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OsTEITIS PuBIS - AN IMPORTANT PAIN GENERATOR IN WOMEN
WITH LOWER PELVIC OR ABDOMINAL PAIN: A CASE REPORT AND

LITERATURE REVIEW.

Nameer R. Haider, MD, Rizwan A. Syed, MBBS, MPH, and Debra Dermady, MS, ANP

Background: Osteitis pubis is an asep-
tic painful inflammatory condition of the
symphysis pubis, surrounding muscles, and
tendons. It was first described in 1924 in pa-
tients who had suprapubic surgery. Inflam-
mation and trauma have been attributed to

be causative factors in previous individual
case reports and small case series. Osteitis
pubis is frequently misdiagnosed and is diffi-
cult to treat once it becomes chronic.
Results and Conclusion: Osteitis pubis
is often a missed entity although pelvic x-ray,

scintigraphy, or a diagnostic/therapeutic ste-
roid and anesthetic injection into the sym-
physeal plate can be implemented to diag-
nose and treat it.
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Osteitis pubis is an aseptic painful
inflammatory condition of the symphy-
sis pubis, which has an insidious onset
and is characterized by erosion of one or
both joint margins followed by sclerosis.
It is self-limiting in the majority of cas-
es and may take from a few months to
years to resolve (1). It was first described
in 1924 by Beer, a urologist who present-
ed patients with osteitis pubis after supra-
pubic surgery. At that time it was attribut-
ed to a subacute infection (2). The litera-
ture described osteitis pubis as a difficult
to diagnose and hard to treat chronic con-
dition (3). In the late 1950’s, osteitis pu-
bis was considered to be a complication
of urologic or gynecologic surgeries (1, 2),
childbirth, athletic activities, major trau-
ma, rheumatologic disorders, or repeated
minor trauma (1).

Osteitis pubis is more prevalent in
people playing sports that involve kicking
(football, soccer), marathon runners and
basketball players. Other causes include
childbirth in women, traction micro trau-
ma, instability of the sacroiliac joint and
of the symphysis pubis (1). Although the
incidence of osteitis pubis in athletes has
been reported between 0.5% to 7%, the
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prevalence in general population has not
been reported (3).

Osteitis pubis is more common in
men aged 30-40 years, while women are
usually effected in their mid 30s. Symp-
toms include pain while walking, climb-
ing stairs, Valsalva maneuvers, and sneez-
ing. A clicking sensation may be noticed
when rising from a sitting position (1).
The radiological findings include margin-
al irregularity, sclerosis of pubic symphy-
sis and osteophyte formation. Occasional-
ly, there may be more than 2mm cepha-
lad translation of one of the superior pu-
bic rami and Symphyseal cleft widening of
more than 10mm (1, 3).

Anatomically the symphysis pubis is
a fibrocartilaginous joint. Imbalance be-
tween the abdominal and hip adductor
muscles may be a contributing factor in
the etiology of osteitis pubis. Rectus ab-
dominis, external oblique and internal
oblique muscles, conjoined tendon, and
inguinal ligament all have attachments to
the pubic rami. The hip adductor muscles
originate from the superior and inferior
pubic rami (3). The pubic bones and sym-
physis are poorly supplied through the
periosteal vascular plexus. Nerves from
S2,S3 and S4 levels carry parasympathetic
fibers, and sympathetic supply is through
nerves emerging at L1 and L2 levels.

Diagnosis is mostly clinical but can
be confirmed by standard AP X-Ray of the
pelvis, which shows irregularity of corti-
cal margins and bone erosions. Flamingo
views, (AP view with alternating right and
left weight bearing) may show more than
2mm movement of either side of symphy-

sis (3-5). Scintigraphy with Technetium
99m may show increased uptake of iso-
tope by the pubic symphysis (5, 6). MRI
findings include low intensity signal on
T1 weighted and a high intensity signal on
T2 weighted images. Sclerosis has low in-
tensity signal on both T1 and T2 weighted
images (4, 5). Radiological findings may
not match the severity of the disease, and
one can come across these radiological
findings without any clinical symptoms.

The literature review suggests that
osteitis pubis is not an easily diagnosable
disease state and is also difficult to treat
(1). Osteitis pubis has mimicked many
other disease processes leading to unnec-
essary surgeries that include appendec-
tomy (5, 7), hysterectomy in women and
prostatectomies in men (5).

Care should be taken to differenti-
ate osteitis pubis from osteomyelitis of
the symphysis, which presents with fever
and pelvic x-ray films showing mixed le-
sions (lytic and sclerotic) rather than only
sclerotic lesions with marginal irregular-
ity (2, 8).

