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Abstract
Introduction
In reviewing a larger group of osteoporotic vertebral compression fractures (VCFs), we found
that the overall incidence of sacral insufficiency fractures (SIFs) is higher than commonly
reported values. This is especially seen in patients with previous or concurrent lumbar VCFs
and also in a subgroup that had lumbar stenosis or hip arthroplasty. The altered biomechanics
due to associated lumbar stenosis or hip arthroplasty lead to increased mechanical stress on
already weakened and deficient sacral alae, which are more vulnerable to osteoporotic
weakening than other parts of the sacrum.

Materials & methods
We studied an overall population of patients with VCF seen clinically and separated the patients
into the following groups: patients not previously treated, patients treated with vertebroplasty
or kyphoplasty at one or more levels, and patients diagnosed with sacral fractures and treated
with vertebroplasty or kyphoplasty. We wanted to see if a pattern existed among the patients
who had sacral symptoms, were diagnosed with sacral insufficiency fractures, and subsequently
underwent sacroplasty.

Results
In a review of 79 consecutive patients, over a 24-month period, with VCF who underwent
surgical treatment, there were 10 patients who also had sacral insufficiency fractures. Four of
the patients had sacral insufficiency fractures without VCF. None of the patients with sacral
insufficiency fractures were on treatment for osteoporosis at the time of diagnosis. The
following symptoms indicated SIF: lower sacral pain (n = 10), buttock pain (n = 7), lateral hip
pain (n = 5), and groin pain radiating to the thigh (n = 4). The average time to diagnose SIF was
two months after the onset of pain.

Conclusions
Sacral insufficiency fractures are a frequent cause of both acute and chronic pain; however,
they are often missed by the majority of physicians. The frequency of undetected sacral
fractures is high. This is due to a number of potential pitfalls, which include both subjective
and objective reasons: the patient presenting with vague symptoms, the physician only
performing a physical examination of the lumbar spine, and the physician ordering the
inadequate standard lumbosacral radiographs, computed tomography (CT), or magnetic
resonance imaging (MRI), as well as automatically relating the pain and other symptoms to
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preexisting MRI findings that are very commonly found in the elderly population. All of these
pitfalls lead to SIFs being overlooked.

Categories: Pain Management, Radiology, Neurosurgery
Keywords: sacral insufficiency fracture, sacral pain, low back pain, compression fracture, osteoporosis,
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Introduction
Sacral insufficiency fractures (SIF) have generally been analyzed and discussed as a totally
separate group from osteoporotic vertebral compression fractures (VCF). Using a combination
of bone scans, clinical history, and diagnostic studies, we identified a group of patients with
diagnosed lumbar VCFs who also had concurrent or residual lower lumbosacral (LS), buttock,
hip, or groin pain. These lumbar VCFs were related to either unilateral or bilateral SIFs in 10
out of 79 patients being evaluated because of lumbar osteoporotic compression fractures that
failed conservative treatment. These sacral fractures were diagnosed and treated with good
results by performing unilateral or bilateral sacroplasty. This report shows that the overall
incidence of SIF is higher than commonly reported, especially in patients with previous or
concurrent lumbar VCFs. A higher prevalence was also seen in subgroups that had lumbar
stenosis, previous lumbar fusion, or hip arthroplasty; thus altering biomechanics leading to
increased mechanical stress on an already weakened, deficient sacral ala. This report will
review characteristics found in this subgroup of patients, the concurrence of osteoporotic
changes, and the biomechanical characteristics that make the alae the most common sites of
sacral insufficiency fractures.

SIFs are difficult to radiologically detect, even with magnetic resonance imaging (MRI)
and computerized tomography (CT) scan. We have found that SIFs undetected on plain films,
MRI, and/or CT scan demonstrated increased radionuclide uptake on bone scan. The most
common location of SIFs is within the sacral ala, between the ipsilateral neuroforamina and
sacroiliac joint [1]. These SIFs are usually accompanied by other insufficiency fractures to the
pelvic ring, most commonly within the pubic rami and parasymphyseal region, although iliac
wing and acetabular fractures have also been reported [2-5]. We have taken these
relationships a step further by demonstrating that SIFs often accompany VCFs.

