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Abstract We present two rheumatoid arthritis (RA)
patients suffering from disturbances of the symphysis pubis.
Radiography revealed one with pelvic ring disruption with
symphysis pubis diastasis, and the other with osteolysis at
both pubic rami and disruption of the superior aspect of the
symphysis pubis. Both cases had received long-term corti-
costeroid therapy, including pulse therapy. We recommend
reducing the corticosteroid dose to prevent disturbances of
the symphysis pubis especially in RA patients on long-term
steroid therapy.
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Introduction

While disturbances of symphysis pubis can be caused by the
physiological pelvic ligament relaxation and increased joint
mobility that occurs during pregnancy, this natural widen-
ing generally decreases following delivery, allowing the
symphysis pubis to fully return to its normal state and
strength.! Although pelvic insufficiency fractures often
occur in postmenopausal osteoporotic patients with rheu-
matoid arthritis (RA),” there are quite few reports of dis-
turbances of symphysis pubis in RA patients.*’

We present here two RA patients with disruption of the
symphysis pubis. One patient had minor injuries associated
with a pelvic ring disruption with symphysis pubis diastasis,
while the other had symphysis pubis diastasis with pubic
osteomyelitis.
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Case 1

The patient was a 69-year-old woman with a 32-year history
of RA. Her disease activity was not influenced by a disease-
modifying antirheumatic drug (DMARD) regimen that
included bucillamine, b-penicillamine, gold, and sulfasala-
zine. Due to increased disease activity, her DMARD treat-
ment regimen was changed to methotrexate. She had also
undergone corticosteroid therapy with prednisolone over
the 25 years. Previously, this patient underwent bilateral
total knee arthroplasty in 1995. Upon hospitalization in
March 1999 because of interstitial pneumonia, methotrex-
ate was discontinued and she received steroid pulse therapy
(500mg/day) for 3 days. After discharge, she was treated
with prednisone 10mg/day and home oxygen inhalation
therapy. During a regular check-up, a diagnosis of pelvic
insufficiency fracture was made by radiography, and the
patient received vitamin D and the bisphosphonate alen-
dronate to prevent steroid-induced osteoporosis (Fig. 1A).
The fracture was externally fixed and the pain was reduced
following bed rest at home.

When the patient was 71 years old, she accidentally fell
on the floor of her home. Thereafter, her chief complaint
was sudden onset of hip, groin, and buttock pain and diffi-
culty in ambulation. Radiography revealed pelvic ring
disruption with symphysis pubis diastasis (Fig. 1B). The
patient’s pain was so severe that she could not change posi-
tion. On admission she was still receiving home oxygen
inhalation therapy, which consisted of oxygen treatment to
achieve a SaO, level >90% if hypoxemia was detected
during exercise or sleep. Respiratory functional findings
under oxygen inhalation therapy (31/min) were as follows:
pH 7.395; PaCO, 42.8mmHg; PaO, 87.6mmHg; HCO,
25.6mmol/l. However, the patient was judged to be ineligi-
ble for open reduction and internal fixation treatment due
to severe interstitial pneumonia. Instead, bed rest, corsets,
and pelvic slings were used to achieve pain relief. The pelvic
slings were designed to provide reduction and stabilization
of open-book pelvic fractures. Unfortunately, the status of
her pelvic ring disruption with symphysis pubis diastasis


Used Mac Distiller 5.0.x Job Options
This report was created automatically with help of the Adobe Acrobat Distiller addition "Distiller Secrets v1.0.5" from IMPRESSED GmbH.
You can download this startup file for Distiller versions 4.0.5 and 5.0.x for free from http://www.impressed.de.

GENERAL ----------------------------------------
File Options:
     Compatibility: PDF 1.2
     Optimize For Fast Web View: Yes
     Embed Thumbnails: Yes
     Auto-Rotate Pages: No
     Distill From Page: 1
     Distill To Page: All Pages
     Binding: Left
     Resolution: [ 600 600 ] dpi
     Paper Size: [ 595.276 785.197 ] Point

