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Abstract.
BACKGROUND: Sacroiliac joint dysfunction is a common cause of low back pain. Injection of autologous platelet rich fibrin
(PRF) and platelet rich plasma (PRP) in the affected joint is a new option in this disorder management.
OBJECTIVE: To compare platelet concentrates (PRP and PRF) in injectable form in sacroiliac joint dysfunction.
METHODS: This is a non-randomized controlled trial between two groups (124 PRF patients and 62 PRP patients). All cases
are treated by sacroiliac joint injection for sacroiliac joint pain.
RESULTS: Over 6 months of follow-up, there were statistically significant improvements in participants who received SIJ PRF
injection with regards to pain measured by the Visual Analogue Scale (VAS), in comparison to PRP. In the two groups (PRF and
PRP), there was significant difference in the post 2 VAS (6 months after the procedure) as the P value was 0.045. There was
no significant difference in the pre VAS (P value of 0.909) and post 1 VAS (one month after the procedure) as the P value was
0.154. No adverse events of infection, neurologic injury, or any other complication were reported following the injection.
CONCLUSIONS: Participants who received SIJ PRF experienced significant clinical improvement compared to those who
received PRP in the late follow-up.
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1. Introduction

The S-shaped sacroiliac joint (SIJ) between the
sacral and iliac auricular surfaces is a synovial articu-
lation. In both sexes, with age and mechanical stresses,
and in some inflammatory conditions, gradual oblitera-
tion and fibrous adhesions occur. These changes occur
earlier in males, and after the menopause in females.
The joint may be completely fibrosed and sometimes
even ossified in old age [1].

The SIJ dysfunction diagnosis is a diagnosis of ex-
clusion. Other causes of pain such as spinal stenosis,
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disc herniation, and facet syndrome must be excluded
first. The presentation is usually with pseudoradicu-
lopathy (pain in the buttocks, front of the hip joint and
lateral thigh till the knee). Various tests (e.g., Patrick’s
test, compression test, distraction test, Gaenslen’s test,
thigh thrust test, pain with pressure application to the
SI joint) have been done to diagnose SI joint pain, but
these tests are not sure signs for diagnosis. Injection of
the SIJ is a diagnostic and therapeutic procedure [2].

The search for ways to accelerate regenerative and
healing processes in degenerated or destroyed tissues is
a constant in medical research and treatment. The use
of autologous platelet concentrates represent a promis-
ing and innovative tools. Injection of a high concentra-
tion of growth factors directly into the sacroiliac joint
will start a healing process in the injured collagen and
degeneration. Injection of platelet rich fibrin (PRF) and
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Table 1
General inclusion and exclusion criteria set

Inclusion criteria Exclusion criteria
– Low back pain > 6 months.
– Failure of conservative treatment.
– Absent contraindications.
– Positive diagnostic injection.

– Bleeding disorders.
– Undergoing anticoagulation therapy.
– Pregnancy.
– Presence of infection.
– Any psychiatric condition.

Fig. 1. Showing the needle inside the sacroiliac joint in a case of post
fixation sacroillitis.

platelet rich plasma (PRP) has proved to be safer and
more cost-effective than other treatment options for
both the short and long term [3].

The use of platelet aggregates in injectable form is
worldwide, in orthopedics and plastic surgery, with fa-
vorable results. The injectable PRF (I-PRF) is a new
alternative to PRP and to the clot form of platelet ag-
gregate. Its uses in spine practice are new, innovative
and promising [3].

The aim of this study was to present our experience
using and comparing these platelet concentrates (PRP
and PRF) in liquid (injectable) form in cases of sacroil-
iac joint dysfunction. The technique, safety and effi-
cacy are be reported below.

2. Material and methods

2.1. Study design

This was a prospective, controlled study of partic-
ipants with sacroiliac joint dysfunction treated with a
PRP or PRF injection. The study aim and design were
approved by the medical and ethical committee of the
Neurosurgery Department, Faculty of Medicine, Cairo
University.

2.2. Primary hypothesis

Comparative study between single injection of au-
tologous PRP or PRF into symptomatic sacroiliac joint
will improve participant-reported pain and function.

2.3. Study protocol

Participants with a history of chronic pain of sacroil-
iac joint etiology who met the inclusion and exclusion
criteria were recruited. Participants were evaluated by
2 different spine surgeons.

