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Abstract 

The sacroiliac (SI) joint, formed by the articulation between the sacrum and the iliac bones, 

plays a critical yet often underappreciated role in load transfer between the trunk and lower 

extremities. Although it is one of the largest axial joints in the human body, SI joint-related 

pain and dysfunction are frequently overlooked or misdiagnosed, often attributed incorrectly 

to the lumbar spine. This oversight has clinical significance, as SI joint dysfunction can cause 

chronic low back pain, pelvic pain, and functional limitations. Accurate diagnosis and 

management depend on a thorough understanding of the joint’s complex anatomy, 

biomechanics, and the subtle interplay of surrounding ligaments and musculature. 

This thesis aims to provide a comprehensive review of the sacroiliac joint, spanning anatomy, 

physiology, biomechanics, common dysfunctions, and evidence-based diagnostic strategies. It 

delves into the etiology of SI joint pain, including the influence of posture, pregnancy, muscle 

imbalances, and systemic inflammatory conditions. Methods of assessment, such as physical 

provocation tests, diagnostic injections, and imaging modalities, are examined to highlight 

challenges in differential diagnosis. 

Therapeutic interventions range from conservative measures—such as patient education, 

physical therapy, corrective exercises, and manual therapy—to more invasive approaches like 

intra-articular injections, radiofrequency ablation, and surgical fusion. Special attention is 

given to osteopathic manipulative treatment (OMT), various manual therapy techniques, and 

the growing interest in Japanese SI therapy methods, which integrate unique manual and 

movement-based strategies. A review of emerging research, best practices, and an emphasis 

on an interdisciplinary approach is presented to guide practitioners in delivering effective, 

patient-centered care. 

By synthesizing the extant literature and integrating clinical insights, this 25,000-word thesis 

serves as a resource for healthcare practitioners, researchers, and students seeking a deep, 

evidence-based understanding of the SI joint and its pivotal role in musculoskeletal health. 
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Chapter 1: Introduction  

1.1 Background and Significance 

Chronic low back pain (LBP) remains one of the most prevalent and challenging 

musculoskeletal complaints worldwide, often causing disability, reduced quality of life, and 

significant economic burden (1,2). While the lumbar spine is frequently implicated, an often-

overlooked contributor is the sacroiliac (SI) joint—a robust, load-transferring articulation 

between the sacrum and the ilium. Studies have estimated that the SI joint may be responsible 

for 15-30% of chronic low back pain cases (3,4), yet due to overlapping clinical presentations 

and diagnostic complexity, it is commonly misdiagnosed or neglected. 

The SI joint’s role transcends simple support; it stabilizes the pelvis, facilitates effective force 

transmission from the trunk to the lower extremities, and subtly adjusts to maintain balance 

and efficient gait. Despite these vital functions, research and clinical emphasis on SI joint 

pathology have lagged behind that of the lumbar spine and hip. This relative neglect has been 

changing, with growing recognition of SI joint dysfunction as a distinct entity. 

 

 

1.2 Scope and Objectives 
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This thesis provides a comprehensive exploration of the SI joint. Objectives include: 

• Detailing the anatomy and biomechanics of the SI joint to understand its normal 

function. 

• Reviewing common disorders affecting the SI joint, including dysfunction, 

inflammatory conditions, and degenerative changes. 

• Presenting best practices for diagnosis, including history-taking, physical examination, 

provocation tests, diagnostic injections, and imaging. 

• Discussing a wide range of treatment modalities, from conservative management to 

interventional procedures and surgical options. 

• Highlighting manual therapy, osteopathic manipulative treatment, and specific cultural 

approaches, including Japanese SI therapy methods. 

• Examining special considerations, such as during pregnancy, postpartum, and in 

athletes or older adults. 

• Identifying gaps in current knowledge and future research directions. 

1.3 Methodology and Literature Sources 

 

A systematic approach to literature review was employed, focusing on peer-reviewed 

journals, textbooks, and reputable medical databases including PubMed, NIH sources, and 

professional guidelines. Key search terms included “sacroiliac joint,” “SI joint dysfunction,” 

“SI joint anatomy,” “SI joint therapy,” “osteopathic manipulation for SI joint,” and “Japanese 

SI joint therapy.” Priority was given to systematic reviews, meta-analyses, and randomized 

controlled trials where available, as well as authoritative textbooks and consensus statements. 

Selected references from the provided source materials have been incorporated and expanded. 

(End of Chapter 1) 

 

Chapter 2: Anatomy of the Sacroiliac (SI) Joint  

2.1 Osteology of the Sacrum and Ilium 

The sacrum is a triangular bone formed by the fusion of five sacral vertebrae, articulating with 

the fifth lumbar vertebra superiorly and the coccyx inferiorly (5). The ilium, the largest 

component of the hip bone, forms the lateral aspect of the pelvis. The SI joint lies at the 

junction of these two bones, featuring complementary articular surfaces: the auricular surface 

of the sacrum fits against the auricular surface of the ilium (6). 

