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BtIc/lgrfnlnd: A 55-year-old woman was seen for pubic symphysis tendemess that started 3 weeks after 
bladder suspension surgery for urinary incontinance. A diagnosis of osteitis pubis was made based on the 
results of the physical, radiographic, and laboratory examinations. The paucity of information on this topic 
in primary care textbooks prompted a literature review of the subject. 

Metbotb: A computer-assisted literature search of the MEDLINB fUes from 1966 to the present was 
performed using the terms "osteitis," "osteomyelitis," and "pubic symphysis." Older documents and papers 
of related interest were obtained by cross-reference of the bibliographies of the articles generated by the 
seardt. 

Relfllts _4 Ctmeluskms: Osteitis pubis is an infrequent complication of pelvic surgery, parturition, or 
athletic activities. The diagnosis is made on the basis of the typicalftndings of pubic tendemess and pain on 
hip abduction that occurs a few weeks following the inciting event. Initial treatment consists of rest, physical 
therapy, and oral nonsteroidal or glucocorticoid anti-inflammatory medications. The use of intra-articular 
glucocorticoid injections is controversial. Surgery is rarely indicated and should be reserved for patients 
who have severe pain or pubic instability that has not responded to conservative therapy. 0 Am Board Fam 
Prad 1993; 6:492-496.) 

Osteitis pubis is an uncommon inflammatory 
condition of the pubic symphysis that is usually 
triggered by pelvic surgery, vaginal delivery, or 
strenuous athletic activity. Afflicted persons com­
plain of groin pain exacerbated by walking or 
pelvic motion. The erythrocyte sedimentation 
rate (ESR) is usually elevated. Findings on pelvic 
radiographs and bone scans with technetium Tc 
99m methylenediphosphonate (99mTc MDP) are 
usually abnormal, but the radiographic findings 
can be normal early in the course of the disease. 
Osteitis pubis is a clinical diagnosis and is treated 
conservatively with rest, physical therapy, and 
anti-inflammatory agents. The prognosis is gen­
erally good, and complete resolution of pain oc­
curs within 6 to 12 months. Because osteomyelitis 
of the symphysis pubis is treated aggressively with 
surgical debridement and intravenous antibiotics, 
this diagnosis must be excluded before starting 
therapy for osteitis pubis. 
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Case Report 
The patient, a 55-year-old gravida 9, para 6, 
woman, had an uncomplicated Marshall-Marchetti 
bladder suspension for urinary stress inconti­
nence. Three weeks following the procedure, she 
complained of increasing anterior pelvic pain 
and associated groin pain with walking. A pelvic 
sonogram was unremarkable, and her ESR was 
53 mmIh. She was treated with two 6-day courses 
of methylprednisolone (Medrol Dosepak), as well 
as 2 weeks of naproxen (Naprosyn) without im­
provement. Six weeks following her operation she 
came to her family physician complaining of 
worsening pelvic pain. She denied having any 
fever, dysuria, or vaginal discharge. 

She walked with a slow, wide-based, waddling 
gait, keeping her knees and hips slightly flexed. 
Her os pubis was tender to palpation, and pres­
sure on her anterior superior iliac spine produced 
pain in the region of the pubic symphysis. Pas­
sive movement of her hip joints caused a similar 
pain. Her white cell count was 15.8 X I091L 
(15 ,800/mm3) with a left shift. Her ESR was 
35 mmIh. Results of a urinalysis and findings on a 
pelvic radiograph were normal (Figure 1). 

A pelvic magnetic resonance image was ob­
tained to try to exclude the possibility of a pelvic 
abscess. STIR (short TI inversion recovery) im­
ages showed inflammatory changes of the pubic 
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Figure 1. Initial pelvic: radiograph (taken 3 weeks after . 
the onset of symptoms) showing normal pubic: symphysis. 

symphysis and surrounding tissue. These changes 
were believed to be consistent with either osteitis 
pubis or osteomyelitis of the symphysis pubis. To 
differentiate between these two conditions, a 
fine-needle aspiration of the pubic symphysis 
was performed. Histologic examination of the re­
trieved tissue showed inflammatory cells without 
bacteria. Cultures for fungal, tuberculous, and 
anaerobic and aerobic organisms were sterile. 
The patient was treated with physical therapy, 
etodolac (Lodine), and acetaminophen with oxy­
codone (Tylox). During the next 6 months her 
symptoms gradually resolved. Subsequent pelvic 
radiographs showed widening of the symphysis 
pubis with irregularity and sclerosis of the bony 
margins (Figures 2-4). Her ESR returned to nor­
mal. On two separate occasions during the early 
phase of her recovery, she developed urinary tract 
infections caused by Pseudomonas aerugmosa. Both 
episodes were treated successfully with 10-day 
courses of oral ciprofloxacin (Cipro). 