2.4. Study population

Three hundred out of 4815 patients were assessed
for eligibility at Kasr Al Aini one-day spine outpatient
clinic between May 2016 and September 2017, based
on the general inclusion and exclusion criteria set Ta-
ble 1. 186 patients met the inclusion criteria and were
included in the study. They are comprised of 124 PRF
patients and 62 PRP patients.

General demographic information, including age
and gender, as well as baseline outcome scores, were
obtained from participant charts and questionnaires.
Baseline information was obtained from each partic-
ipant through the Visual Analogue Scale. At enroll-
ment, typically 2 weeks before treatment, participants
provided informed consent, a baseline assessment, and
blood samples via venipuncture to assess white blood
cell count, erythrocyte sedimentation rate, prothrom-
bin time, and International Normalized Ratio (INR) to
ensure all values were within normal limits.

2.5. Methods

Patients were diagnosed with sacroiliac joint dys-
function pain by clinical means, imaging, and exclu-
sion of other structures. All patients had at least three
positive provocative tests (Patrick’s test, compression
test, distraction test, Gaenslen’s test, thigh thrust test,
pain with pressure application to the SI joint). Diag-
nostic injection was given in all cases. Patients under-
went a single treatment of injection of PRF or PRP in
single or both joints (Figs 1 and 2).

2.5.1. Preparation of liquid (injectable) platelet-rich
fibrin (I-PRF)

Platelet-rich fibrin (PRF) is a new generation of
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Fig. 2. The needle inside the sacroiliac joint.

platelet concentrates, with simplified processing and
is without biochemical blood handling. It is just cen-
trifuged blood without any additions, avoiding all the
law restrictions related to blood-derived product trans-
fusions.

After collecting samples in three tubes (9 ml) with-
out additives, the three tubes are placed in the hori-
zontal centrifuge for two minutes at 3300 rpm, with
a tube filled with water in order to maintain the bal-
ance during centrifuging. The period between obtain-
ing the blood samples and the beginning of centrifu-
gation must be very short. The tubes are arranged in
the centrifuge opposite each other. Then, it is possi-
ble to observe an orange color area in the tube (i-PRF)
and the remaining blood materials below (Fig. 3). The
tubes are opened carefully to avoid homogenization of
the material. Using a 20 ml syringe with a 18 G hypo-
dermic needle, the i-PRF is collected from the tubes.

2.5.2. Preparation of platelet-rich plasma (PRP)
A simplified technique for the extraction of PRP

is the Gravitational Platelet Separation (GPS) system.
The system is combined of a disposable GPS tube
which is used with a bench-top centrifuge. Six ml of
anticoagulant citrate dextrose solution is aspirated into
a 60 ml syringe. This is followed by aspiration of 54 ml
of whole blood. The mixture is shaken to mix the an-
ticoagulant with the blood. Then, the blood is cen-
trifuged for 12 min at 3200 rpm using a bench-top cen-
trifuge. Then, it is possible to observe an orange color
area in the tube (PRP) and the remaining blood mate-
rials below. Extraction of PRP is done with a separate
luer-lock connection with a 30-ml syringe. The tube is
shaken for 30 seconds, and the suspended platelets are
now in the remaining plasma. Using a second luer-lock
connection, the PRP is extracted with a 10-ml syringe.
Calcium gluconate was added to activate and initiate
the last phase of PRP preparation (Fig. 3).

The participant was taken to the interventional pro-
cedure suite and placed prone on the fluoroscopy ta-

Fig. 3. The prepared fluid form of PRF and PRP.

ble. After a standardized sterile preparation, local anes-
thesia is administered. A 20 gauge spinal needle was
advanced into the sacroiliac joint. Anteroposterior flu-
oroscopic imaging confirmed proper needle position.
Follow-up questionnaires were then administered post-
operatively.

2.6. Statistical analysis

Overall summary statistics were calculated in terms
of means and standard deviations for continuous vari-
ables and frequencies, and percentages for discrete
variables. Comparison of numerical variables between
the study groups was done using Student’s t-test for
independent samples. For comparing categorical data,
Chi-Square (χ2) test was performed. The exact test
was used instead when the expected frequency is less
than 5. Correlation between various variables was mea-
sured using Spearman’s Rank correlation equation. P
values less than 0.05 were considered statistically sig-
nificant. All statistical calculations were performed us-
ing the computer program IBM SPSS (Statistical Pack-
age for the Social Science; IBM Corp, Armonk, NY,
USA) release 22 for Microsoft Windows.