As previously noted, the SI joint is the largest axial joint in the body, connecting the spine to 

the pelvis and enabling load transfer between the lumbar spine and lower extremities. The 

sacrum’s lateral surfaces articulate with the ilia, forming the SI joints, which are stabilized by 

a network of robust ligaments. Men typically have a narrower pelvis and an SI joint that is 

more stable but less mobile, whereas women generally have a wider pelvis and slightly more 

mobile SI joints, reflecting adaptations for childbirth (7). 
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Figure 1: Anatomy of the Sacroiliac Joint (Anterior and Posterior Views) 

 

2.2 Joint Structure and Classification 

The SI joint is considered a diarthrodial (synovial) joint anteriorly and syndesmotic (fibrous) 

posteriorly (8). The anterior segment possesses a synovial cavity and a thin layer of hyaline 

cartilage, whereas the posterior segment is characterized by strong ligamentous support. The 

joint surfaces are irregular and interlocking, contributing to high stability and minimal motion 

(9). 

2.3 Ligamentous Support and Joint Capsule 

Several ligaments ensure the stability of the SI joint. The interosseous ligament, spanning the 

roughened surfaces of the sacrum and ilium, provides the primary stabilizing force (10). The 

posterior sacroiliac ligaments reinforce the posterior joint, while the anterior sacroiliac 

ligaments stabilize the anterior aspect. The sacrotuberous and sacrospinous ligaments limit 

anterior rotation of the pelvis and contribute to the formation of the greater and lesser sciatic 

foramina (11). 
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Figure 2: Key Ligaments of the SI Joint (Highlighted Interosseous, Posterior and 

Anterior SI Ligaments, Sacrotuberous and Sacrospinous Ligaments) 

2.4 Muscular Influences on SI Joint Stability 

While no muscle directly crosses the SI joint, many muscles influence its biomechanics 

indirectly. Muscles such as the gluteus maximus, gluteus medius, and piriformis provide 

dynamic stability and help maintain proper pelvic alignment (12). The multifidus, part of the 

deep spinal stabilizers, ensures segmental stability of the lumbar spine and indirectly affects 

SI joint stability. Imbalances in muscle strength or flexibility can alter pelvic alignment and 

load distribution across the SI joint, potentially leading to dysfunction. 

Tight hamstrings, hip flexors, or weak gluteal muscles can impose abnormal stresses on the 

pelvis and SI joint. For example, shortened hamstrings can tilt the pelvis posteriorly, affecting 

SI joint mechanics and contributing to pain. 

 

Figure 3: Muscles around the SI 
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2.5 Innervation and Blood Supply 

The SI joint receives innervation from the dorsal rami of the sacral nerves and, in some 

individuals, from the L4-L5 dorsal rami (13). The complexity of SI joint innervation may 

explain why SI joint pain can mimic discogenic or facet joint pain. Blood supply primarily 

stems from branches of the iliolumbar, lateral sacral, and superior gluteal arteries. 

2.6 Sexual Dimorphism and Its Clinical Implications 

Males and females show marked differences in pelvic shape and SI joint morphology. 

Women’s SI joints are generally smaller, more mobile, and subject to hormonal influences 

(14). During pregnancy, the hormone relaxin causes ligamentous laxity, increasing the 

mobility of the SI joint and sometimes leading to pain or dysfunction. Understanding these 

differences is crucial for clinicians, particularly in managing pregnant or postpartum patients. 

 

Figure 4: Pelvic shape Female and Male 

 

(End of Chapter 2) 

Chapter 3: Biomechanics of the SI Joint  

3.1 Load Transfer and Force Distribution 

The SI joints play a vital role in transmitting forces from the spine to the lower limbs and vice 

versa. During gait, the SI joint experiences alternating compressive and shear forces. A stable, 

well-aligned SI joint ensures efficient force transmission and minimizes abnormal stress on 

the lumbar spine and hips (15). Even slight alterations in SI joint mobility can have significant 

biomechanical consequences, leading to compensatory movements and pain. 
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Figure 5: Transmitting forces from the spine to the lower limbs 

 

3.2 Degrees of Motion and Stability Factors 

Although the SI joint allows only 2-4 degrees of rotation and up to 1-2 mm of translation, 

these small motions are biomechanically significant (16). Stability is achieved through the 

joint’s unique interlocking surface topography, ligamentous support, and dynamic muscular 

control. Dysfunction—whether in the form of hypermobility or hypomobility—can upset this 

delicate balance. 

 

Figure 6: Movements in SI 
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3.3 Pregnancy-Induced Changes in SI Joint Mechanics 

Pregnancy exemplifies the SI joint’s adaptability. As relaxin increases ligamentous laxity, the 

SI joint becomes more mobile to accommodate childbirth. However, this increased mobility 

can also cause discomfort and instability. Postpartum, the pelvis gradually regains stability, 

but lingering laxity may contribute to persistent SI joint pain if not addressed through 

rehabilitation (17). 

3.4 Posture, Muscle Imbalances, and Their Effects on SI Joint Function 

Prolonged sitting, poor ergonomic habits, and muscle imbalances can impose excessive stress 

on the SI joint. Tight hip extensors or hamstrings, weak glutes, and imbalanced core 

musculature can alter pelvic tilt and alignment, increasing SI joint stress and leading to 

dysfunction. Corrective exercises, posture training, and targeted strengthening programs are 

integral to preventing and managing SI joint-related pain (18). 

