Sacroiliac joint pain sits in an awkward corner of musculoskeletal medicine. It can feel like low back pain, but it is
not always coming from the lumbar spine. It can mimic sciatica, but the nerve itself may not be the primary issue.
It can flare after pregnancy, after a slip on the stairs, after a long car ride, or for no obvious reason at all. Many
patients walk into a pain clinic after months, sometimes years, of being told they have a pulled muscle, a disc

problem, arthritis, or simply "back pain."

That confusion is not surprising. The sacroiliac joints are small but heavily loaded joints where the sacrum meets
the iliac bones of the pelvis. They transfer force between the upper body and the legs all day long. When those
joints become inflamed, unstable, arthritic, or mechanically irritated, the pain can be stubborn and strangely
specific. Patients often point with one finger to the dimple area near the belt line. Some describe a deep ache in

the buttock. Others say sitting is miserable, rolling in bed hurts, and getting out of the car feels like a chore.

A good pain clinic does not treat sacroiliac joint pain as a one-size-fits-all diagnosis. It starts by sorting out
whether the Sl joint is actually the pain generator, how irritable it is, and what has already been tried. From there,
treatment can range from physical rehabilitation and medication support to image-guided injections,

radiofrequency procedures, and in selected cases, referral for surgical stabilization.



Why sacroiliac joint pain is often missed

The Sl joint is not large, but it can produce a broad pain pattern. Pain may stay near the lower back and buttock,
or it may travel into the groin, outer hip, or upper thigh. Rarely, people swear it feels exactly like a lumbar disc
problem. That overlap matters because treatment for Sl joint pain is different from treatment for spinal stenosis, a

herniated disc, hip osteoarthritis, or piriformis irritation.

In day-to-day practice, the most common clue is the story. Someone may say, "l can sit for ten minutes, then |
have to shift off that side." Another patient says, "Walking is okay for a while, but standing still in one place is
brutal." A new mother may notice pain after pregnancy that never really settled down. A person with a prior
lumbar fusion may develop pain lower down near the pelvis months later because the mechanics of load transfer
have changed.

The physical exam can help, but it is not a perfect shortcut. There are several provocation maneuvers that stress
the Sl joint, and when multiple tests reproduce the usual pain, suspicion rises. Still, experienced clinicians know
better than to rely on one test alone. Imaging has limits too. X-rays may show degenerative changes that are not
actually painful. MRI may be useful in certain inflammatory conditions, but in ordinary mechanical SI joint pain,

imaging findings do not always match symptoms.

That is why diagnostic judgment matters. In many cases, the most useful confirmation comes from a carefully
placed image-guided injection of local anesthetic into the joint. When a patient reports meaningful temporary

pain relief after the anesthetic phase, it strongly supports the Sl joint as a major pain source.

Who tends to develop this problem

Sacroiliac joint pain shows up in several recurring patterns. Pregnancy and the postpartum period are common
contexts because ligamentous laxity and altered gait can stress the pelvis. Prior lumbar surgery, especially fusion,
also raises the odds because forces shift to adjacent structures. Falls onto the buttock, twisting injuries, uneven

leg mechanics, inflammatory arthritis, and years of repetitive load can all contribute.

| have also seen it in people who are active but asymmetrical. Golfers, runners, warehouse workers, and people
who spend hours driving often develop pain after a period of overuse layered on top of a subtle imbalance.

Sometimes the problem is not dramatic trauma. It is a long accumulation of small mechanical insults.

Age matters, but not in a simple way. Younger patients may deal more with hypermobility or postpartum
instability. Older patients may have more wear-related arthritis of the joint. The treatment conversation is

different in each group, even if the pain location sounds similar.

What a pain clinic evaluates before choosing treatment

The first visit is usually less about jumping into a procedure and more about pattern recognition. A thoughtful
pain clinic will ask where the pain starts, where it travels, what positions aggravate it, whether there was an
inciting event, and which treatments have already failed. Past lumbar imaging, hip pathology, inflammatory

conditions, and previous injections all matter.

Several practical questions often sharpen the picture. Does the pain worsen when climbing stairs? Is it hard to put
on shoes while standing on one leg? Does turning over in bed trigger a sharp catch? Is there morning stiffness
that eases with movement, suggesting an inflammatory component, or is it more activity-related and

mechanical?



A skilled exam usually includes the lumbar spine, hips, gait, neurologic screening, and Sl joint provocation testing.
This broader exam prevents tunnel vision. It is surprisingly common for a patient to have overlapping issues, such
as mild lumbar facet pain plus Sl joint irritation, or SI pain on top of hip impingement. When that happens,
treatment sequencing becomes important. The goal is not simply to label everything, but to identify what is

driving the current disability.

Conservative care still matters, even in a procedure-based practice

Patients sometimes assume that a pain clinic means injections first and questions later. In a well-run setting, that
is not how it works. Conservative care remains foundational because the Sl joint is heavily influenced by

movement, stability, and surrounding muscle function.