COMPRESSION ----------------------------------------
Color Images:
     Downsampling: Yes
     Downsample Type: Bicubic Downsampling
     Downsample Resolution: 150 dpi
     Downsampling For Images Above: 225 dpi
     Compression: Yes
     Automatic Selection of Compression Type: Yes
     JPEG Quality: Medium
     Bits Per Pixel: As Original Bit
Grayscale Images:
     Downsampling: Yes
     Downsample Type: Bicubic Downsampling
     Downsample Resolution: 150 dpi
     Downsampling For Images Above: 225 dpi
     Compression: Yes
     Automatic Selection of Compression Type: Yes
     JPEG Quality: Medium
     Bits Per Pixel: As Original Bit
Monochrome Images:
     Downsampling: Yes
     Downsample Type: Bicubic Downsampling
     Downsample Resolution: 600 dpi
     Downsampling For Images Above: 900 dpi
     Compression: Yes
     Compression Type: CCITT
     CCITT Group: 4
     Anti-Alias To Gray: No

     Compress Text and Line Art: Yes

FONTS ----------------------------------------
     Embed All Fonts: Yes
     Subset Embedded Fonts: No
     When Embedding Fails: Warn and Continue
Embedding:
     Always Embed: [ ]
     Never Embed: [ ]

COLOR ----------------------------------------
Color Management Policies:
     Color Conversion Strategy: Convert All Colors to sRGB
     Intent: Default
Working Spaces:
     Grayscale ICC Profile: 
     RGB ICC Profile: sRGB IEC61966-2.1
     CMYK ICC Profile: U.S. Web Coated (SWOP) v2
Device-Dependent Data:
     Preserve Overprint Settings: Yes
     Preserve Under Color Removal and Black Generation: Yes
     Transfer Functions: Apply
     Preserve Halftone Information: Yes

ADVANCED ----------------------------------------
Options:
     Use Prologue.ps and Epilogue.ps: No
     Allow PostScript File To Override Job Options: Yes
     Preserve Level 2 copypage Semantics: Yes
     Save Portable Job Ticket Inside PDF File: No
     Illustrator Overprint Mode: Yes
     Convert Gradients To Smooth Shades: No
     ASCII Format: No
Document Structuring Conventions (DSC):
     Process DSC Comments: No

OTHERS ----------------------------------------
     Distiller Core Version: 5000
     Use ZIP Compression: Yes
     Deactivate Optimization: No
     Image Memory: 524288 Byte
     Anti-Alias Color Images: No
     Anti-Alias Grayscale Images: No
     Convert Images (< 257 Colors) To Indexed Color Space: Yes
     sRGB ICC Profile: sRGB IEC61966-2.1

END OF REPORT ----------------------------------------

IMPRESSED GmbH
Bahrenfelder Chaussee 49
22761 Hamburg, Germany
Tel. +49 40 897189-0
Fax +49 40 897189-71
Email: info@impressed.de
Web: www.impressed.de

Adobe Acrobat Distiller 5.0.x Job Option File
<<
     /ColorSettingsFile ()
     /LockDistillerParams false
     /DetectBlends false
     /DoThumbnails true
     /AntiAliasMonoImages false
     /MonoImageDownsampleType /Bicubic
     /GrayImageDownsampleType /Bicubic
     /MaxSubsetPct 100
     /MonoImageFilter /CCITTFaxEncode
     /ColorImageDownsampleThreshold 1.5
     /GrayImageFilter /DCTEncode
     /ColorConversionStrategy /sRGB
     /CalGrayProfile ()
     /ColorImageResolution 150
     /UsePrologue false
     /MonoImageResolution 600
     /ColorImageDepth -1
     /sRGBProfile (sRGB IEC61966-2.1)
     /PreserveOverprintSettings true
     /CompatibilityLevel 1.2
     /UCRandBGInfo /Preserve
     /EmitDSCWarnings false
     /CreateJobTicket false
     /DownsampleMonoImages true
     /DownsampleColorImages true
     /MonoImageDict << /K -1 >>
     /ColorImageDownsampleType /Bicubic
     /GrayImageDict << /HSamples [ 2 1 1 2 ] /VSamples [ 2 1 1 2 ] /Blend 1 /QFactor 0.9 >>
     /CalCMYKProfile (U.S. Web Coated (SWOP) v2)
     /ParseDSCComments false
     /PreserveEPSInfo false
     /MonoImageDepth -1
     /AutoFilterGrayImages true
     /SubsetFonts false
     /GrayACSImageDict << /VSamples [ 2 1 1 2 ] /HSamples [ 2 1 1 2 ] /Blend 1 /QFactor 0.76 /ColorTransform 1 >>
     /ColorImageFilter /DCTEncode
     /AutoRotatePages /None
     /PreserveCopyPage true
     /EncodeMonoImages true
     /ASCII85EncodePages false
     /PreserveOPIComments false
     /NeverEmbed [ ]
     /ColorImageDict << /HSamples [ 2 1 1 2 ] /VSamples [ 2 1 1 2 ] /Blend 1 /QFactor 0.9 >>
     /AntiAliasGrayImages false
     /GrayImageDepth -1
     /CannotEmbedFontPolicy /Warning
     /EndPage -1
     /TransferFunctionInfo /Apply
     /CalRGBProfile (sRGB IEC61966-2.1)
     /EncodeColorImages true
     /EncodeGrayImages true
     /ColorACSImageDict << /VSamples [ 2 1 1 2 ] /HSamples [ 2 1 1 2 ] /Blend 1 /QFactor 0.76 /ColorTransform 1 >>
     /Optimize true
     /ParseDSCCommentsForDocInfo false
     /GrayImageDownsampleThreshold 1.5
     /MonoImageDownsampleThreshold 1.5
     /AutoPositionEPSFiles false
     /GrayImageResolution 150
     /AutoFilterColorImages true
     /AlwaysEmbed [ ]
     /ImageMemory 524288
     /OPM 1
     /DefaultRenderingIntent /Default
     /EmbedAllFonts true
     /StartPage 1
     /DownsampleGrayImages true
     /AntiAliasColorImages false
     /ConvertImagesToIndexed true
     /PreserveHalftoneInfo true
     /CompressPages true
     /Binding /Left
>> setdistillerparams
<<
     /PageSize [ 576.0 792.0 ]
     /HWResolution [ 600 600 ]
>> setpagedevice