Discussion 
Osteitis pubis was first described in the English 
literature by Beer,l a urologist, in 1924. He noted 
that the disease followed suprapubic operations. 
The most characteristic symptom he reported 
was severe pain in the symphysis brought on by 
movement of the trunk or pelvis. He observed 
that subsequently the condition extended to the 
pubic ramis so that the thigh adductor muscles 
were involved, resulting in pain with leg move­
ment. These symptoms did not begin until 3 or 
4 weeks after the surgery. Physical signs, he 

noted, were minimal, consisting mainly of tender­
ness over the pubic symphysis. 

Since Beer's time little has been added to his 
original description. Osteitis pubis has now been 
reported in association with parturition, trauma, 
nonurological surgery, arthritic disorders, and 
athletic activities, especially running or kicking.2-6 

At times, no inciting factor is found.3,7 The dis­
ease occurs in men and women. In some case 
series a female predominance has been re­
ported,2,3,6 whereas others have observed the dis­
ease more often in men.S,8 There have been no 
published accounts of osteitis pubis in the pediat­
ric literature, but there have been several reports 
of pelvic osteomyelitis in children who have ster­
ile blood and bone cultures.9,10 

Many have observed that affected patients have 
a shuffling or waddling gait.3,6,8 Occasionally pa­
tients complain of a clicking sensation in the sym­
physis pubis when walking on uneven ground or 
on rising from a chair.3,ll,12 Physical findings as­
sociated with osteitis pubis are listed in Table 1. 
Pubic tenderness is present in 25 to 70 percent of 
patients.3,s Fever, usually absent, would suggest 
osteomyelitis. 

Diagnostic studies can help confirm the clinical 
diagnosis, although most abnormalities are not 
specific for osteitis pubis. An ESR of more than 
20 mmJh (Westergren method) can be pres­
ent.3,7,12,13 Early on, findings on the anteroposter­
ior pelvic radiograph can be normal. WIthin a few 
weeks of the onset of symptoms, however, bilat­
eral rarefaction, erosion of the symphysis mar-

Figure 2. Pelvic radioanph 1aken 2 months after the 
oaset of symptoms. Now the widening of the pubic: 
symphysis and the irregular margins of Joint. 
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Figure 3. Pelvic radiograph taken 6 mon1hs after the 
onset of symptoms. Note the sclerosis of tile margins of 
the pubk symphysis. 

gins, and widening of the joint space are seen. 
Several months later, the radiograph shows nar­
rowing of the joint space with sclerosis of the 
adjacent pubic bones.3,5,6,8,ll,12 A 99mTc MOP 
bone scan showing increased isotope uptake by 
the symphysis is often observed.5,14 ' 

The differential diagnoses of osteitis pubis are 
listed in Table 2.12,14 Medical history, examina­
tion, laboratory testing, and radiography are usu­
ally sufficient to make the diagnosis. Osteomyeli­
tis of the symphysis pubis is the most difficult 
condition to exclude. The signs and symptoms 
of osteomyelitis - anterior pelvic pain, spasm of 
the hip adductor and rectus abdominis muscles, 
and wide-based gait - mimic those of osteitis 
pubis.12,15,16 Radiographic and bone scan findings 
are likewise similar. 12,17,18 Patients with osteomy­
elitis might be afebrile and have a normal white 
cell count, although the ESR is almost always 
elevated.15-18 Unilateral involvement or the dem­
onstration of a sequestrum on the pelvic radio­
graph suggests osteomyelitis.3,15,16 If the diagnosis 
is in question, a needle aspiration or bone biopsy 
should be done to obtain material for culture.l5-18 

The exact pathogenesis of osteitis pubis is un­
clear. Three factors - antecedent trauma, venous 
stasis, and low-grade infection - have been pres­
ent in varying degrees in most patients with oste­
itis pubis. Beer1 was the first to theorize that 
indirect injury of the pubic attachment of the 
rectis abdominis muscle caused osteitis pubis. His 
view has been supported by most authors,3-7,ll-14 
although the disease in athletes might result from 
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a periostitis of the pubic symphysis caused by 
a mechanical strain of the gracilis muscle. 19 

Steinbach, et a1.20 were the first to demonstrate 
that patients with osteitis pubis had impaired ve­
nous flow from the pubic bone. Holmgren21 and 
Mynors22 noted dramatic relief of pain in patients 
treated with heparin, lending support to the idea 
that osteitis pubis is caused by pubic thrombosis. 