2.7. Outcome measures

The assessment before the procedure and the out-
come were done using the Visual Analogue Scale. The
outcome was assessed one month (post 1 VAS) and six
months (post 2 VAS) after the procedure.

3. Results

3.1. Comparison between PRF and PRP concerning
pre VAS, post 1 VAS and post 2 VAS

For PRF group, the mean pre VAS (VAS before the
procedure) was 8.28 and the mean post 1 VAS was 5.06
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Table 2
Comparison between PRF and PRP concerning pre VAS, post 1 VAS and post 2 VAS

Pre VAS Post 1 VAS Post 2 VAS
Total

Mean 8.28 5.20 4.81
Number 186 186 186
Standard deviation 0.453 1.818 1.864
Minimum 8 1 1
Maximum 9 8 8
Median 8.00 5.00 5.00

PRF
Mean 8.28 5.06 4.61
Number 124 124 124
Standard deviation 0.452 1.869 2.003
Minimum 8 1 1
Maximum 9 8 8
Median 8.00 5.00 5.00

PRP
Mean 8.29 5.47 5.19
Number 62 62 62
Standard deviation 0.458 1.696 1.491
Minimum 8 1 3
Maximum 9 8 8
Median 8.00 5.00 5.00

Table 3
Comparison between PRF and PRP concerning post 1 VAS and post 2 VAS in the age groups 20–40 and 40+

Age 20–40 years Age 40+
Group Post 1 VAS Post 2 VAS Post 1 VAS Post 2 VAS
PRF Mean (SD) 5.00 (2.1) 4.11 (2.1) 5.09 (1.8) 4.82 (2.0)

N 36 36 88 88
Median (range) 5 (1–8) 3 (1–8) 5 (1–8) 5 (1–8)

PRP Mean 5.25 (2.3) 5.00 (1.0) 5.57 (1.4) 5.29 (1.7)
N 20 20 42 42
Median (range) 5 (1–8) 5 (4–8) 5 (3–8) 5 (3–8)

Values are expressed as mean ± SD, SD: standard deviation, N: number.

and the mean post 2 VAS was 4.61. For PRP group, the
mean pre VAS was 8.29 and the mean post 1 VAS was
5.47 and the mean post 2 VAS was 5.19 (Table 2).

In both groups, there was a statistically significant
difference in the relation of post 2 VAS (P value was
0.045). In both groups (PRF and PRP), there is no sig-
nificant difference in the relation of pre VAS (P value
was 0.909) and post 1 VAS (P value was 0.154).

3.2. Comparison between PRF and PRP concerning
post 1 VAS and post 2 VAS in the age groups
20–40 and 40+

In the PRF group in the 40+ age group, the mean
post 1 VAS was 5.09 while the mean post 2 VAS was
4.82. In PRP, the mean post 1 VAS was 5.57 while the
mean post 2 VAS was 5.29. There is no significant dif-
ference between post 1 VAS (P value was 0.128) and
post 2 VAS (P value was 0.184) in both the PRF and
PRP groups (Table 3).

PRF mean at age group 20–40 yrs was 5.00 at post 1
VAS while it was at post 2 VAS 4.11. PRP mean at age
group 20–40 yrs was 5.25 at post 1 VAS while it was
at post 2 VAS 5.00. There is no significant difference
in post 1 VAS (P value was 0.676) and post 2 VAS (P
value was 0.078) between PRF and PRP groups.

3.3. Comparison between the two age groups
concerning post 1 VAS and post 2 VAS in the
PRF and PRP groups

In PRF, the mean post 1 VAS at age group 20–40 yrs
was 5.00 while the mean post 2 VAS was 4.11. In PRF,
the mean post 1 VAS at age group 40+ was 5.09 while
the mean post 2 VAS was 4.82. PRP mean at age group
20–40 yrs was 5.25 at post 1 VAS while it was at post
2 VAS 5.00. PRP mean at age group 40+ was 5.57 at
post 1 VAS while it was at post 2 VAS 5.29. There is
no significant difference between the two age groups
(20–40 and 40+) in the PRF group concerning post 1



M. Mohi Eldin et al. / PRF versus platelet-rich plasma PRP in sacroiliac joint dysfunction 515

Table 4
Comparison between the two age groups concerning post 1 VAS and post 2 VAS in the PRF and PRP groups

PRF PRP
Group Post1 VAS Post 2 VAS Post1 VAS Post 2 VAS

Mean (SD) 5.00 (2.1) 4.11 (2.1) 5.25 (2.3) 5.00 (1.0)
Age N 36 36 20 20
20–40 yrs Median (range) 5 (1–8) 3 (1–8) 5 (1–8) 5 (4–8)

5.09 (1.8) 4.82 (2.0) 5.57 (1.4) 5.29 (1.7)
Mean (SD) 88 88 42 42

Age 40+ N 5 (1–8) 5 (1–8) 5 (3–8) 5 (3–8)
Median (range) 5.00 (2.1) 4.11 (2.1) 5.25 (2.3) 5.00 (1.0)

Values are expressed as mean ± SD, SD: standard deviation, N: number.