Physical therapy is often the backbone of treatment. The best therapy for Sl joint pain is rarely a generic low back
routine. It tends to focus on lumbopelvic stability, gluteal strength, hip mobility, trunk control, and movement
retraining. For some patients, manual therapy helps early on by reducing protective spasm and improving pelvic
mechanics. For others, especially those with hypermobility, too much aggressive mobilization can backfire. That is

one of the places where nuance matters.

A pelvic belt can be surprisingly helpful in selected patients, especially postpartum women or those with clear
instability symptoms. It is not glamorous, and it is not a cure, but as a short-term support it can reduce shear at
the joint enough to let rehab progress. Activity modification also plays a role. That may mean avoiding prolonged

asymmetric standing, adjusting the car seat, changing lifting mechanics, or breaking up long periods of sitting.

Medication has a supporting role rather than a starring one. Nonsteroidal anti-inflammatory drugs may calm a
flare if the patient can take them safely. Topical agents sometimes help when oral medications are poorly
tolerated. Muscle relaxants can occasionally reduce secondary spasm, but they are rarely a durable answer.
Opioids tend to offer less value than many patients hope, especially for chronic Sl joint pain, and they introduce

obvious trade-offs.

When injections become useful

Image-guided Sl joint injections are one of the most common interventional treatments offered in a pain clinic
for this condition. They are useful in two distinct ways. First, they can clarify Pain clinic diagnosis. Second, they

can provide therapeutic relief by reducing inflammation inside or around the joint.

Technique matters. A blind injection based on surface landmarks is simply not reliable enough for this joint.
Fluoroscopy or CT guidance improves accuracy. Under imaging, contrast is used to confirm placement, then a
small amount of local anesthetic, often paired with corticosteroid, is delivered. Patients are typically asked to
track pain relief over the next several hours and days because the immediate numbness phase and the delayed

steroid phase provide different information.

The response pattern tells a story. If a patient experiences strong but short-lived relief right after the anesthetic,
that supports the diagnosis. If pain then improves more gradually over several days and stays better for weeks or
months, the steroid likely helped therapeutically. Some patients get excellent benefit from one injection and can
reengage in therapy. Others get only partial relief or very short duration. That does not always mean the injection
failed. It may mean the joint is one piece of a larger problem, or that the pain is being driven more by instability
than inflammation.

Expectations matter here. A steroid injection is not joint reconstruction. It does not tighten ligaments or

permanently reverse arthritis. It is better viewed as a window of opportunity, pain relief that makes it possible to


https://en.wikipedia.org/wiki/?search=Pain%20clinic

restore movement, sleep, and function while addressing the mechanics that keep the problem alive.

What radiofrequency treatment can and cannot do

When Sl joint injections confirm the diagnosis but provide only temporary benefit, radiofrequency ablation may
enter the discussion. This treatment targets the small sensory nerves that carry pain signals from the SI region.
Different techniques exist, including conventional, cooled, and bipolar approaches, and the exact anatomy is

more variable than many patients realize.

In plain terms, radiofrequency treatment aims to reduce pain transmission rather than heal the joint itself. For the
right patient, that distinction is perfectly acceptable. If the pain drops enough to allow normal walking, exercise,

and sleep, function improves even though the joint has not been structurally changed.

Results vary. Some patients get six months of meaningful relief, some do better for longer, and some get little
benefit despite a good diagnostic injection history. That variability is one reason experienced clinicians set careful
expectations. The procedure tends to help best when the pain pattern is consistent, the diagnosis has been

reasonably confirmed, and other mimics have been ruled out.

There are also practical points worth discussing. Relief is not always immediate. Post-procedure soreness can last
days to a couple of weeks. If a patient has significant pelvic instability rather than primarily nociceptive joint pain,
nerve ablation may blunt symptoms without solving the load-transfer issue. That is not necessarily a reason to

avoid it, but it should shape the plan.

Regenerative options and why the evidence discussion should stay
honest

Some pain clinics offer platelet-rich plasma or other orthobiologic injections for SI joint pain, usually aimed at
patients with suspected ligamentous laxity or those who want to avoid repeated steroids. The rationale is
understandable. If part of the problem is abnormal joint support or chronic soft tissue irritation, biologic

treatments may appeal more than anti-inflammatory suppression alone.

The challenge is evidence quality and consistency. While some patients report benefit, protocols vary, insurance
coverage interventional pain clinic is limited, and the published data remain less robust than many marketing
pages imply. Honest clinics explain that gap clearly. They do not present regenerative care as guaranteed or
universally superior. In carefully selected patients who understand the uncertainty, it can be a reasonable option.

It just should not be oversold.

When surgery enters the picture

Most people with Sl joint pain do not need surgery. Still, minimally invasive Sl joint fusion has become more
common for carefully selected patients with persistent, confirmed Sl-mediated pain that has not improved with

well-executed conservative and interventional care.

Selection is everything. Surgery makes more sense when there is a clear diagnostic pattern, repeated
confirmatory responses to injection, significant ongoing functional impairment, and failure of less invasive
options. It is not simply about pain intensity. A person who cannot sit through a workday, repeatedly stops
exercise, and has exhausted targeted treatment is very different from someone with intermittent discomfort a few

times a month.
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A responsible pain clinic does not rush patients to surgery, but it also should not pretend surgery is never
appropriate. | have seen patients who spent years cycling through temporary measures when their history
strongly suggested they had moved beyond what injections alone could reasonably accomplish. Referral at the

right time is part of good pain care.