Concerning treatment, conservative measures such as bed rest, physical therapy, and anti-
inflammatories are generally unsuccessful [4-7]. Sacroplasty is a safe and effective technique
for the treatment of sacral insufficiency fractures [8-11]. Studies show the procedure may lead
to a rapid reduction in a patient’s pain level [8-11]. Other benefits of sacroplasty are restoration
of normal bony architecture, increased stiffness, decreased micromotion, decreased strain,
decreased need for pain medications, and increased mobility [12].

Materials And Methods
We initially performed a retrospective analysis of all vertebroplasty and kyphoplasty patients
over a 24-month period. We then determined which of those patients had sacral fractures found
on bone scan. Of the 79 patients evaluated after failed conservative treatment with persistent
or increasing pain, 10 patients (or 12.6 %) were found to have sacral insufficiency fractures on
bone scan, CT, and/or MRI scan. The patients ranged in age from 67 to 90 years old.
Subsequently, we reviewed all patients who underwent a sacroplasty during the same time
period. We collected all pertinent clinical information including previous spine or hip surgery,
plain radiographs, bone scans, dual X-ray absorptiometry (DEXA) scans, CTs, and
MRIs. Informed consent was obtained from the patients for this study.
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If patients were clinically symptomatic with a positive bone scan, a unilateral or bilateral
sacroplasty was performed as part of the original treatment for VCF, or subsequently as a
separate procedure. All procedures were performed under local anesthesia with monitored
anesthesia care (MAC) sedation in an outpatient setting. The patient was placed on the surgical
table in the prone position. The lumbosacral spine was sterilely cleansed and draped. Images
were obtained via fluoroscopy. The sacral alae were identified via an anterior-posterior (AP)
projection of the fluoroscope. All of our cases utilized the posterior approach. The ipsilateral
sacroiliac (SI) joint was properly visualized, using oblique views, by the fluoroscope
contralaterally until the medial and lateral joint lines were superimposed. In this trajectory
view, the area medial to the SI joint and lateral to the dorsal sacral foramina was our target,
thereby representing the sacral ala. A 22 or 25 gauge spinal needle was advanced towards our
target point, infiltrating the tissues with bupivacaine 0.5%. A lateral view was then taken to
ensure that the needle shaft was oriented parallel to the sacral base. Infiltration was performed
through the tissues until the periosteum overlying the fracture site was contacted. The needle
was kept in place to serve as a marker for the trocar. A 0.5 to 1.0 cm skin incision was made to
allow for trocar placement. A Stryker® 11 gauge trocar (Stryker® PA, USA) was tapped through
the periosteum overlying the sacral ala fracture site with a mallet. The lateral projection
ensured proper placement of the trocar tip no deeper than the anterior third of the sacral ala,
and proper placement of the shaft was oriented parallel to the sacral base. The guide needles
were subsequently removed.

In certain cases where the fracture line was vertically oriented, a long axis approach was
utilized. For this approach, the needle was placed in a caudal to cranial trajectory with
multiplanar fluoroscopic guidance. This technique is theoretically believed to better fill
vertically oriented sacral fractures [13].

We then mixed approximately 0.8 cc increments of a newer cement material called Cortoss
(Stryker®, PA, USA), which is more hydrophilic and osteoconductive than traditionally used
polymethylmethacrylate (PMMA) [14]. Cortoss was then injected under live fluoroscopy,
alternating between AP and lateral views, to ensure proper spread and adequate filling of the
sacral ala. Typically, only 2.4 to 3.2 cc of Cortoss was needed to fill each fracture, as Cortoss has
a lower viscosity than PMMA and therefore easily diffuses through fracture lines. Once we were
satisfied with our cement patterns, we removed the trocars and placed pressure over the
incisions to prevent hematoma formation. Once cleansed, Steri-Strips were applied over the
incisions.

Results
In a review of 79 consecutive patients over 24 months with VCF who underwent surgical
treatment, there were 10 patients who also had sacral insufficiency fractures. Four of the
patients had sacral insufficiency fractures without VCF (Table 1). A breakdown of these 10
patients shows that two patients had previous extensive lumbar fusion and instrumentation,
two patients had hip arthroplasty, and three patients had concurrent lumbar stenosis and or
spondylolisthesis. The youngest patient was 67 years old, and the oldest was 90 years old.
Common comorbidities were chronic steroid use (secondary to asthma or chronic obstructive
pulmonary disease(COPD)), diabetes, and a history of cancer. The preoperative VAS ranged
from 10/10 to 2/10.
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AGE SEX HISTORY VCF PRE-OP
VAS

