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Coexistence of Sacroiliitis and Facet Joint Syndrome in an Aged Lady of 
Sjögren’s Syndrome: Unexpected Involvement of Symphysis Pubis

Abstract

Primary Sjögren's Syndrome (SS) often leads to systemic manifestations that primarily involve the musculoskeletal system, 
predominantly affecting peripheral joints. Involvement of the axial skeleton is less common. We report a 68-year-old lady with 
a 14-year history of chronic lower back and lumbar pain, diagnosed as SS ten years ago. She was also diagnosed with bilateral 
sacroiliitis and lumbar facet joint syndrome through skeletal scintigraphy. While these conditions are often attributed to age-
related degeneration, SS could play a significant role. Additionally, we unexpectedly identified a lesion in the symphysis pubis, 
an area not previously associated with SS in the literature to our knowledge.
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Introduction
Primary Sjögren's Syndrome (SS) is a persistent autoimmune 
disease that primarily impacts the exocrine glands, leading to 
their infiltration by lymphocytes and a surge in B cell hyperac-
tivity. SS often exhibits underlying features such as increased 
levels of immunoglobulins in the blood and a variety of serum 
autoantibodies. These autoantibodies include antinuclear anti-
bodies, rheumatoid factor, and cryoprecipitate immunoglobu-
lins. Particularly significant are antibodies of the ribonucleo-
protein complexes Ro (SS-A) and La (SS-B), which serve as 
hallmarks of SS [1,2].

Broadly speaking, chronic lower back pain (LBP) is a chief 
reason of disability and significantly diminishes the quality of 
life [3]. Facetogenic chronic LBP, also known as lumbar facet 
joint (LFJ) syndrome, affects around 15% - 41% of patients 
suffering from LBP [4,5]. Additionally, sacroiliitis is also an 
important and significant contributor to LBP that cannot be 
overlooked [6]. The sacroiliac (SI) joint is one of the largest 

joints in human to connect the ilium to the sacrum, and its in-
flammation commonly causes pain in the buttom and lower 
back region and frequently shows similarity to many other 
back pain sources. Sacroiliitis, a leading sign of LBP, should 
be considered and diagnosed first before emergence of other 
conditions. Sacroiliitis can be primarily due to chronic degen-
eration, or be secondary to rheumatologic, stress, infectious, 
drug-related, or oncologic factors. Osteitis condensans ilii, a 
sacroiliitis-like disorder, can cause sciatica [7]. Rheumatology-
related disorders leading to sacroiliitis may stem for ankylos-
ing spondylitis, primary psoriatic arthritis, Behçet’s disease, 
hyperparathyroidism, post-streptococcal infections, or even 
bottom-up from periostitis [8-13]. However, secondary causes 
of sacroiliitis are rarely associated with SS. Further, the disor-
der of symphysis pubis is a notably rare condition. 

We herein present a lady with SS who showed lesions involv-
ing the axial skeleton, including the vertebral arch, lumbar 
facet joints, bilateral SI joints, and the symphysis pubis.

https://dx.doi.org/10.46998/IJCMCR.2024.45.001110
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Table 1: ANA: antinuclear antibody; anti-SSA: anti-Sjögren’s 
syndrome-related antigen A; anti-SSB: anti-Sjögren’s syn-

drome-related antigen B.

Table 2: Notes: Early arthritis corresponds to radiographic 
grade I-II.Late arthritis corresponds to radiographic grade 
III-IV. Data collected from Nuclear Medicine Annual 1983.

Figure 1: Whole body bone scan (WBBS) of our case. A, B is 
the radioactivity image after the Tc-99m MDP was injected 

intravenously 4 hours later. A is anterior view and B is poste-
rior view. The red circles represent the unusual uptake of the 
radiotracers, which can be observed at lumbosacral spines 

and sacroiliac joints.

Case Presentation
A 68-year-old female housewife presented with several years 
of lower back and lumbar pain. Her lower back pain history 
extends back fourteen years. Ten years ago, she was diagnosed 
as SS, exhibiting symptoms of severe dry eyes and mouth for 
several months and a positive sialoscintigraphic scan. She also 
experienced morning stiffness in both hands and pain in the 
proximal interphalangeal joints (PIPs) for years. Additionally, 
she reported numbness in her left hand and was diagnosed with 
autoimmune thyroiditis. Laboratory data revealed that her anti-
Ro 60 levels were elevated to 20.0 as of last year (with a refer-
ence value of 10.0), Table 1.