Table 5
Comparison between single and bilateral sides concerning post 1 VAS and post 2 VAS in the PRF and PRP groups

PRF PRP
Side Post1 VAS Post 2 VAS Post1 VAS Post 2 VAS
Unilateral Mean (SD) 5.19 (2.2) 4.77 (2.4) 5.55 (1.6) 4.73 (1.0)

N 43 43 22 22
Median (range) 5 (1–8) 4 (1–8) 5 (2–8) 5 (3–8)

Bilateral Mean (SD) 5.00 (1.7) 4.53 (1.8) 5.43 (1.8) 5.45 (1.7)
N 81 81 40 40
Median (range) 5 (1–8) 5 (1–8) 5 (1–8) 5 (3–8)

Values are expressed as mean ± SD, SD: standard deviation, N: number.

VAS and the post 2 VAS, since the P value was 0.807
for post 1 VAS and 0.074 for post 2 VAS. There is no
significant difference between the two age groups (20–
40 and 40+) in the PRP group concerning post 1 VAS
and post 2 VAS, since the P value was 0.490 for post
1 VAS and 0.485 for post 2 VAS (Table 4).

3.4. Comparison between unilateral and bilateral
groups concerning post 1 VAS and post 2 VAS in
the PRF and PRP groups

In the PRF group, the mean post 1 VAS for the uni-
lateral group was 5.19 while the mean post 2 VAS
was 4.77. The mean post 1 VAS for the bilateral group
was 5.00 while the mean post 2 VAS was 4.53. There
is no significant difference in the PRF group between
unilateral and bilateral groups, since the P value was
0.633 for post 1 VAS and 0.567 for post 2 VAS. In the
PRP group, the mean post 1 VAS for unilateral group
was 5.55 while the mean post 2 VAS was 4.73. The
mean post 1 VAS for bilateral group was 5.43 while the
mean post 2 VAS was 5.45. There is a significant dif-
ference in the PRP group between unilateral and bilat-
eral groups concerning post 2 VAS, since the P value
was 0.038, and no significant difference for post 1 VAS
was found, since the P value was 0.0791 (Table 5).

3.5. The relationship of symptom duration and
number of signs to post 1 VAS and post 2 VAS in
PRF and PRP groups

For the PRF and PRP groups, all patients have LBP
pre with local tenderness and there were no com-
plications. The tests used for diagnosing sacroiliac
joint dysfunction were faber, compression, distraction,
Gaenslen’s and thigh thrust tests.

In the PRF group, there is a highly significant differ-
ence between the number of signs and post 1 VAS (P
value was < 0.001) and post 2 VAS (P value was <
0.001). In the PRP group, there is no significant differ-
ence between the number of signs and post 1 VAS (P
value was 0.618) and post 2 VAS (P value was 0.768).
In the PRF group, there is no significant difference be-
tween symptom duration and post 1 VAS (P value was
0.942) and post 2 VAS (P value was 0.502). In the PRP
group, there is no significant difference between symp-
tom duration and post1 VAS (P value was 0.097) and
post 2 VAS (P value was 0.364) (Table 6).

3.6. The relationship of post 1 and 2 VAS with
associated facet syndrome in PRF and PRP
groups

The mean post 1 VAS for the PRF group associ-
ated with the negative facet group was 5.24 and the
mean post 2 VAS was 4.76. The mean post 1 VAS for
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Table 6
The relationship of symptom duration and number of signs to post 1
VAS and post 2 VAS in PRF and PRP groups