POST-OP
VAS

PREVIOUS
SURGERY COMORBIDITIES

80 F Fall Yes 8 6
Left hip
replacement

History of breast
cancer

79 F Fall Yes 8 7 N/A Asthma, COPD

78 F Fall Yes 8 3 Multiple fractures Asthma

70 F Idiopathic No 9 4 Bariatric surgery
Diabetes with kidney
disease

80 M Trauma Yes 6 4 Lumbar surgery Former smoker

82 M Multiple falls No 8 2
Lumbar
instrumentation

History of prostate
cancer

86 F
Bilateral hip
pain

Yes 10 2
Right hip
replacement

Osteoporosis

78 F
Bed rest and
fall

Yes 10 4
Lumbar
instrumentation

Diabetes

90 F Bed rest No 9 6 N/A Osteoporosis

67 F
Bilateral hip
pain

No 8 2 N/A
Colon cancer
diagnosis

TABLE 1: Sacral insufficiency fracture patients and their medical comorbidities.

The bone density found in this subgroup ranged between -2.5 and -3.7. The average bone
density of the group without a SIF was only -1.8. None of the patients with SIFs were on
treatment for osteoporosis at the time of diagnosis. The following symptoms indicated SIF:
lower sacral pain (n = 10), buttock pain (n = 7), lateral hip pain (n = 5), and groin pain radiating
to the thigh (n = 4). The average time to diagnose SIF was two months after the onset of pain.

Discussion
In 2014, Park, et al. [15] in South Korea reported a 4.2% incidence of a subset of sacral fractures
in a population of 949 patients over four years with osteoporotic VCFs. They did not separate
patients who were treated conservatively vs surgically. They found a clear correlation of SIFs
with older age, slightly higher male percentage than the general VCF population, multilevel
spinal compression fractures (averaging 2.75 vs 1.87) and severe osteoporosis (with a T score of
-3.0 vs -2.2); however, this study did not consider clinical symptoms, presence of other lumbar
spine disease such as spinal stenosis that leads to spinal rigidity, or previous hip arthroplasty
(which we will review in the biomechanical studies as a mechanism for sacral ala fractures).

In our much smaller group of 79 patients, we found 10 SIFs, or 12.6%. Our group had a higher
number of lumbar VCFs with a significantly higher incidence based on bone scan and
symptoms. Additionally, 6/10 patients in our group had associated hip arthroplasty, spinal
fusion, and/or stenosis/spondylolisthesis. We found that eight out of ten fractures were in
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females. Of the eight females, seven had multiple lumbar fractures except the youngest female
at age 67 who had anemia in her initial evaluation and an isolated sacral fracture. She was
subsequently found to have colon cancer. In comparing the two males, one had a fall from a roof
with one lumbar fracture and bilateral sacral fractures, while the other male had a previous
lumbar fusion with instrumentation and prostate cancer. In our group, two cases of isolated
sacral insufficiency fractures without associated lumbar fractures were in patients with cancer
(specifically colon and prostate carcinomas).

Vertebral compression fractures are seen primarily in elderly females with osteoporosis of the
LS spine [2, 16]. The majority of these affected patients have severe osteopenia as demonstrated
by a DEXA scan. Usually these patients are over the age of 55 [6, 10, 16-17]. Other metabolic
processes and/or osseous metastases could also result in SIFs [13]. Trauma is not a prerequisite
for sustaining a SIF. The fractures are typically related to minor lifting or bending in women
whereas men sustain these via falls. Only approximately one-third of patients have an
identified traumatic event in which the majority of these are considered minor traumas [18].
The symptoms of SIFs are vague. Non-specific lower back pain predominates, with possible
radiation to the buttock, hip, or groin [4-5, 17, 19]. There may be tenderness to palpation of the
lower back and sacrum [17]. Sacral radiculopathy is uncommon but may be seen [7].

The underlying bone pathology is well documented. Both structural support and stiffness are
reduced due to loss of trabeculae in cancellous bone, increased bone resorption, and
development of poorer quality new bone with deficient calcification and less mature bone
matrix. This affects both cancellous and cortical bone but is more marked within the cancellous
bone. This breakdown of trabeculae and thinning of the vertebral cortical bone leads to
progressive compression of the vertebrae [20]. Lumbar vertebrae have a much higher
percentage of cancellous to cortical bone making them more prone to fractures. On the
contrary, studies of the normal and osteoporotic sacrum both demonstrate a different
percentage of cancellous bone combined with a thicker cortex, thereby making a significant
pathologic distinction between osteoporosis of the vertebral body and the sacrum [20].
Additionally, there is a different pattern of fracturing in the sacrum that is generally confined
to the sacral alae. In anatomic studies, it has clearly been shown that the medial and anterior
portion of the sacral alae have the lowest cancellous calcium density in the osteoporotic patient
[21], as shown in Figure 1.
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FIGURE 1: Postoperative axial CT of sacral alae obtained after
bilateral sacroplasty demonstrating anteromedial spread of
Cortoss filling in associated fracture sites.

