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OBJECTIVE

DISCUSSION

To investigate the feasibility of US-guided 
needle placement along the lateral sacral crest 

for SIJ diagnostic block/RFA.

Figure 3. Ultrasound-guided needle placement along the lateral sacral crest, posterior views. 
A and B. 100% of nerves captured. C. 91% of nerves captured. D. Needle 1 at L5/S1 facet joint.
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• The findings of this study suggest that US-guided 
needle placement along the lateral sacral crest:

• Is feasible and consistent

• Could capture the majority of nerves innervating 
the posterior aspect of the SIJ complex

• Eliminates exposure to radiation from fluoroscopy

• Could make SIJ RFA an office procedure

• Further research to evaluate the clinical outcomes of 
this technique is in progress

Fluoroscopically guided 
lateral branch radiofrequency ablation (RFA) 

for sacro-iliac joint (SIJ) complex pain

Posterior sacral foramina are difficult to identify1

Limited success2

Ultrasound (US) guided 
diagnostic block and RFA technique has been proposed: 

PSN lateral crest technique3 (Figure 1)

US: good landmark visualization, 
no exposure to radiation4

Feasibility of this technique has not been investigated 

METHODS
n=10 fresh cadaveric specimens (5M/5F)

US-Guided Needle Placement
• 3 needles were placed bilaterally along the lateral sacral 

crest from 1st to 3rd transverse sacral tubercles (TSTs)

Dissection

Digitization
(MicroScribe™ MLX Digitizer)

3D Modelling
(Autodesk® Maya® 2016)

Data Analysis
• Frequency of needle placement along lateral sacral crest
• Percentage of nerves innervating the posterior aspect of the 

SIJ that would have been captured by an RFA strip lesion

Needle 1 2 3

n (specimens) 18 20 20

% placement LSC 90% 100% 100% 

Figure 2. Transverse ultrasound scans at the level of the 
transverse sacral tubercles (TSTs). A. TST1. B. TST2. 
C. TST3. IC, iliac crest; PSF, posterior sacral foramen.

Table 1. Frequency of needle placement along lateral sacral crest (LSC) 

Figure 1. PSN lateral crest technique: 
a strip lesion along lateral sacral crest, 
posterior view. From Roberts et al., 2014.
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US identification of bony landmarks (Figure 2)

• Lateral sacral crest, TST2, TST3, and 1st to 3rd posterior 
sacral foramina were identifiable in all specimens

• TST1 was somewhat obscured by the iliac crest in 
some specimens, but was localized using the level of 
the 1st posterior sacral foramen

Frequency of needle placement along lateral sacral 
crest using US guidance (Figure 3)

• All 3 needles were placed along the lateral sacral crest 
in 18/20 specimens (Table 1)

• In the first 2/20 specimens, needle 1 was placed at 
the L5/S1 facet joint, but needles 2 and 3 were placed 
along the lateral sacral crest (Figure 3D)

Percentage of nerves captured by RFA strip lesion

• Average: 93% 

• 100% in 11/20 specimens

• Similar for males (avg: 94%) and females (avg: 92%) 
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