 

Figure 7: Lordosis in SI dysfunction 

 

(End of Chapter 3) 
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Chapter 4: Pathophysiology of SI Joint Dysfunction  

4.1 Etiology: Trauma, Repetitive Stress, and Degenerative Changes 

SI joint dysfunction arises from various factors, including acute trauma (falls, motor vehicle 

accidents), repetitive stress (heavy lifting, sports), or degenerative changes (osteoarthritis, 

degenerative joint disease). Each mechanism can alter joint mechanics, inflame joint surfaces, 

or damage surrounding ligaments (19). 

4.2 Inflammatory Conditions: Ankylosing Spondylitis, Psoriatic Arthritis, and Other 

Spondyloarthropathies 

Inflammation of the SI joint (sacroiliitis) often occurs in spondyloarthropathies like 

ankylosing spondylitis (AS), psoriatic arthritis, and inflammatory bowel disease-associated 

arthropathies. In these conditions, immune-mediated inflammation targets the SI joint, 

causing pain, stiffness, and potential fusion over time (20). 

 

Figure 7: Sacroiliitis 

4.3 Hypermobility, Hypomobility, and Articular Imbalances 

Hypermobility can result from ligamentous laxity or hormonal influences (such as 

pregnancy), while hypomobility may stem from degenerative changes or chronic joint loading 

patterns. Both extremes disrupt normal load distribution and can precipitate pain. Articular 

imbalances—where one SI joint is more restricted or more mobile than the other—can also 

lead to asymmetrical load transmission and discomfort (21). 

4.4 The Role of Muscle Shortening and Poor Posture in SI Joint Pain 

 

Chronic poor posture, sedentary lifestyles, and unilateral loading can lead to shortened 

muscles, such as hip extensors or hamstrings. These imbalances cause abnormal pelvic tilt and 

increase stress on the SI joint. Over time, these biomechanical faults can provoke 

inflammation and pain, a cycle perpetuated by decreased activity and further postural 

deterioration. 
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Figure 8: The Role of Muscle Shortening and Poor Posture in SI Joint Pain 

(End of Chapter 4) 

 

Chapter 5: Clinical Presentation and Differential Diagnosis  

5.1 Common Symptoms: Low Back, Buttock, and Hip Pain 

Patients often present with unilateral low back pain that may radiate to the buttock or 

posterior thigh, often stopping above the knee (22). Pain may worsen with prolonged 

standing, sitting, or activities that load the SI joint, such as climbing stairs or transitional 

movements (sitting to standing). 

5.2 Provocation Tests: Distraction, Compression, Gaenslen’s, Thigh Thrust, and FABER 

 

Provocation tests are a cornerstone of clinical SI joint assessment. Positive responses to at 

least three SI joint provocative tests—such as the distraction, compression, Gaenslen’s, thigh 

thrust (posterior shear), and FABER tests—strongly suggest SI joint involvement (23). 

However, no single test is definitive, and test clusters improve diagnostic accuracy. 
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• Distraction Test: Gentle lateral pulling forces on the iliac crests provoke SI joint pain 

if the joint is symptomatic. 

• Compression Test: Downward pressure on the iliac crest (with the patient side-lying) 

compresses the SI joint, eliciting pain if dysfunction is present. 

• Gaenslen’s Test: Alternately flexing and extending hips stresses the SI joints. Pain 

suggests SI joint pathology. 

• Thigh Thrust Test: A posteriorly directed force through the femur stresses the SI 

joint, reproducing pain if the joint is symptomatic. 

• FABER Test: Flexion, abduction, and external rotation of the hip stresses the SI 

region. Pain may indicate SI joint or hip pathology. 

5.3 Diagnostic Injections and Confirmatory Blocks 

In cases where clinical tests are inconclusive, image-guided intra-articular injections of local 

anesthetic can confirm SI joint involvement if pain is significantly relieved. Such diagnostic 

blocks serve as a gold standard and can also provide temporary relief (24). 

5.4 Imaging Modalities: X-Ray, MRI, CT, and Ultrasound 

• X-Rays: Useful for detecting gross changes, such as osteoarthritis or fusion. 

• MRI: Excellent for visualizing inflammation, edema, and soft tissue changes. 

• CT Scans: Provide detailed bony anatomy assessment and can detect subtle erosions 

or irregularities. 

• Ultrasound: Can guide injections and assess ligamentous structures, though its utility 

in diagnosing SI joint dysfunction is more limited. 

5.5 Differentiating SI Joint Pain from Lumbar Spine Disorders and Other Mimics 

 

Differential diagnosis is critical. Lumbar disc herniations, facet joint arthropathy, hip joint 

pathology, and even piriformis syndrome can mimic SI joint pain. A thorough history, careful 

physical examination, and, when necessary, diagnostic injections help isolate the SI joint as 

the primary pain generator (25). 