The sacrum is a large solid bone and the downward load from the lumbar spine
is spread laterally to both alae that are more osteoporotic. Although the sacral alae are weight
bearing, the cortex appears to remain intact in non-traumatic osteoporotic insufficiency
fractures, as the cortex is thicker and more compact than the lumbar vertebral body [21]. This
allows patients to be symptomatic without the classical signs of clear bony collapse or fracture
lines as seen in VCFs.

Searching for an explanation of the consistent location of SIFs in the sacral alae, Linstrom, et
al. [22] in 2009 studied the torque and cross compression by the lumbar spine and the hip
during normal gait. They showed that the load is concentrated alternatively with each step
toward the sacral alae. This is a possible explanation for the ‘unique and consistent location’ of
SIFs in the alae combined with the patho-biology that this area also has the highest loss of
cancellous bone in the sacrum. Supporting this gait theory is a higher incidence of sacral
fractures in patients with hip arthroplasty, suggesting both the gait and forces are changed,
which may negatively impact the composition of the sacral alae.
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Since all of these patients are elderly, many have previously identified or newly recognized
associated lumbar degenerative disease or significant lumbar stenosis. This further complicates
making a diagnosis of their symptoms and findings since many have difficulty giving a clear
history. It is important to identify a history of previous complaints or treatment for lumbar
stenosis, spondylosis, or spondylolisthesis from the “acute” VCF onset. In our group, 6/10
patients had either previous lumbar spine fusion with screws, spondylolisthesis, or severe
lumbar stenosis. It is often difficult to diagnose the cause of symptomatic lower lumbar,
buttock, or deep groin or thigh pain that is separate from the more acute and localized lumbar
or lumbo-thoracic pain related to VCFs when the patient also has clear MRI findings of either
degenerative stenosis or spondylolisthesis. When considering the co-existing conditions such as
lumbar stenosis, hip arthroplasty, or previous lumbar fusion, there should be a higher index of
suspicion in patients who predominantly complain of hip or groin pain. By using bone scanning
as a base study, it may be possible to detect unsuspected but clinically significant SIFs, as
shown in Figure 2.

FIGURE 2: Bone scan on the left demonstrating asymmetric
radiotracer uptake in the sacral alae, with a greater volume in
the right sacral ala. The fluoroscopic image on the right shows
the fracture line filled with Cortoss. The cement filling pattern
is similar to the uptake pattern on the bone scan.
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Conclusions
In our study, six out of 10 patients had other clear mechanical lumbar or hip conditions
affecting sacral motion and mechanics, two other patients had cancer (specifically colon and
prostate), four patients had prolonged steroid use due to respiratory or medical issues, and
two patients had a period of prolonged bedrest from other medical conditions before
developing pain when first standing. These conditions should raise the level of suspicion for
sacral insufficiency fractures.

Sacral insufficiency fractures are a frequent cause of both acute and chronic pain; however,
they are often missed by the majority of physicians. The frequency of undetected sacral
fractures is high. This is due to a number of potential pitfalls, which include both subjective
and objective reasons: the patient presenting with vague symptoms, the physician only
performing a physical examination of the lumbar spine, and the physician ordering the
inadequate standard lumbosacral radiographs, CT, or MRI and automatically relating the pain
and other symptoms to preexisting MRI findings that are very commonly found in the elderly.
All of these pitfalls will lead to a SIF being overlooked.

It is important to consider the diagnosis of a sacral insufficiency fracture in those patients who
are elderly, present with these aforementioned vague symptoms, and have a known or
suspected lumbar or thoracic VCF. Bone scans best demonstrate SIFs and if positive with
unremitting or worsening pain, especially with radiation to the hip and/or groin after lumbar
vertebroplasty/augmentation for lumbar fractures, then the best option is sacroplasty, which
has been effective in our group.