Symptom duration Number of signs
PRF

Post1 VAS
R 0.007 −0.723
p value 0.942 < 0.001
N 124 124

Post 2 VAS
R 0.061 −0.710
p value 0.502 < 0.001
N 124 124

PRP
Post 1 VAS

R 0.213 −0.065
p value 0.097 0.618
N 62 62

Post 2 VAS
R 0.117 0.038
p value 0.364 0.768
N 62 62

the PRF group associated with the positive facet group
was 4.71 and the mean post 2 VAS was 4.33. There
is no significant difference in the PRF group between
post 1 VAS and post 2 VAS and associated facet syn-
drome, since the P value was 0.136 for post 1 VAS
and 0.268 for post 2 VAS. The mean post 1 VAS for
the PRP group associated with the negative facet group
was 5.39 and the mean post 2 VAS was 5.12. The mean
post 1 VAS for the PRP group associated with the pos-
itive facet group was 5.62 and the mean post 2 VAS
was 5.33. There is no significant difference in the PRP
group between post 1 VAS and post 2 VAS and facet
syndrome, since the P value was 0.916 for post 1 VAS
and 0.601 for post 2 VAS. There were no other clini-
cal findings in the examination of the patients of both
groups (Table 7).

In the PRF group, there were 35 patients with a pre-
vious history of lumbar surgery. In the PRP group,
there were 15 patients with a previous history of lum-
bar surgery. None of the patients had any history of
previous sacroiliac joint injection. The mean age for
the PRF group was 46 years old and 48 years old for
the PRP group.

4. Discussion

Injection of the sacroiliac joint has been considered
a diagnostic test and a therapeutic procedure. Many in-
vestigators prefer fluoroscopy or CT guidance for ac-
curacy. Clinical efficacy of steroid injection is variable
according to the studies. Some studies reported tran-

sient improvement and other studies reported marked
improvement in low back pain [2].

Recombinant human growth factors are now very
popular in the management of musculoskeletal disor-
ders. PRP is now used frequently for treating cartilage
and tendon abnormalities. The results are promising
but still under evaluation [4].

This study supports the idea of the safety of sacroil-
iac joint injection of PRP and PRF and compares the
outcome achieved by both methods. These procedures
can be done as a day procedure in about 30 minutes.
However, further research is needed to elucidate the
many unanswered questions regarding its use. More re-
search could be done to discover characteristics that
would guide us to the use of injection of intradiscal
PRP and PRF.

In general, a large economic burden could be lifted
from the healthcare system if we achieved an algorithm
that predicts whether a surgical or nonsurgical route
would best suit each patient and which material would
be better for the patient.

Biological therapies such as PRP and PRF not only
offer hope for a cure to one of the most common,
costly and disabling musculoskeletal conditions faced
by clinicians and patients, but may also offer national
healthcare systems a cost-effective, sustainable solu-
tion to the management of LBP [4].

This evolution starts from the late 1990s, with the
release of PRP, followed by the second generation
of platelet aggregates, namely, PRF. These injectable
forms of platelet concentrates are often used in re-
generative procedures and demonstrate good results.
These platelet concentrates proved to enhance accel-
eration in healing of tissues by increasing the concen-
tration of growth factors such as transforming growth
factor-b (TGF-b), insulin-like growth factor-1 (IGF-
1), platelet-derived growth factor (PDGF), vascular en-
dothelial growth factor (VEGF), fibroblast growth fac-
tor (FGF), epidermal growth factor (EGF) and platelet-
derived epidermal growth factor (PDEGF) [3].

The biology of platelet concentrate is still unknown.
The major characteristic of PRF preparation is the
absence of anticoagulant and its simple technique of
preparation. Handling of blood will thus lead to mas-
sive activation of the collected platelets and will also
lead to the release of many cytokines present in it. The
biologic mechanisms of PRF need more research to
correlate them with the clinical results [5].

Studies have shown that PRF can play a role in local
immune regulation. The PRF technique provides more
white blood cells after centrifugation when compared
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Table 7
Post 1 VAS and post 2 VAS relationship with associated facet syndrome in PRF and PRP groups

PRF PRP
Associated facet Post1 VAS Post 2 VAS Post1 VAS Post 2 VAS
Negative

Mean (SD) 5.24 (1.8) 4.76 (2.0) 5.39 (1.8) 5.12 (1.3)
N 82 82 41 41
Median (range) 5 (1–8) 5 (1–8) 5 (1–8) 5 (3–8)

Positive
Mean (SD) 4.71 (1.9) 4.33 (2.0) 5.62 (1.5) 5.33 (1.9)
N 42 42 21 21
Median (range) 5 (1–8) 5 (1–8) 5 (2–8) 5 (3–8)

P value 0.136 0.268 0.916 0.601

Values are expressed as mean ± SD, SD: standard deviation, N: number.

with the PRP technique. A major difference between
PRP and PRF is the method of gelification. PRP needs
to be combined with calcium chloride and thrombin to
initiate the last phase of fibrin polymerization and co-
agulation. Low concentrations of thrombin as in PRF
determine the development of a flexible network, and
favour the cytokines entrapment and cell migration.
This fibrin network is quickly invaded by leucocytes
that are highly present in PRF. PRF plays a role as a
chemotactic signal for stem cells [6].

