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Pubic osteomyelitis presenting as irritable hip

J.R. Weinberg,l* L. Berman,2 G. Dootson't and R. Mitchell2
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Road, Harrow, Middlesex

Summary: Two cases of pubic osteomyelitis presenting as a painful hip are reported. In both cases the
diagnosis was delayed by the unusual presentation and by the limited radiological investigation.

Pubic osteomyelitis is rare in childhood but should be considered in the differential diagnosis of the
'irritable hip'.

Introduction

This paper reports two children with pubic
osteomyelitis presenting as cases of 'irritable hip'.

Case reports

Case I

An eight year old girl presented with a four week
history of pain in the left buttock and hip which
persisted at rest and was accompanied by a low grade
pyrexia. Her symptoms resolved and the temperature
settled after treatment with aspirin from her general
practitioner. Two weeks later she developed bilateral
hip pain and experienced difficulty in rising from a
chair.
On admission she was afebrile. There was a full

range of movement in both hips with pain at the limit
ofextreme adduction on the left. There was tenderness
over the left adductor tendon.

Blood tests were normal apart from an erythrocyte
sedimentation rate (ESR) of 30mm/h. An initial pelvic
radiograph was considered normal. Ultrasound of the
hip excluded an effusion. Subsequent radionuclide
bone scanning showed increased uptake in the left
pubic body; by this time a repeat plain radiograph was
obviously abnormal. Surgical exploration revealed an
abscess cavity from which Staphylococcus aureus was
isolated. Recovery was uneventful on antibiotic (flu-
cloxacillin and fusidic acid) chemotherapy.

Case 2

A fifteen year old boy presented with a ten day history
of vomiting, headache, sore throat and fever, followed
several days later by discomfort in the right thigh. He
completed a five day course of amoxycillin prescribed
by his general practitioner. Two days before admission
he developed pain in the right hip with difficulty in
walking. There was suprapubic discomfort on micturi-
tion but no haematuria or urethral discharge.
On examination he was flushed and unwell and

there was a pyrexia of 40°C. His right hip was held in
flexion, there was a full range of passive movements
except for painful limitation of extreme abduction.
Rectal and abdominal examination were normal.
Investigation revealed a leucocytosis of 30 x 109/l
(90% neutrophils); the ESR was 29mm/h. The urine
was normal. The initial abdominal radiograph was
normal. Ultrasound excluded a hip effusion but
demonstrated a pelvic mass indenting the right wall of
the bladder. This was thought to be a caecal mass or
appendix abscess. Computed tomographic (CT) scan-
ning demonstrated a retropubic soft-tissue mass with
adjacent bony destruction. A radiograph of the pelvis
confirmed the pubic involvement, this region having
been excluded from the original abdominal
radiograph. An isotope bone scan demonstrated a
corresponding area of increased activity and confir-
med that this was a solitary lesion. Five ml ofpus were
aspirated, which was sterile, probably because the
patient had already been given antibiotics. The patient
was initially treated with flucloxacillin and gen-
tamicin. Metronidazole was added on the basis of this
being an appendix abscess. He made an uneventful
recovery.
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Discussion

In children osteomyelitis most commonly affects the
metaphyses of the long bones, but occasionally the
spinal column is affected. Haematogenous
osteomyelitis of the pubis is rare and a review of the
world literature' yielded a total of 49 cases of pubic
osteomyelitis in both adults and children. There have
been several case reports since2' 3'4'5 and in a survey of
osteomyelitis in childhood the pelvis was involved in 4
cases out of 328.6
Common features of the reported cases have been

presentation as an 'irritable hip' and a delay in making
the diagnosis. Although clinical examination of the
hip is frequently normal there may be pain on active
but not on passive movement. Dysuria was a feature of
one of our cases and has been reported previously.4

In one ofour cases and in many ofthe reported cases
exclusion of the pubis from the radiograph resulted in
diagnostic delay. The need for an initial full pelvic
radiograph without gonadal shielding in children with
hip pain should be emphasized.
Although many ofthe reported cases were subjected

to aspiration ofthe hip we consider this unnecessary in
the absence ofultrasound evidence of an effusion. The
technique is well described.7 In the presence of acute
hip symptoms a normal hip ultrasound scan is a strong

indication that the cause lies elsewhere. While an
isotope bone scan may be helpful and in fact suggested
the diagnosis in one of our patients, bladder activity
overlying the pubis may be misleading. Early post
micturition or oblique views could overcome this. A
case of pubic osteomyelitis producing an area of
reduced activity on bone scan has been reported8 and it
is conceivable that this may lead to diagnostic con-
fusion.
Most cases of haematogenous osteomyelitis are

caused by Staphylococcus aureus. Therefore therapy
should be directed at this organism. Urgent explora-
tion to relieve sub-periosteal pus and obtain material
for bacteriological investigation is important. This can
either be at open biopsy or by needle aspiration under
radiological control. Occasionally species such as
Haemophilus may be found.9
Treatment should be prolonged and 4 weeks of

intravenous therapy has been suggested;'0 many
physicians would then continue with oral antibiotics
for several more weeks.
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