Laboratory Results (Autoimmune panel)

Laboratories Values Reference 
ranges Units

ANA Titer 0.097222 -  

ANA Pattern Fine Speckled 
(AC-4) -  

Anti-Ro/SSA-52 0.5 < 10.0 U/ml
Anti-Ro/SSA-60 20 < 10.0 U/ml
Rheumatoid 
Factor IgM < 0.4 < 5.0 IU/ml

In the outpatient evaluation for her lower back and lumbar 
pain, due to her chronic and long-standing pain and positive 
Fortin finger sign and Stork test, there were a suspicion of sac-
roiliitis and LFJ syndrome. Therefore, a skeletal scintigraphy 
using Tc-99m methylene diphosphonate (MDP) was conduct-
ed, which showing high sensitivity for early detecting bone/
joint lesions [14-17]. There was increased uptake (hot spots) 
in the lumbosacral spine and SI joints on whole body bone 
scan (Figure 1), and identified hot spots in the LFJs (Figure 
2), bilateral SI joints, vertebral arch (Figure 3) and the sym-
physis pubis (Figure 4) on Single-Photon Emission Computed 
Tomography-Computer Tomography (SPECT-CT). The Quan-
titative SI Scintigraphy (QSS), one of skeletal scans for dif-
ferentiating the chronic LBP as rheumatology- or stress-related 
origins [18,19], showed the sacroiliac joint-to-sacrum ratio on 
both sides ranging from 1.02 to 1.22 (Table 2). Those find-
ings together with medical history and positive clinical test-
ing confirmed the diagnosis of bilateral sacroiliitis and LFJ 
syndrome. Consequently, she was prescribed centrally acting 

Ratios of Sacroiliac Joints and Sacrum
Location Left Ratio Right Ratio
Upper 1.13 1.18
Middle 1.1 1.22
Lower 1.02 1.07

Reference: Sacroiliac Joint/Sacrum Ratio 
Mean Values [18,19]  

Reference Control (n) Early 
Arthritis (n)

Late 
Arthritis (n)

Namey et al. 1.32 (46) 2.09 (34) 1.38 (10)
Lentle et al. 1.11 (39) 1.54 (44) 1.12 (14)
Dunn et al. 1.31 (13) 2.09 (15) 1.30 (5)
Goldberg et al. 1.25 (32) 1.54 (6) 1.20 (9)
Ho et al. 1.18 (36) 1.52 (8) 1.10 (5)

Figure 2: Skeletal scintigraphy with hybrid images of SPECT/
CT of the patient’s spine. (A) CT scan films of the pathologic 
lumbar facet joints and both sacroiliac (SI) joints. (B) Bone 
scan images with noticeable pathologic spine in black. (C)

SPECT/CT image with significantly increased bone turnover 
at the the lumbar facet joints and both sacroiliac (SI) joints.

Figure 3: The SPECT/CT scan reveals pathological changes 
in the vertebral arch and bilateral sacroiliac (SI) joints, both 

of which show increased radiotracer uptake (Red arrow).

skeletal muscle relaxants (Mocolak tablets 400 mg, TID) for 
12 days. Additionally, she underwent various therapeutic mo-
dalities, including low-level laser therapy and interferential 
current therapy.

https://dx.doi.org/10.46998/IJCMCR.2024.45.001110
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Figure 4: The enhancements of the hybrid SPECT-CT at the 
symphysis pubis confirmed the lesion. (Red arrow).

Discussion
Our case of SS presented with LBP, and upon examination, 
multiple lesions were identified in the axial skeleton, including 
the LFJs, bilateral SI joints, and vertebral arch. To our surprise, 
an inflammatory lesion was also found in the symphysis pubis. 
To our knowledge, this is the first case having such findings.

Systemic manifestations of SS encompass various systemic or-
gans and tissues, including the musculoskeletal system [20]. 
SS often leads to systemic manifestations that primarily in-
volve the musculoskeletal system, specifically tissues of bone, 
joint, synovium, and cartilages, with sparing the musculacture 
[21]. Additionally, the significant prevalence of thyroid disease 
in those SS implicates potential disruptions in bone and carti-
lage metabolism, calling for more detailed analysis. In patients 
with SS, 96% experience peripheral joint pain, while 1.8% de-
velops arthritis. Reports indicate that arthritis rates can be as 
high as 70% [22,23]. 
In our case, the patient also presented with peripheral joint 
pain, including morning stiffness in both hands and chronic 
pain in the PIPs for years. Additionally, our patient exhibited 
axial skeleton involvement, a condition that is relatively rare 
among those with SS. Although sacroiliitis and facet joint syn-
drome could potentially be attributed to age-related degenera-
tion [5,8-10,24], several factors raised the possibility that SS 
may play a significant role in the coexistence of these condi-
tions like our case. We will explore these factors in detail in the 
following discussion.

