. Range
of motion of the lumbar spine was normal, and there was no
clinical evidence of lumbar radiculopathy. Laboratory stud-
ies were all normal. Conventional radiography of lumbar
spine and pelvis only showed mild narrowing of the hip
joints, suggestive of early osteoarthritis. Magnetic reso-
nance imaging (MRI) of the pelvis revealed infiltration of
the bone marrow in the sacral alae, more prominent on the
left side [in the coronal plane, on both T1-weighted images
(Figure 1A) and T2-weighted images with fat suppression
(Figure 1B)]. On T2-weighted images in the axial plane
(Figure 1C) there was evidence of a discrete fracture on the
left side. Findings were consistent with bilateral sacral
insufficiency fractures1.
Studies suggest that teriparatide is superior to placebo,

hormone replacement therapy, or alendronate in alleviating
back pain in vertebral compression fractures2. Based on
these studies she was started on teriparatide 20 µg subcuta-
neous injections daily. Alendronate was discontinued and

she was advised to avoid weight-bearing activity2. Her pain
improved significantly within 7–10 days, and she was able
to stand and walk again.
First described in 19823, sacral insufficiency fractures

are often bilateral and occur mostly in the sacral alae paral-
lel to the sacroiliac joints4. These fractures result from axial
stresses transmitted from the spine to the sacral alae with
inadequate elastic resistance. Although not rare, they are
often not considered in the differential diagnosis of persist-
ent low back pain. Pain usually starts insidiously, often with
no history of trauma, and tends to be aggravated by weight-
bearing. Rest, especially in a supine position, usually
relieves the pain. Conventional radiography often fails to
detect these fractures, but MRI may provide early and spe-
cific findings, although the fracture line itself may be rather
subtle. Computed tomography scan may also be helpful in
this clinical setting. Postmenopausal osteoporosis, corticos-
teroid use, and prior radiation therapy are known predispos-
ing factors. Morbidity can be significant, and a high index
of suspicion is necessary to establish the diagnosis.
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723Chatterjee and Schils: Sacral insufficiency fractures

Figure 1. A. Coronal T1-weighted image of the sacrum showing nonspecific loss of normal fatty signal intensi-
ty on the left side of the sacrum (arrow). B. Coronal T2-weighted image of the sacrum with fat suppression, same
plane as panel A, shows high signal intensity in the same area of the sacrum (arrow), but similar finding on the
right side as well, consistent with edema. C. Axial T2-weighted image of the sacrum showing linear area of low
signal intensity (arrow) on the left edematous reaction of the sacrum, consistent with a discrete fracture.
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