Additional Information
Disclosures
Human subjects: Consent was obtained by all participants in this study. Animal subjects: All
authors have confirmed that this study did not involve animal subjects or tissue. Conflicts of
interest: In compliance with the ICMJE uniform disclosure form, all authors declare the
following: Payment/services info: All authors have declared that no financial support was
received from any organization for the submitted work. Financial relationships: All authors
have declared that they have no financial relationships at present or within the previous three
years with any organizations that might have an interest in the submitted work. Other
relationships: All authors have declared that there are no other relationships or activities that
could appear to have influenced the submitted work.

Acknowledgements
Maria Freed, Coral Gables Surgery Center.

References
1. Denis F, Davis S, Comfort T: Sacral fractures: an important problem . Clin Orthop Relat Res.

1988, 227:67–81.
2. De Smet AA, Neff J: Pubic and sacral insufficiency fractures: clinical course and radiologic

findings. AJR Am J Roentgenol. 1985, 145:601–06.
3. Grangier C, Garcia J, Howarth NR, et al.: Role of MRI in the diagnosis of insufficiency

fractures of the sacrum and acetabular roof. Skeletal Radiol. 1997, 26:517–24.
10.1007/s002560050278

4. Peh WC, Khong, PL, Ho WY, et al. : Sacral insufficiency fractures: spectrum of radiological
features. Clin Imaging. 1995, 19:92–101. 10.1016/0899-7071(94)00030-G

5. Peh WC, Khong PL, Yin Y, et al.: Imaging of pelvic insufficiency fractures . Radiographics.

2017 Hatgis et al. Cureus 9(2): e1008. DOI 10.7759/cureus.1008 8 of 9

http://journals.lww.com/corr/abstract/1988/02000/sacral_fractures__an_important_problem.10.aspx
http://www.ajronline.org/doi/abs/10.2214/ajr.145.3.601
https://dx.doi.org/10.1007/s002560050278
https://dx.doi.org/10.1007/s002560050278
https://dx.doi.org/10.1016/0899-7071(94)00030-G
https://dx.doi.org/10.1016/0899-7071(94)00030-G
https://dx.doi.org/10.1148/radiographics.16.2.8966291


1996, 16:335–48. 10.1148/radiographics.16.2.8966291
6. Finiels H, Finiels PJ, Jacquot JM, et al.: Fractures of the sacrum caused by bone insufficiency:

meta-analysis of 508 cases [Article in French]. Presse Med. 1997, 26:1568–73.
7. Gotis-Graham I, McGuigan L, Diamond T, et al.: Sacral insufficiency fractures in the elderly . J

Bone Joint Surg BR. 1994, 76:882–86.
8. Pommersheim W, Huang-Hellinger F, Baker M, et al.: Sacroplasty: a treatment for sacral

insufficiency fractures. AJNR Am J Neuroradiol. 2003, 24:1003–07.
9. Frey ME, DePalma MJ, Cifu DX, et al.: Efficacy and safety of percutaneous sacroplasty for

painful osteoporotic sacral insufficiency fractures: a prospective, multicenter trial. Spine J.
2007, 32:1635–40.

10. Frey ME, DePalma MJ, Cifu DX, et al.: Percutaneous sacroplasty for osteoporotic sacral
insufficiency fractures: a prospective, multicenter, observational pilot study. Spine J. 2008,
8:367–73.

11. Whitlow CT, Mussat-Whitlow BJ, Mattern CWT, et al.: Sacroplasty versus vertebroplasty:
comparable clinical outcomes for the treatment of fracture-related pain. AJNR Am J
Neuroradiol. 2007, 28:1266–70. 10.3174/ajnr.A0561

12. Richards AM, Mears SC, Knight TA, et al.: Biomechanical analysis of sacroplasty: does volume
or location of cement matter?. AJNR Am J Neuroradiol. 2009, 30:315–17. 10.3174/ajnr.A1358

13. Lyders EM, Whitlow CT, Baker MD, Morris PP: Imaging and treatment of sacral insufficiency
fractures. AJNR Am J Neuroradiol. 2010, 31:201–210. 10.3174/ajnr.A1666

14. Bae H, Hatten HP, Jr, Linovitz R, Tahernia AD, Schaufele MK, McCollom V, et al.: A
prospective randomized FDA-IDE trial comparing Cortoss with PMMA for vertebroplasty: a
comparative effectiveness research study with 24-month follow-up. Spine. 2012, 37:544–550.