With respect to the facet joint syndrome, the LFJ is unique as 
the only pure synovial joint within the spine, undergoing a de-
generative course akin to that observed in appendicular joints, 
which course encompasses the changes in joint capsule, sub-
chondral bone, cartilage, synovium, and adjacent soft tissues 
[24]. Therefore, it is plausible that SS may also lead to the de-
velopment of LFJ syndrome, as synovitis in appendicular joints 
is a common symptom of SS. Moreover, the primary etiology 
of the facetogenic pain is degenerative osteoarthritic changes 
of the facet joint, which condition is intimately linked to the 
degeneration of the spinal discs, a process often correlated with 
significant physical labor performed before the age of 20 [24]. 
Our patient is a housewife with no history of heavy labor or 
intervertebral disc degeneration, we have excluded these men-
tioned common causes, leading us to consider that SS may play 
a key role in the development of her skeletal disorders. 

Next, we address the characteristics of sacroiliitis. The co-
existence of Inflammatory Back Pain (IBP) and SS was first 

described in 2006 by Chang et al. [26], who identified this co-
existence as an unusual discovery. Eren et al. [27] found lately 
that patients with primary SS had a elevated prevalence of IBP 
(24.7% vs. 4%) and sacroiliitis (10.5% vs. 2%) compared to 
controls. Ankylosing spondylitis is the primary disorder as-
sociated with IBP and sacroiliitis [28,29]. However, our case 
developed sacroiliitis in the absence of ankylosing spondylitis 
and with negative HLA-B27 status, suggesting that SS may 
contribute to the development of sacroiliitis.

This case is notable for identifying a symphysis pubis lesion 
via SPECT/CT imaging. While the etiology of osteitis pubis 
(pubalgia) is unclear, it is commonly linked to repetitive trau-
ma and shear forces across the symphysis pubis in athletes [30-
34], often due to opposing forces from the rectus abdominis 
muscles and the adductor longus during activities like kicking 
or rapid directional changes [35]. It is widely accepted that le-
sions in the symphysis pubis are closely related to the muscles 
attached to this anatomical site. Traditionally, osteitis pubis is 
observed more frequently in men than in women, with previ-
ous studies indicating a prevalence 2 to 5 times higher in men 
[36]. Notably, our patient is a non-athletic female housewife, 
making it challenging to attribute her symphysis pubis lesion 
to the athletic-related causes. This necessitates consideration of 
other, less common pathological conditions. In this context, it 
is plausible that the lesion may be associated with SS, suggest-
ing a potential impact of SS on the axial skeleton that has not 
been extensively recognized.

However, there are some contradictions to consider. Firstly, 
facet joint syndrome is characterized by cartilage erosion and 
inflammation [3], whereas SS typically leads to non-erosive 
synovitis [37]. Although rare, there are instances of SS present-
ing with erosive arthritis, so it cannot be entirely ruled out that 
SS may lead to facet joint syndrome [38]. Secondly, patients 
with SS may develop autoimmune thyroiditis, which can result 
in hypothyroidism [39]. In our case, she had autoimmune thy-
roiditis. Thyroid hormones have been known to affect the cell 
proliferation and tissue differentiation of bone/cartilage cells, 
and the hypothyroid state appears to induce decreased bone 
resorption and turnover [40], which contradicts the pathologi-
cal phenomena observed in facet joint syndrome. Facet joint 
syndrome is typified by increased subchondral bone resorption 
and turnover [24]. Based on the above, it is evident that the thy-
roiditis associated with SS is unrelated to facet joint syndrome, 
and SS does not affect the facet joints through this pathophysi-
ology.

Conclusion
Although there are some facts that SS might contribute to the 
development of facet joint syndrome and sacroiliitis, further 
research is needed to verify this association. We might be able 
to investigate this by collecting data from patients who have 
all three conditions and confirming whether they developed 
these diseases without exposure to risk factors for degenera-
tive arthritis. Facet joint syndrome and sacroiliitis significantly 
impact patients' quality of life. If SS is indeed a risk factor 
for these conditions, physicians should inform and work with 
patients who have SS early on to prevent or delay the onset of 
these diseases. When managing patients with SS who present 
with LBP, the pathology of the symphysis pubis should also be 
considered. Skeletal bone scan is a very useful tool in scinti-
graphic rehabilitation for early detection of clinical disorders.
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