In the literature, we could not find a large number
of studies in this line of management. Our study was
one of the earliest studies on this subject. The purpose
of this study was to introduce and summarize the com-
parison between sacroiliac joint injection of PRP and
PRF, which showed better results for PRF. For the PRF
group, the mean pre VAS was 8.28, the mean post 1
VAS was 5.06 and the mean post 2 VAS was 4.61. For
the PRP group, the mean pre VAS was 8.29, the mean
post 1 VAS was 5.47 and the mean post 2 VAS was
5.19. For both groups, all patients had local tenderness
and there were no complications.

Hans et al. conducted a systematic review to eval-
uate the efficacy of therapeutic sacroiliac joint injec-
tions. Eleven studies were included in the review. The
review showed that the evidence for cooled radiofre-
quency neurotomy in sacroiliac joint pain is fair. The
evidence for efficacy of steroid injections whether in-
traarticular or periarticular is limited. The evidence for
efficacy of conventional radiofrequency neurotomy or
pulsed radiofrequency is poor [7].

Twenty-two patients with sacroiliac joint pain
(seronegative spondyloarthropathy) were evaluated in
a study conducted by Maugars et al. A total number
of 42 fluoroscopic guided steroid injections without
local anesthetic were performed. 80–100% relief was
present in 16 patients and 70–80% relief was present
in three patients. The minimum duration of pain relief

was one month. The mean duration of improvement
was 8.464.5 months (range 1–15 months) [8].

A retrospective review was conducted by Slipman
et al. with 31 patients complaining of sacroiliac joint
pain. The diagnosis was based on a physical exami-
nation with no improvement after 4 weeks of physical
therapy. Diagnostic injection with 2% lidocaine was
performed for these patients. All patients had a positive
diagnostic test which was defined as more than 80%
relief at the immediate post-injection visit. Fluoro-
scopic guided intra-articular therapeutic SIJ injection
was done for these patients. The injection was done us-
ing a mixture of 2.0 mL betamethasone sodium phos-
phate and acetate suspension, 6 mg/mL, and 0.5 mL
2% lidocaine hydrochloride. The average of therapeu-
tic injections was 2.14 (range 1–4). The mean VAS
score before the treatment was 74.6 points, which im-
proved by 42.5 points before discharge (a 32.1-point
improvement with a standard deviation of 626.0), and
by 42.3 points (a 31.6-point improvement with a SD
of 620.4) at follow-up. A significant decrease (P >
0.0001) was noted in the VAS score from initial pre-
sentation to the time of discharge and also at follow-
up. The initial mean Oswestry Disability Index (ODI)
was 44.6 points. It improved by 10.9 points (SD 615.3)
and was statistically significant [9].

Gordon et al. conducted a study to evaluate the effi-
cacy of PRP in treatment of sacroiliac joint pain. Short-
form McGill Pain Questionnaire (SFM), ODI and Nu-
meric Rating Scale (NRS) were used to evaluate treat-
ment at initial presentation, 12-months and 48-months
following treatment. There was a statistically signifi-
cant decrease in low back pain one year after treatment
and was evident by a 93%, 88%, and 75% reduction
in the mean SFM (P < 0.0001), NRS (P < 0.001)
and ODI (P < 0.0001), respectively. The improvement
was still present four years after the treatment [10].

In our study, only single injection of PRF or PRP
was done. The mean pre VAS for the PRF group was
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8.28, the mean post 1 VAS was 5.06 and the mean post
2 VAS was 4.61. For the PRP group, the mean pre VAS
was 8.29, the mean post 1 VAS was 5.47 and the mean
post 2 VAS was 5.19. In both groups there is a signif-
icant difference between the post 2 VAS (P value was
0.045) and there is no significant difference in the pre
VAS (P value was 0.909) and post 1 VAS (P value was
0.154).

In conclusion, based on the present findings, we rec-
ommend the use of autologous PRF and PRP in the
treatment of sacroiliac joint dysfunction. It is a promis-
ing line of management and more studies and research
are required to prove its efficacy.
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