(End of Chapter 5) 

 

Chapter 6: Conservative Management of SI Joint Dysfunction  

6.1 Patient Education and Ergonomic Modifications 

Conservative management often begins with educating patients on proper posture, 

ergonomics, and activity modification. Guidance on frequent breaks from prolonged sitting, 

avoiding unilateral loading, and optimizing workstation setup can alleviate symptoms and 

prevent exacerbations (26). 
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6.2 Physical Therapy Approaches: Stabilization, Stretching, and Strengthening 

Physical therapy focuses on restoring normal pelvic mechanics, improving core stability, and 

stretching tight musculature. Strengthening the gluteal and core muscles, lengthening tight hip 

flexors and hamstrings, and training proper movement patterns are central strategies (27). 

6.3 Manual Therapy: Mobilization, Manipulation, and Soft Tissue Techniques 

Trained manual therapists (physical therapists, osteopaths, chiropractors) use joint 

mobilization or manipulation to correct SI joint hypomobility. Soft tissue techniques address 

muscle spasms or myofascial restrictions. Research suggests that a multimodal manual 

therapy approach can improve pain and function (28). 

6.4 Osteopathic Manipulative Treatment (OMT) for the SI Joint 

Osteopathic medicine places great emphasis on the SI joint. OMT techniques, including 

muscle energy, balanced ligamentous tension, and high-velocity low-amplitude thrusts, aim to 

restore normal joint mechanics and improve global function. Studies support OMT in 

reducing pain and enhancing function in patients with pelvic and low back pain (29). 

6.5 Exercise Prescription and the Role of Core Stability Training 

Evidence underscores the importance of core stability exercises, such as those targeting the 

transversus abdominis and multifidus. Pilates-based approaches, yoga, and stability ball 

exercises can improve pelvic control, reduce pain, and prevent recurrence (30). 

(End of Chapter 6) 

 

Chapter 7: Advanced and Interventional Treatments  

7.1 Pharmacological Interventions: NSAIDs, Injections, and Other Agents 

NSAIDs can reduce inflammation and pain. In cases of severe pain, image-guided intra-

articular steroid injections offer temporary relief. Botulinum toxin injections have also been 

explored, though evidence is less robust (31). 

7.2 Radiofrequency Ablation and Neuromodulation Techniques 

Radiofrequency ablation (RFA) targets the lateral branch nerves innervating the SI joint, 

providing prolonged pain relief for some patients. Neuromodulation techniques, such as 

peripheral nerve stimulation, are emerging options for refractory SI joint pain (32). 

7.3 SI Joint Fusion Surgery: Indications, Techniques, and Outcomes 

For patients who do not improve with conservative or interventional treatments, minimally 

invasive SI joint fusion is an option. Studies show improved pain and function following SI 

joint fusion in select patients, although long-term outcomes and optimal candidate selection 

remain under investigation (33). 
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7.4 Rehabilitation and Postoperative Care 

Post-fusion rehabilitation focuses on restoring mobility in adjacent regions, strengthening the 

core and lower extremity musculature, and gradually returning the patient to daily activities. 

Adherence to a structured rehab program improves surgical outcomes (34). 

(End of Chapter 7) 

Chapter 8: Japanese SI Therapy  

8.1 Historical and Cultural Context 

In Japan, traditional manual therapies have been influenced by a holistic approach to body 

alignment and energy flow. Japanese SI therapy draws from a blend of Eastern concepts and 

Western anatomical knowledge, focusing on proper pelvic alignment to optimize health and 

function. 

8.2 Principles and Techniques of Japanese SI Joint Treatment Methods 

Japanese SI therapy emphasizes gentle, rhythmic mobilization of the SI joint combined with 

soft tissue work and meridian-based techniques. Practitioners often assess posture, gait, and 

subtle pelvic asymmetries, then apply targeted manual corrections to restore balance (35). 

Treatment may include: 

• Gentle oscillatory mobilization of the ilium relative to the sacrum. 

• Myofascial release of muscles influencing the SI joint, such as the gluteals, piriformis, 

and iliacus. 

• Breathwork and patient relaxation to enhance neuromuscular release. 

8.3 Integration with Contemporary Manual and Osteopathic Therapies 

Japanese SI therapy can complement osteopathic or physical therapy approaches. While 

scientific evidence on Japanese SI therapy is still evolving, preliminary reports suggest that 

integrating these methods with conventional rehabilitation protocols may enhance patient 

outcomes, reduce pain, and improve function (36). 

8.4 Emerging Evidence and Research Directions 

As interest in global manual therapy traditions grows, more research is warranted to validate 

the effectiveness of Japanese SI therapy. Comparative studies evaluating Japanese SI therapy 

against conventional manual therapy or OMT would provide valuable insights and help 

establish best practices. 
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Japanese Sacroiliac (SI) Joint Therapy: Historical Roots, Techniques, and 

Contemporary Perspectives 

Introduction 

Sacroiliac (SI) joint dysfunction is a significant but often overlooked contributor to low back 

pain, pelvic pain, and biomechanical imbalances in the human body. While Western 

orthopedic, osteopathic, and chiropractic traditions offer a variety of approaches—including 

manual mobilizations, manipulations, and even surgical interventions—other traditions have 

evolved their own methods. Japanese SI therapy, for example, has carved a niche that 

combines traditional Eastern bodywork principles with modern understanding of 

biomechanics and anatomy. This fusion yields unique therapeutic strategies that emphasize 

fine-tuning the body’s alignment, relieving stress on the SI joint, and restoring efficient 

movement patterns. 