The treatments a pain clinic may combine

The most effective plans usually blend several tools rather than relying on a single intervention. Common

combinations include:

1. Targeted physical therapy with a diagnostic or therapeutic Sl injection

2. Short-term medication support during a flare while rebuilding strength and tolerance
3. Repeat image-guided injection for patients who previously had durable benefit

4. Radiofrequency treatment when injections help but do not last

5. Surgical referral when pain remains disabling despite appropriate nonoperative care

That sequence is not a rigid ladder. A postpartum patient with obvious pelvic instability may need a different first
step than an older adult with degenerative S| arthritis. A patient with inflammatory sacroiliitis needs a
rheumatologic lens, not just a procedure. The clinic earns trust by adjusting the plan to the person, not the other

way around.

What patients often notice after treatment

The most meaningful changes are usually practical. People sleep longer before waking with pain. They sit through
dinner without constantly shifting. They can drive without bracing every time they move from the gas pedal to
the brake. They stop avoiding stairs. Those are not small gains. They are the day-to-day markers of function

returning.

Pain scores alone can be misleading. A patient may still rate pain at a four out of ten but tell you they have
resumed walking two miles and no longer dread getting dressed. That is a better outcome than a temporary drop
to zero followed by another crash. In Sl joint care, durability and function usually matter more than dramatic but
brief relief.

It is also common for progress to come in layers. An injection may reduce the inflammatory edge, then therapy
helps rebuild control, then activity tolerance expands. Patients sometimes feel disappointed if one treatment
does not erase everything. The better framing is whether each step is moving the condition toward a more stable

baseline.

Red flags and diagnostic detours that should not be ignored

Not every patient with pain near the Sl area actually has Sl joint pain. Persistent fever, unexplained weight loss,
night sweats, cancer history, recent infection, or severe unrelenting night pain demand a different level of
evaluation. True neurologic weakness, bowel or bladder changes, or rapidly progressive symptoms raise concern

for spinal causes that need urgent attention.

Even in more routine cases, some detours are common. Hip joint pathology can refer pain to the groin and
buttock. Lumbar radiculopathy can send pain below the knee or create numbness and weakness. Cluneal nerve

entrapment, trochanteric pain syndrome, and piriformis-related pain can complicate the picture. Good clinicians



stay open to those possibilities, especially when an Sl-directed treatment produces an incomplete or puzzling

response.

How to know whether your current plan makes sense

Patients do not need to become anatomy experts, but they should understand the logic of their treatment. A

sensible plan usually answers a few basic questions clearly:

1. Why the Sl joint is suspected rather than assumed

2. What the next treatment is expected to do, diagnose, reduce inflammation, calm pain signals, or improve

mechanics
3. How success will be measured, pain relief, walking tolerance, sleep, sitting time, or return to work
4. What the fallback plan is if the current step helps only partly

5. Whether any overlapping diagnosis still needs attention

If those answers are vague, the plan may be vague too. In a solid pain clinic, the reasoning is usually

straightforward, even when the condition itself is not.

A realistic view of recovery

Recovery from sacroiliac joint pain is often uneven. Patients have a better week, then overdo it and flare. They
start to think the problem is back to square one, when in fact the overall trend is still improving. That pattern is

common, especially in conditions tied to mechanics and repetitive load.

The clinics that get the best long-term outcomes tend to emphasize pacing and follow-through. Relief from an
injection or procedure should not be treated like a free pass to resume every aggravating activity at full speed.
Tissues that have been irritated for months do not instantly tolerate normal load just because the pain is quieter.

The recovery sweet spot is usually gradual reloading with enough symptom control to keep moving.

For many people, the end goal is not a lifetime free of any pelvic discomfort. It is a life in which the joint no
longer dominates daily decisions. They can work, sleep, travel, exercise, care for children, and get through
ordinary tasks without constantly negotiating with pain. That is a meaningful win, and it is often achievable when

diagnosis is careful and treatment is chosen with some judgment rather than haste.

A good pain clinic brings that judgment to the table. It does not promise miracles. It sorts out the source, uses
procedures when they fit, respects the role of rehabilitation, and knows when to refer onward. Sacroiliac joint
pain can be frustrating, but it is not untouchable. With the right evaluation and a tailored plan, many patients get

back far more function than they expected.
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FAQ About pain clinic

Do | need a referral to go to the pain clinic in Denver?

Denver Pain Management Clinic accepts referrals. Contact the clinic and your insurance plan before booking to

confirm whether a referral is required for your visit.

Do pain management clinics give pain meds?

Some pain clinics include medication management as part of an individualized plan. At Denver Pain Management

Clinic, a clinician reviews your medical and treatment history and discusses options after an evaluation.

What medication is used for chronic pain?

Medication choices depend on the cause of the pain, your health history, and any medicines you already take. A
clinician can discuss the benefits and risks of medication and whether other approaches, such as physical therapy,

may be appropriate.