There is still controversy concerning the role 
infection plays in the genesis of osteitis pubis. 
Many authors have noted that patients with ostei­
tis pubis have an associated urinary tract infec­
tion.3,7,23,24 Others have not found evidence of 
infection.2,4,6,ll,13,14 Attempts to reproduce ostei­
tis pubis in animals by bacterial inoculation were 
unsuccessful.25 Bone biopsy of patients without 
obvious osteomyelitis have shown marrow fibro­
sis with plasma cell and lymphocyte infiltration, 
suggesting chronic inflammation without acute 
infection.3,6,16 

The prognosis for patients with osteitis pubis is 
generally good. Gradual resolution of symptoms 
taking 3 to 12 months is the rule, although a few 
patients will continue to have pain for several 
years following the initial onset.l-3,5,8,ll,19-21,23 

The therapeutic regimens that have been tried 
for the treatment of osteitis pubis include body 
cast immobilization, vitamin B complex injec­
tions, antibiotics, physical therapy, rest, radiation 
therapy, adrenocorticotropic hormone injection, 
intravenous heparin, nonsteriodal anti-inflamma­
tory agents, surgery, and intralesional, oral, and 
intravenous glucocorticoids.1-ll,13,14,19-25 To date 

Figure 4. Pelvic radiograph taken 8 mon1hs after the 
onset of symptoms. Note the sclerosis of tile margins of 
the pubic symphysis, as well as the Joint narrowing. 
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1Bble 1. Physical Fmdings Assodated with Osteitis 
Pubis (listed m order of most frequent to least 
frequent finding). * 
Finding 

Pubic symphysis tenderness 

Adductor longus tenderness 

Restricted hip abduction or rotation 

Pain on pelvic compression 

Gait disturbance 

Hip muscle weakness 

Pubic symphysis instability or audible "click" 

Percent 

27-68 

41 

2S-40 

24 

22 

14 

9 

"Adapted from Coventry and Mitcheltl and Fricker, et aI. S 

no single method has been shown to be superior 
to others, and some might be harmful. The most 
recent reports have recommended a combination 
of rest, physical therapy, and oral nonsteroidal or 
glucocorticoid anti-inflammatory medications.4,5,19 
The use of intra-articular glucocorticoid injec­
tions is controversia1.5,ll,13,14 Surgery is rarely in­
dicated and should be reserved for patients who 
have severe pain or pubic instability that has not 
responded to conservative therapy.2,3,5,ll Because 
of the infrequency of the disease, there have been 
no randomized, controlled trials to evaluate the 
merits of various treatment protocols. 

There are few long-term complications of os­
teitis pubis. Chronic pain and hip stiffness appear 
to be the only major residual problems, and both 
occur infrequendy. During the acute phase, a con­
comitant urinary tract infection might be present 
and, if so, should be treated.3,5,7,23 Athletes with 

1Bble 2. Di1ferentlal Diagnosis of Osteitis Pubis. * 
Osteomyelitis of the symphysis pubis 

Ankylosing spondylitis 

Reiter syndrome 

Adductor muscle strain 

Gout 

Pseudogout (calcium pyrophosphate disease) 

Hyperparathyroidism 

Prostatitis 

Orchitis 

Urolithiasis 

Primary or metastatic cancer 

Symptomatic sepal'lltion of the symphysis due to pregnancy 

"Adapted from Sequeil'll12 and Koch andJackson.14 

osteitis pubis can usually return to sports activities 
after 2 to 4 months, although repetitive trauma, 
such as kicking or running, might reactivate 
symptoms.5,19 

Conclusion 
Osteitis pubis is an infrequent complication of 
pelvic surgery or trauma resulting from parturi­
tion or athletic activities. The diagnosis is made 
on the basis of the typical findings of pubic ten­
derness and pain on hip abduction that occur a 
few weeks following surgery or trauma. Labora­
tory and imaging studies are oflimited use but can 
be helpful in excluding other more serious condi­
tions, such as osteomyelitis of the pubic symphysis 
or a malignant growth. The treatment is conser­
vative and supportive. Family physicians, because 
of their training in urology, gynecology, obstet­
rics, and sports medicine, should be well equipped 
to diagnose and treat osteitis pubis. 
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