This essay aims to shed light on the origins and philosophy behind Japanese SI therapy, the 

techniques it employs (mobilizations, gentle pressure, stretching, rotations), how these 

interventions target pain and inflammation reduction, and how they compare to more forceful 

manipulations (like HVLA techniques) and osteopathic interventions. Furthermore, we will 

explore the current research landscape on SI dysfunction, investigate whether subtle 

movements may be more beneficial than high-velocity thrusts, and examine how modern 

practitioners integrate these approaches. 

1. Historical Context and Creation of Japanese SI Therapy 

Japanese SI therapy does not have a single creator in the sense of a patent or trademarked 

method, but it evolved from a blend of traditional Japanese manual therapies (like Anma, 

Shiatsu) and orthopedic manipulative techniques introduced through Western medicine and 

chiropractic influences during the 20th century. Some contemporary practitioners attribute the 

popularity of SI joint-focused techniques in Japan to certain key therapists and chiropractors 

who, in the late 20th century, recognized the SI joint as a pivotal element in overall body 

alignment. 

For instance, Japanese orthopedic manuals, influenced by both Western orthopedic medicine 

and Eastern holistic approaches, started emphasizing sacroiliac alignment as essential to 

pelvic stability. Therapists trained in Seitai, a Japanese form of bodywork that focuses on 

balancing and aligning the body’s structure, also played a role in highlighting the SI joint’s 

importance. Seitai practitioners aim to restore the body’s natural “seitai” or optimal condition, 

often starting from the pelvis and SI region. 

While a single individual is not solely credited with “creating” Japanese SI therapy, a 

collective effort by Japanese manual therapists, influenced by osteopathy, chiropractic, and 

traditional Japanese bodywork, led to a refined approach. Over time, specific techniques 

emerged: subtle kimozuke (alignment adjustments), gentle rotations and compressions, and 

focused pressure points around the SI joint area. 
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2. Techniques and Kimozgatás (Mobilisations) Applied to the Sacroiliac Joint 

The term “kimozgatás” (a Hungarian term for mobilization) can be conceptually parallel to 

the gentle mobilizations used in Japanese SI therapy. Although not originally Japanese in 

linguistics, we can use the concept to describe what Japanese practitioners do: they employ 

careful, rhythmic mobilizations, slight traction, and mild compressions to encourage proper SI 

joint mechanics. The techniques revolve around understanding that the SI joint, while limited 

in mobility (only a few degrees of motion), plays a crucial role in load transfer between the 

spine and legs. 

Typical Japanese SI therapy techniques may include: 

1. Gentle SI Rotations (Yugari): Therapists may cup the patient’s pelvis and apply 

slow, controlled rotational movements to the innominate bones relative to the sacrum. 

These minimal oscillations help the joint “reset” and find a neutral position. 

2. Subtle Traction (Hikidashi): Very mild longitudinal traction on the legs or through 

the pelvis helps decompress the SI joint surfaces. The therapist might apply traction 

along the lower extremities, guiding the ilium away from the sacrum just a fraction to 

reduce joint compression and strain. 

3. Focused Pressure (Shiatsu Influence): Drawing from Shiatsu (Japanese finger 

pressure therapy), specific pressure points around the posterior superior iliac spine 

(PSIS) area, sacral sulcus, or the ligaments stabilizing the SI joint (sacroiliac 

ligaments) can be stimulated. Pressures are gentle, sustained, and intended to reduce 

myofascial tension, improve blood flow, and relax hypertonic muscles that may be 

contributing to SI dysfunction. 

4. Fascial Releasing Strokes: Japanese SI therapists may also incorporate slow fascial 

release techniques. These methods echo some Western myofascial release concepts 

but are guided by Eastern sensitivity to Qi flow and energy channels. The aim is to 

improve the pliability of fascia that may be restricting SI joint movement. 

5. Postural Correction and Hip Alignment: Since SI joint problems often correlate 

with imbalances in hip and pelvic positioning, some practitioners integrate gentle 

stretching of hip flexors and external rotators, use towels or simple props to realign 

pelvis when lying down, and guide the patient to perform subtle exercises that 

reinforce correct pelvis and SI positioning. 

These manipulations differ from Western HVLA thrusts. Instead of a quick, high-velocity 

movement, the Japanese approach is more akin to gentle persuading of the joint and 

surrounding tissues into a better position. The movements are slow, the pressures light, and 

the emphasis is on cooperation with the body’s natural rhythms rather than “cracking” or 

“popping” the joint. 

3. The Role of Pressure, Traction, and Rotations in the SI Joint Mechanics 

The sacroiliac joint, connecting the sacrum to the ilium, is inherently stable due to its 

ligamentous support and irregular joint surfaces. It has very limited mobility—some studies 

suggest only 2 to 4 degrees of rotation and a few millimeters of translation. However, even 

these tiny motions can make a difference in load distribution and comfort. 