15. Park YS, Seo WS, Heo DR, et al.: Sacral insufficiency fracture associated with osteoporotic
spinal compression fracture: analysis of incidence and clinical factors. Bone Abstracts. 2014,
3:218.

16. Wild A, Jaeger M, Haak H, et al.: Sacral insufficiency fracture: an unsuspected cause of low
back pain in elderly women. Arch Orthop Trauma. 1992, 122:1472–77.
10.1007/s004020100333

17. Rawlings CE III., Wilkins RH, Martinez S, et al.: Osteoporotic sacral fractures: a clinical study .
Neurosurgery. 1988, 22:72–76.

18. Newhouse KE, El-Khoury GY, Buckwalter JA: Occult sacral fractures in osteopenic patients . J
Bone Joint Surg Am. 1992, 74:1472–77.

19. Lin J, Lachmann E, Nagler W: Sacral insufficiency fractures: a report of two cases and a review
of the literature. J Womens Health Gend Based Med. 2004, 10:699–705.
10.1089/15246090152563588

20. Eastell R, Cedel SL, Wahner HW, Riggs BL, Melton LJ: Classification of vertebral fractures . J
Bone Miner Res. 1991, 6:207–215. 10.1002/jbmr.5650060302

21. Richards AM, Coleman NW, Knight TA, Belkoff SM, Mears SC: Bone density and cortical
thickness in normal, osteopenic, and osteoporotic sacra. J Osteoporos. 2010, 2010:504078.

22. Linstrom NJ, Heiserman JE, Kortman KE, Crawford NR, Baek S, Anderson RL, Pitt AM, Karis
JP, Ross JS, Lekovic GP, Dean BL: Anatomical and biomechanical analyses of the unique and
consistent locations of sacral insufficiency fractures. Spine (Phila Pa 1976). 2009, 34:309–15.

2017 Hatgis et al. Cureus 9(2): e1008. DOI 10.7759/cureus.1008 9 of 9

https://dx.doi.org/10.1148/radiographics.16.2.8966291
http://europepmc.org/abstract/med/9452753
http://www.bjj.boneandjoint.org.uk/content/76-B/6/882.article-info
http://www.ajnr.org/content/24/5/1003.full
http://journals.lww.com/spinejournal/pages/articleviewer.aspx?year=2007&issue=07010&article=00011&type=abstract
http://www.thespinejournalonline.com/article/S1529-9430(07)00217-3/abstract
https://dx.doi.org/10.3174/ajnr.A0561
https://dx.doi.org/10.3174/ajnr.A0561
https://dx.doi.org/10.3174/ajnr.A1358
https://dx.doi.org/10.3174/ajnr.A1358
https://dx.doi.org/10.3174/ajnr.A1666
https://dx.doi.org/10.3174/ajnr.A1666
http://journals.lww.com/spinejournal/pages/articleviewer.aspx?year=2012&issue=04010&article=00004&type=abstract
http://www.bone-abstracts.org/ba/0003/ba0003pp218.htm
https://dx.doi.org/10.1007/s004020100333
https://dx.doi.org/10.1007/s004020100333
http://journals.lww.com/neurosurgery/Abstract/1988/01000/Osteoporotic_Sacral_Fractures__A_Clinical_Study.11.aspx
http://europepmc.org/abstract/med/1364816
https://dx.doi.org/10.1089/15246090152563588
https://dx.doi.org/10.1089/15246090152563588
https://dx.doi.org/10.1002/jbmr.5650060302
https://dx.doi.org/10.1002/jbmr.5650060302
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2951120/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2709278/

	Sacral Insufficiency Fractures: Recognition and Treatment in Patients with Concurrent Lumbar Vertebral Compression Fractures
	Abstract
	Introduction
	Materials & methods
	Results
	Conclusions

	Introduction
	Materials And Methods
	Results
	TABLE 1: Sacral insufficiency fracture patients and their medical comorbidities.

	Discussion
	FIGURE 1: Postoperative axial CT of sacral alae obtained after bilateral sacroplasty demonstrating anteromedial spread of Cortoss filling in associated fracture sites.
	FIGURE 2: Bone scan on the left demonstrating asymmetric radiotracer uptake in the sacral alae, with a greater volume in the right sacral ala. The fluoroscopic image on the right shows the fracture line filled with Cortoss. The cement filling pattern is similar to the uptake pattern on the bone scan.

	Conclusions
	Additional Information
	Disclosures
	Acknowledgements

	References