345

Fig. 1A,B. Case 1. A Plain anteroposterior pelvic radiography reveals
a pelvic insufficiency fracture that occurred when the patient was 69
years old (arrow). B When the patient was 71 years old, she acciden-
tally fell on the floor of her home. After the fall, pelvic ring disruption

remained unchanged. Three months after the injury, the
patient was unable to walk unassisted and could ambulate
only with a wheelchair. However, she was able to indepen-
dently conduct activities of daily living, except for standing
and walking.

Case 2

A 77-year-old woman with a 26-year history of seropositive
RA had been treated with prednisone over 20 years as well
as parenteral gold until October 2002. In December 2002,
she was diagnosed with Felty syndrome (FS) based on find-
ings of leukopenia with granulocytopenia and splenomegaly
on admission, and she was treated with steroid pulse therapy.
In February 2003, the patient suffered from high fever that
had been ongoing for a few days. Blood cultures were posi-
tive for methicillin-sensitive Staphylococcus aureus. There-
fore, she was treated with antibiotics (ampicillin/sulbactam)
for 10 days, and her general condition improved. During a
hospitalization in March 2003, she complained of groin and
hip pain in the absence of trauma, and initial radiographs
revealed no abnormal findings, so no aggressive therapy
was administered and she was observed and treated with
complete bed rest. However, she continued to experience
pain on hip motion, and follow-up radiography 1 month
after initial symptoms showed progressive osteolysis at
both pubic rami and disruption of the superior aspect of
the symphysis pubis (Fig. 2A). In addition, T1-weighted
gadolinium magnetic resonance (MR) images with fat
suppression demonstrated two abnormal lesions around the
symphysis pubis (Fig. 2B). Moreover, due to the potential
risk of infection due to FS-associated granulocytopenia,
open biopsy on the pubic rami was performed for differen-

with symphysis pubis diastasis was noted (arrow). The pelvic ring dis-
ruption remained even after repositioning with pelvic slings and exter-
nal fixation was attempted
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Fig. 2A,B. Case 2. A One month after onset of the initial symptom of
pain around the buttocks and hip joints, radiography revealed progres-
sive osteolysis at both pubic rami (arrow). B T1-weighted gadolinium
magnetic resonance images with fat suppression demonstrated two
abnormal lesions around the symphysis pubis (TR = 716, TE = 20).
These lesions are characterized by hypointense central regions sur-
rounded by a hyperintense wall (arrows), suggestive of abscesses
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Fig. 3. Case 2. Histological findings of the pubic bone biopsy specimen
showed osteomyelitis and were consistent with fracture healing
(hematoxylin—eosin)