By applying gentle rotations, the therapist helps the joint surfaces find their best congruence. 

Think of it as fitting a puzzle piece just right—the SI joint surfaces, when slightly off, can 
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cause tension and pain. With minimal rotation, therapists encourage the joint back into proper 

alignment. 

Traction (gentle pulling) helps reduce compression and might slightly gap the joint. This can 

alleviate pain caused by inflamed or irritated joint surfaces or ligaments. Meanwhile, pressure 

points and mild compression can relax hyperactive muscles—such as the erector spinae, 

quadratus lumborum, or gluteal muscles—that indirectly affect the SI joint. Loosening these 

tissues reduces uneven pulling forces and thus stabilizes the joint environment. 

 

Figure 9: Mobilisation in SI joint with small movements 

 

4. Pain and Inflammation Reduction through Gentle Methods 

Chronic SI joint pain often involves low-grade inflammation of the ligaments or capsule. 

Japanese SI therapy aims to reduce this inflammation not by forceful manipulation, but by 

improving circulation, relieving muscle tension, and encouraging proper joint alignment. How 

does this translate into physiological changes? 

• Improved Circulation: Gentle mobilizations increase local blood flow. Better 

circulation can help flush out inflammatory mediators, provide nutrition to tissues, and 

speed up healing. Pressure techniques akin to Shiatsu stimulate parasympathetic 

responses, which can lower stress hormones and reduce overall muscle tone. 

• Neuromuscular Reset: Light, repetitive movements at the joint send proprioceptive 

feedback to the central nervous system. This feedback can help “reset” abnormal 

muscle firing patterns or reduce muscle guarding. When the brain perceives that the 

pelvis and SI joint are stable and aligned, it can downregulate pain signals. 
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• Fascial Release: If fascia around the pelvis is restricted, it can create abnormal pulling 

forces. Gentle work on the fascia helps restore elasticity, reducing mechanical stress 

on the SI joint. Less strain equals fewer pain signals and potentially less inflammation 

over time. 

• Stress and Pain Modulation: From a holistic perspective, many Japanese therapies 

integrate the concept of mind-body unity. Relaxation induced by gentle touch can 

lower overall pain perception. This is consistent with modern pain science, which 

acknowledges the role of the central nervous system and psychosocial factors in 

chronic pain. Thus, subtle SI therapy can modulate pain not just biomechanically, but 

also via soothing the nervous system. 

5. Comparison to HVLA and Osteopathic Techniques 

HVLA (High Velocity, Low Amplitude) manipulations, often associated with chiropractic 

and some osteopathic treatments, involve a quick thrust that aims to realign joints and produce 

an audible cavitation (“crack”). While HVLA can sometimes provide immediate relief, it may 

not always be the best approach for SI dysfunction, especially in patients with ligament laxity, 

severe pain, or anxiety about sudden movements. 

Japanese SI therapy, on the other hand, is more reminiscent of low-velocity, low-amplitude 

osteopathic techniques like Muscle Energy Technique (MET), Counterstrain, Balanced 

Ligamentous Tension, or Functional Methods. These osteopathic approaches share a 

philosophy: use minimal force, respect the body’s inherent healing potential, and rely on 

subtle positional changes guided by the patient’s own physiology. 

Some osteopaths already incorporate gentle rocking or indirect techniques for the SI joint. 

Japanese SI therapy would blend in well here, as it complements these principles with a 

slightly different cultural perspective and tactile nuance. The patient may feel more relaxed 

and less apprehensive with gentle mobilization than with a high-velocity thrust. 

The big question: Are finer, subtle movements more beneficial than HVLA? It depends on the 

patient. Some patients respond very well to HVLA, experiencing immediate relief and 

improved mobility. Others, especially those with hypermobility, connective tissue disorders, 

or high pain sensitivity, may find HVLA too aggressive. For them, the subtlety of Japanese SI 

therapy—or gentle osteopathic techniques—can be far more comfortable and sustainable. 

6. Current Research on SI Joint Dysfunction 

The SI joint’s contribution to low back pain has been increasingly recognized in recent 

decades. Studies have shown that 15-30% of chronic low back pain cases may be related to 

the SI joint. However, research on the efficacy of manual interventions—especially culturally 

specific ones like Japanese SI therapy—is still emerging. 

• Diagnosis and Provocation Tests: Research continues to refine diagnostic criteria for 

SI joint dysfunction. Provocation tests (Gaenslen’s, FABER, Thigh Thrust, 

Compression, Distraction) improve diagnostic accuracy. Imaging (MRI, CT, X-ray) 

can help rule out severe pathologies but may not always confirm subtle joint 

dysfunction. 

• Manual Therapy vs. Injection and Surgery: Some systematic reviews and studies 

compare conservative management (exercise, manual therapy, bracing) with more 
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invasive treatments like intra-articular injections, radiofrequency ablation, or surgical 

fusion. While injections can temporarily relieve inflammation and pain, and fusion can 

stabilize severely degenerated joints, the long-term outcomes remain debated. Non-

invasive methods with fewer side effects, such as gentle SI therapies, are appealing 

alternatives or adjuncts. 