Case REPORT

At presentation the patient was a
69 year old Caucasian female with com-
plaints of left lower pelvic pain radiat-
ing to left groin. The pain was constant,
of deep boring nature and was worsen-
ing over time. Pain was worse in the eve-
ning and increased with ambulation and
weight bearing. The patient had no rec-
ollection of any significant injury at the
time her pain started.

The patient’s pain started 15 years



146 Haider et al ¢ Osteitis Pubis as Pain Generator

Fig 1. Fluoroscopic image of symphysis pubis with the needle in place, before
injecting contrast

Fig 2. Needle in place with contrast in the articular space of symphysial clefi
confirming the correct needle positioning for steroid and anesthetic injection.
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prior to presentation and she had been
seen by several physicians in multiple spe-
cialties without any specific diagnosis or
relief. She had received spinal transfo-
raminal nerve blocks and facet joint in-
jections, none of which gave her any re-
lief. A gastroenterologist had performed
three colonoscopies with negative out-
come except for non-significant divertic-
ulosis. A gynecologist had performed oo-
phorectomy in 1991 and hysterectomy in
2000 without any relief. A diagnostic ex-
ploratory laparotomy was performed in
2000 with out any positive outcome. The
patient was given a trail of physical ther-
apy, which did not produce any pain re-
lief. The patient did experience tempo-
rary pain relief of short duration with chi-
ropractic manipulation treatments.

On examination a leg length discrep-
ancy was noted with the left leg being 2 cc
shorter, which was thought to be a con-
tributing factor in the development of her
osteitis pubis. On palpation of the lower
anterior abdomen the patient would have
the typical pain which was a deep boring
type but could not be attributed to any
specific organ system. All tests for mus-
culoskeletal system were negative. Plain
x-rays of pelvis and hips exhibited mild
joint space narrowing in the left hip joint
as well as osteitis condensans pubi.

A diagnostic/therapeutic injection
of the pubic symphysis was performed to
confirm the diagnosis. The joint space was
localized using fluoroscopy, and Omnip-
aque-240 contrast, was injected to con-
firm intra-articular placement (Fig 1 and
2). Thereafter a solution of 0.5 cc of ken-
alog-40 and 2cc of 0.5% Marcaine was in-
jected. The injection procedure initial-
ly reproduced the patient’s concordant
pain. Thereafter, the patient had a com-
plete pain relief for four days confirm-
ing her diagnosis as osteitis pubis. The
pain did however return, gradually, at a
lower intensity. After another therapeu-
tic injection, the patient had consider-
able pain relief as documented using a vi-
sual analogue scale. She was able to am-
bulate with less pain, and perform activi-
ties of daily living, which were previously
very difficult.

Discussion

Osteitis pubis should be treated con-
servatively at first. There are a number of
treatments suggested some of which are
controversial, or contradictory. Treat-
ments include: rest, nonsteroidal anti-in-
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flammatory drugs, exercise, physical ther-
apy, chiropractic treatments, radiation
therapy, and oral or injectable corticoste-
roids (6, 7). A recent study performed in
Athletes demonstrated 87.5% improve-
ment after symphysial steroid and anes-
thetic injection (10).

Surgical interventions to treat Oste-
itis Pubis include wedge resection of the
pubic symphysis, which carries risk of
progressive sacroiliac arthrosis and pos-
terior pelvic instability. Another surgical
approach is arthrodesis of the symphysis
pubis, which involves autogenous bone
grafting and plate fixation, and carries
risk of nonunion. A more recent, less in-
vasive procedure is curettage of the sym-
physis (6).

A fluoroscopically guided diagnostic/
therapeutic injection of the symphysis
should be considered in patients suffer-
ing from osteitis pubis. During joint in-
jection there may be reproduction of con-
cordant pain, followed by pain resolution
as the anesthetic takes effect, similar to the
impingement test, where injection of an-
esthetic beneath the anterior acromion re-
lieves pain in cases of shoulder impinge-
ment syndrome (9). Misdiagnosis of os-
teitis pubis may lead to patients receiving
many unnecessary diagnostic and thera-
peutic surgical procedures without any
pain relief.

CONCLUSION

Osteitis pubis should be kept in mind
in the differential diagnosis of lower pel-

vic and lower abdominal pain. Thorough
history taking and clinical examination
are imperative in developing a proper dif-
ferential diagnosis. Initial diagnostic test-
ing may include X-Rays and bone scan.
If clinical suspicion for osteitis pubis ex-
ists, a fluoroscopically guided diagnostic/
therapeutic injection with steroid and an-
esthetic may confirm and potentially treat
the condition. This treatment approach
may reduce undue diagnostic testing, in-
vasive procedures, surgeries, and long
term debilitation.
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