tial diagnosis. Microbiological culture of the resulting pubic
bone biopsy specimen was positive for methicillin-sensitive
Staphylococcus aureus as identical pathogens, suggesting
hematogenous dissemination leading to pubic bone abscess,
and histological findings revealed osteomyelitis and were
consistent with fracture healing (Fig. 3). Laboratory find-
ings at this time included a white blood cell (WBC) count
of 6400/mm’ and C-reactive protein (CRP) level of 12.4mg/
dl. The patient was first treated with the same antibiotics
(ampicillin/sulbactam), which resulted in the temporary dis-
appearance of inflammation. At this time, she was trained
to use a wheelchair. However, the infectious inflammation
recurred after 2 months. Therefore, she underwent surgical
drainage and abscess resection with antibiotics,and returned
to bed rest. Following these therapies, her pain decreased,
and laboratory findings included an improved WBC count
(3900/mm?®) and CRP level (0.66mg/dl) in August. Radiog-
raphy still showed osteolysis at both pubic rami and diasta-
sis of the superior aspect of the symphysis pubis (Fig. 4),
but no inflammation remained, and she had no complaint
of any pain. After treatment, she was able to transfer from
the bed to a wheelchair with assistance. The patient was
discharged from our hospital with prednisolone 11 mg/day,
and moved to another hospital for rehabilitation.

Discussion

In this article we present two RA patients with symphysis
pubis disturbances. There are very few reports of distur-
bances of the symphysis pubis in RA patients.*” Tauber et
al. reported one RA patient with disruption of the symphy-
sis pubis and fatigue fractures of the pelvis," and Nicholas
et al. reported two RA cases with fractures at or near the
pubic symphysis.’

Case 1 was diagnosed as pelvic ring disruption with sym-
physis pubis diastasis. Symphysis pubis diastasis is usually

Fig. 4. Case 2. The patient received antibiotics and underwent surgical
drainage. After 3 months, radiography showed that symphysis pubis
diastasis remained, but inflammation was absent (arrow)

caused by high-energy trauma such as motor vehicle acci-
dents,’ although a severe case of separation of the symphy-
sis pubis during labor and delivery has also been reported.’
The pubic symphysis is the midline cartilaginous joint
uniting the superior rami of the left and right pubic bones,
which are separated by a small gap and are connected by
fibrocartilaginous tissue reinforced by ligaments. Soft tissue
injuries such as Achilles tendinitis are commonly associated
with long-term oral steroid use, particularly in older patients
who use these drugs daily to treat systemic conditions.®
Therefore, we consider that the combination of minor injury
and long-term corticosteroid therapy caused the pelvic ring
disruption with symphysis pubis diastasis observed in this
patient.

Management of symphysis pubis diastasis remains con-
troversial.” Conservative methods such as skeletal traction
and external fixation generally produce satisfactory func-
tional results."” However, it appears that precise reduction
of pure sacroiliac lesions, which is difficult to achieve with
conservative procedures, is critical for good functional
results."’ Indeed, reduction of the pelvic ring disruption with
symphysis pubis diastasis in Case 1 was quite difficult. If this
patient had presented in good general and respiratory con-
dition, we would have recommended open reduction.

The patient described in Case 2 was diagnosed as sym-
physis pubis diastasis with pubic osteomyelitis. The osteo-
myelitis may have been related to her FS-associated
granulocytopenia, which rendered her less resistant to infec-
tions. While osteomyelitis of the pubis typically occurs after
pelvic surgery or trauma and has been reported in the lit-
erature," ™ no cases of FS complicated with pubic osteomy-
elitis have been previously reported. However, because of
the potential risk of infection due to FS-associated granu-
locytopenia and previously positive blood cultures, open
biopsy should be immediately performed to assess infection
at the onset of symptoms. Moreover, beginning with the
first treatment, such a case should undergo surgical drain-
age and curettage with antibiotics.



Both of the present cases had received long-term corti-
costeroid therapy, including pulse therapy—one for treat-
ment of interstitial pneumonia, and the other for treatment
of FS-associated granulocytopenia. Recently, differential
expressions of steroid receptors in various ligaments have
been studied." The pubic symphysis is the joint uniting the
pubic bones, which are connected by fibrocartilaginous
tissue reinforced by ligaments. Therefore, we suggest that
chronic long-term corticosteroid therapy may have played
a causative role in the pubic symphysis diastasis observed
in these cases.

In conclusion, this is a report of symphysis pubis distur-
bances in RA patients. The etiologies of the disturbances
appear to be different for each case, although we believe
that both long-term steroid use and additional, unidentified
causative factors contributed. Further reports of similar
cases must be accumulated to fully elucidate the underlying
pathogenesis of symphysis pubis disturbances in RA.
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