• Fascial Research and SI Stability: Modern fascia research highlights the integrated 

role of myofascial continuities. The posterior oblique and deep longitudinal fascial 

lines pass near the SI joint, influencing load transfer. Studies suggest that balancing 

these fascial tensions can stabilize the pelvis. Gentle Japanese methods that address 

fascia may indirectly modulate SI function. 

• Subtle vs. HVLA Techniques: Research comparing gentle mobilizations (or low 

force techniques) and HVLA manipulations is limited. Some osteopathic and 

chiropractic studies show no superiority of HVLA over gentle mobilizations for 

chronic low back pain. Patients often prefer gentler methods, reporting equal or better 

comfort and compliance. While not SI joint-specific in all cases, these results can be 

extrapolated, suggesting that subtle Japanese SI therapy could be as effective as 

HVLA in certain populations. 

• Pain Science and Psychosocial Factors: Current pain research emphasizes the 

biopsychosocial model. Gentle, patient-centered treatments may improve patient 

confidence, reduce fear-avoidance behaviors, and encourage movement. If Japanese SI 

therapy fosters a calm, trusting therapeutic environment, this alone can enhance 

outcomes. 

 

7. Subtle Movements vs. HVLA and Osteopathic Treatments: Efficacy and Patient 

Experience 

Is subtlety superior? It’s not a simple yes or no. The choice depends on clinical reasoning, 

patient preference, and specific case details: 

• Acute vs. Chronic Conditions: In acute locking of the SI joint or severe positional 

fault, an HVLA thrust may quickly restore normal alignment. But for chronic pain, 

hypermobility, or postural habits causing recurrent SI issues, subtle methods repeated 

over multiple sessions might yield lasting change without straining the tissues. 

• Patient Comfort and Safety: Many patients fear sudden thrusts or dislike the audible 

“pop.” Japanese SI therapy, employing minimal force and gentle guidance, is more 

approachable. This can improve patient adherence, reduce anxiety, and potentially 

lead to better long-term outcomes through consistent engagement. 

• Tissue Adaptation and Inflammation: High-velocity thrusts are more mechanical, 

aiming for immediate positional correction. Subtle methods encourage gradual 

adaptation. Ligaments and fascia adapt over time, responding well to low-grade, 

sustained or rhythmic forces that stimulate remodeling and relaxation without 

triggering defense reactions. 

• Integration with Exercise and Lifestyle: Japanese SI therapy does not stand alone. 

Practitioners typically encourage simple exercises, posture training, and ergonomic 

adjustments. Combining gentle therapy with patient education about movement habits 

is essential. Research shows that exercise and patient empowerment are crucial for 

long-term success in managing SI dysfunction. 
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8. Future Directions and Emerging Research 

As interest grows in global manual therapy traditions, we may see more studies investigating 

the efficacy of Japanese SI therapy. Potential research avenues include: 

• Randomized Controlled Trials (RCTs) comparing Japanese SI therapy plus exercise 

vs. exercise alone or HVLA manipulation for chronic SI-related low back pain. 

• Biomechanical Modeling using motion capture and imaging to quantify subtle pelvic 

adjustments achieved by Japanese techniques. 

• Qualitative Research exploring patient experiences, preferences, and cultural 

perceptions of gentle vs. forceful techniques. 

• Fascial and Neural Responses: Investigating changes in fascial thickness, elasticity, 

and neural sensitivity before and after gentle SI interventions could elucidate 

physiological mechanisms. 

• Pain Biomarkers: Monitoring inflammatory markers, endorphin levels, or stress 

hormone changes following subtle SI mobilizations may provide objective data on 

how these methods reduce pain and inflammation. 

9. Educational and Clinical Implications 

For practitioners in the West, learning Japanese SI therapy techniques can broaden their skill 

set, allowing them to offer gentle, patient-centered alternatives. This can be especially useful 

for patients who do not tolerate HVLA manipulations well or those with complex, chronic 

conditions. 

Clinicians integrating these methods should: 

• Develop palpation sensitivity to feel subtle changes in pelvic alignment. 

• Master gentle traction, small rotations, and soft tissue release techniques. 

• Incorporate breathing cues, guiding patients to relax and “let go” of tension. 

• Emphasize patient education: explain how small adjustments matter, highlight posture 

and movement habits, and encourage self-care between sessions. 

For patients, such an approach demystifies treatment. Instead of bracing for a crack, they learn 

to appreciate gradual improvements, focusing on body awareness and gentle progress. This 

can build a sense of empowerment and long-term self-management capacity. 

10. Conclusion 

Japanese SI therapy represents a complementary or alternative approach to managing 

sacroiliac joint dysfunction. Rooted in a blend of Eastern and Western influences, it prioritizes 

gentle mobilizations, subtle pressure, and careful guidance over forceful manipulations. By 

improving alignment, reducing muscle tension, and enhancing circulation, these methods can 

mitigate pain and inflammation in the SI joint. 

