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A 97 year old female presented to our facility following a fall. Her 
past medical history is notable for previous left hip fracture, 
osteoporosis, hypertension, anemia, and previous vertebral body 
compression fracture. At that time she was diagnosed with a right 
pelvis fracture, specifically; a nondisplaced right acetabular fracture 
and right pelvic rami fracture. The patient was evaluated by 
orthopedic service who noted several previous procedures involving 
the right hip including short intramedullary nail on right hip and a 
lateral plate due to right distal femoral supracondylar fracture and 
left intertrochanteric fracture. The patient was managed 
conservatively and discharged to acute rehab. She continued to 
experience right hip pain that was greater at night and exacerbated 
by movement. The pain improved with heat, acetaminophen, and 
other pain medication. Since her fall, she continues to struggle with 
activities of daily living, specifically bathing, using the toilet, and 
getting dressed.

She continued to experience pain and underwent further work up 
including a computerized tomography (CT) of the Lumbar spine. This 
imaging was notable for old right sacral alar wing fractures that 
corresponded with a CT done 2 months prior. The bone displayed a 
mixed sclerotic and lytic pattern which raised concern for pathologic 
bone. At that time, a bone scan was recommended due to concern for 
Paget’s disease. The bone scan revealed increased uptake involving 
bilateral wings with horizontal bridging region between sacroiliac 
joints. Given this finding and the patient’s history, there was concern 
for insufficiency fractures. 
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CT scan at the level of the sacrum (Figure 1) showed mixed sclerotic 
and lytic pattern of the sacral bone, resembling pathologic bone, 
which prompted recommendation for bone scan to exclude polyostotic 
disease and possible Paget's disease.

Increased radiotracer uptake was noted involving bilateral sacral 
wings with bridging horizontally distributed region of increased uptake 
between the sacroiliac joints, compatible with "Honda Sign" of 
insufficiency fracture (frontal view Figure 2, and oblique view Figure 
3).
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Sacral insufficiency fractures present a diagnostic challenge due 
to their difficulty in visualizing and detecting. Moreover, many 
patients with insufficiency fractures also have synchronous 
diagnosis of osteopenia or osteoporosis, which reduce anatomic 
sensitivity, and are commonly found in an advanced age group 
who are at risk of malignancies such as Paget’s Disease and 
metastatic osseous lesions. Back pain in the elderly is also 
frequently attributed to degenerative changes of the lumbar 
spine, which is much more common, rather than underlying 
pathology. 

The Honda sign or “H sign” is a description term for bilateral 
sacral insufficiency fractures on a nuclear medicine bone scan. 
These fractures have a tendency to be oriented vertically through 
the alae of the sacrum and can have a transverse component 
running between them. This leads to the visualization of a capital 
letter ‘H’ from accumulation of radioisotope in these regions. 
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