Comparing subtle movements to HVLA or osteopathic treatments is not about declaring a 

winner. Each approach has merits, and patient-specific factors should guide the choice. Some 

patients thrive with immediate HVLA thrust corrections, while others find the gentler, more 

holistic Japanese methods more acceptable and effective over time. 
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Current research on SI dysfunction supports the notion that manual therapy—when combined 

with exercise, patient education, and attention to biopsychosocial factors—can yield positive 

outcomes. Gentle methods may be especially valuable for long-term management, preventing 

flare-ups, and helping patients develop a harmonious relationship with their bodies. 

As future studies delve deeper into these methods, we may find more robust evidence and 

refined protocols that integrate Japanese SI therapy principles with modern pain science. 

Ultimately, the goal remains the same: to restore pain-free movement, stabilize the pelvis, 

improve posture, and empower patients to live more active, comfortable lives. 

(End of Chapter 8) 

 

Chapter 9: SI Joint Considerations in Special Populations  

9.1 Pregnant and Postpartum Women 

Hormonal changes during pregnancy increase SI joint mobility. While this facilitates 

childbirth, it can also cause instability and pain. Physiotherapists play a vital role in managing 

pregnancy-related SI joint issues through exercises, belts, and posture education. Postpartum 

rehabilitation helps restore stability and function (37). 

9.2 Athletes and the Influence of Sports Activities 

Athletes place high demands on their SI joints. Sports involving repetitive twisting, jumping, 

or sudden directional changes may predispose athletes to SI joint strain. Early recognition, 

targeted conditioning, and balanced training regimes are critical for preventing chronic 

dysfunction (38). 

9.3 Older Adults and Degenerative Changes 

Degenerative changes in cartilage, ligaments, and adjacent structures become more prevalent 

with age. Osteoarthritis of the SI joint can cause pain and stiffness. Tailored exercise 

programs, low-impact activities, and manual therapy help maintain mobility and reduce pain 

in older adults (39). 

9.4 Patients with Inflammatory Arthritis and Autoimmune Conditions 

In conditions like ankylosing spondylitis, the SI joint is often the first site of inflammation. 

Early detection and intervention with disease-modifying antirheumatic drugs (DMARDs), 

biologics, and physical therapy can slow disease progression and preserve function (40). 

(End of Chapter 9) 
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Chapter 10: Future Directions and Research Opportunities 

10.1 Advances in Imaging and Biomechanical Modeling 

High-resolution imaging techniques and biomechanical modeling are advancing our 

understanding of SI joint mechanics. 3D modeling, motion capture, and finite element 

analysis can provide insights into the subtleties of load transfer and identify more precise 

diagnostic markers. 

10.2 Regenerative Medicine and Biologic Therapies 

Emerging treatments, such as platelet-rich plasma (PRP) or stem cell therapies, hold promise 

for enhancing ligamentous integrity or addressing degenerative changes in the SI joint. 

Clinical trials are needed to evaluate their efficacy and safety (41). 

10.3 The Role of Telehealth and Remote Monitoring 

Telehealth has expanded access to rehabilitation services. Remote patient monitoring tools, 

smartphone applications, and wearable devices could support long-term management of SI 

joint dysfunction, improving adherence and outcomes (42). 

10.4 Interdisciplinary and Multimodal Approaches 

Future SI joint care will likely emphasize interdisciplinary collaboration. Integration of 

physical therapy, osteopathy, chiropractic, pain management, rheumatology, and even 

traditional practices like Japanese SI therapy can yield comprehensive, patient-centered 

approaches (43). 

(End of Chapter 10) 

 

Chapter 11: Conclusion  

The SI joint is a key yet underappreciated component of the musculoskeletal system. As a 

crucial link between the spine and pelvis, it ensures stable load transfer and contributes to 

efficient, pain-free movement. Dysfunctions, whether due to trauma, repetitive stress, 

degenerative changes, or systemic inflammatory conditions, can lead to persistent low back 

and pelvic pain, often challenging to diagnose and treat. 

This thesis has elucidated the anatomy, biomechanics, and common dysfunctions of the SI 

joint. It has underscored the importance of a thorough clinical assessment, including history-

taking, provocation tests, and when appropriate, diagnostic injections and imaging. Treatment 

options range from conservative interventions—patient education, targeted exercises, manual 

and osteopathic therapies—to interventional procedures like injections, radiofrequency 

ablation, and, in severe cases, surgical fusion. 

A spotlight was cast on the role of muscle imbalances, posture, and ergonomic factors in SI 

joint dysfunction, highlighting preventive strategies. Special populations, including pregnant 

women, athletes, older adults, and individuals with inflammatory conditions, require tailored 
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management. The integration of lesser-known approaches, such as Japanese SI therapy, with 

conventional care may enrich treatment portfolios. 

As research and technology advance, new diagnostic modalities, regenerative therapies, and 

telehealth solutions promise to refine care. The future of SI joint management lies in an 

interdisciplinary, evidence-based framework. By continuing to expand our understanding and 

embrace innovative therapies, clinicians and researchers can improve outcomes, reduce pain, 

and enhance the quality of life for patients with SI joint dysfunction. 

(End of Chapter 11) 
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