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Aerococcus urinae is a Gram-positive, catalase-negative coccus, rarely responsible for urinary tract infections and
seldom described for musculoskeletal infections like spondylodiscitis. An 86-year-old man presented to our
hospital for groin pain without fever. Pelvic CT-guided biopsy revealed an A. urinae pubic symphysis osteomy-
elitis. He received a treatment by amoxicillin per os for six weeks, and did not need any surgery. An eight -month-

Osteomyelitis follow-up showed a favorable evolution.
Pubic symphysis infection can be induced by a wide variety of pathogens, and may have very different clinical
presentations. Some authors recommend systematic surgery, but in case of susceptible pathogen associated with
a low level of joint destruction, medical treatment alone should be sufficient to cure and make surgery
unnecessary.
Background infections. It mostly affects elderly men (> 65 years old) with underlying

Pubic symphysitis is a rare infection that leads to severe pain and
lameness. Four major risk factors were described: women recently
having undergone surgery for urinary incontinence, athletes, patients
with pelvic malignancies, and intravenous drug users. Clinical pre-
sentations are heterogeneous, but the most common symptoms are pubic
and groin pains. Fever is present in the majority of cases, but not all. The
serum white blood count (WBC) is normal in 65 % of cases. Microbio-
logical diagnosis can be challenging because it presents a great diversity
of the pathogens involved. The most common ones are Staphylococcus
aureus (6-34 %), Pseudomonas aeruginosa (10-24 %), Candida spp. (22
%), Enterococcus spp. (5-18 %) [1,2]. Polymicrobial infections are also
frequent. According to some authors, treatment should include pro-
longed antibiotherapy and systematical surgical debridement.

Aerococcus urinae is a Gram-positive, a-hemolytic, catalase-negative,
facultative anaerobic coccus, which can be an uncommon cause of uri-
nary tract infection, isolated in 0.2-0.8 % of all urinary cultures [1]. Of
note, misidentified as a contaminant for years by the use of biochemical
techniques, and previously considered as a contaminant, the species is
now well recognized and known as potentially causing invasive

urinary tract disease, particularly those with a urinary tract catheter [3,
4], leading even to bacteremia [5,6] and endocarditis [7,8] in rare cases.
Musculoskeletal infections due to this pathogen, mostly spondylodisci-
tis, have also rarely been described [9,10].

We will, thereby, report a unusual case of pubic symphysitis due to
A. urinae in an 86-year-old patient, cured by medical treatment only.
Then, we will discuss the relationship between urinary tract infection
and pubic symphysitis, and the global management of these infections.

Case presentation

An 86-year-old French man presented to the emergency department
with left groin soreness associated to progressive lameness that had
started one month before. His medical history included an ischemic
cardiomyopathy, non-insulin dependent (type II) diabetes mellitus,
monoclonal gammopathy of undetermined significance (MGUS) and
bladder sphincter stenosis that had led to the introduction of indwelling
urinary catheter three years before. His catheter was changed regularly,
about every two months. He was a retired mason, living at home, still
autonomous and walked with no aid device. He had stopped smoking for
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forty years and had no history of chronic alcoholism. The clinical ex-
amination showed that he was unable to walk, due to left hip pain
(numerical rating scales 5/10) and limitation (abduction 30° vs. 45° for
contralateral). Moreover, there was a sharp pain at the palpation of the
pubic symphysis. There was no fever. Urines were clear, and he
described no sign of past or present urinary catheter infection.

First, the biology showed an elevated C-reactive protein (CRP) at
54.4 mg/L that was not associated with hyperleukocytosis. The pelvis
radiography did not reveal any fracture nor any lytic lesion. Concerning
microbiological examination, blood cultures were sterile, and the cyto-
bacteriologic examination of urine (CBEU) revealed leukocyturia
(22,000/mL) and microscopic hematuria (977,000/mL), while urine
culture was positive to Enterococcus faecalis. Computed Tomography
(CT) of the pelvis (Fig. 1) revealed an osteolytic lesion of the cortical of
the anteromedial part of the left pubic symphysis without any fracture.
The distance between the two pubic branches was 16.21 mm. In addi-
tion, Magnetic Resonance Imaging (MRI) of the pelvis (Fig. 2) showed
the presence of small abscessed collections in the soft parts, in particular
within the left external obturator muscle (12 x 12 x 9 mm). There was
no evidence for neoplasm and vesico-symphysial fistula was excluded
according to the radiologist interpretation.

Secondly, we performed a pelvic symphysis CT-guided biopsy
(sampling of 2 mL of joint fluid), and the culture became positive for
A. urinae within three days (MALDI-TOF mass spectrometry, Bruker
Daltonics GmbH®, Bremen, Germany; score >2). The strain was sus-
ceptible to penicillin G (Minimal Inhibitory Concentration, MIC =
0.064 mg/L), amoxicillin (MIC < 0.016 mg/L, E-Test Biomérieux®,
Marcy-l’Etoile, France), levofloxacin and vancomycin.

The patient, thus, received an exclusive per os antibiotherapy with
6 g of amoxicillin (2 g tid) for six weeks. Urinary catheter was changed
two days after the beginning of the antibiotics. After eight days of good
clinical and biological evolution under antibiotic, the patient was dis-
charged, and no surgery was necessary. One month later, pain had
totally disappeared and he was able to walk again with no technical aid
device. At last, another CT of the pelvis was performed at three months,
which showed a good evolution with the disappearance of collections
and no new osteolytic lesion (Fig. 3). The distance between the two
pubic branches was 15.06 mm. The evolution was still favorable at eight
-month- follow-up, with no element of recurrence.

Discussion

We describe above a rare case report of A. urinae pubic symphysis
osteomyelitis. Only a few musculoskeletal infections due to this path-
ogen have been documented so far, but their number is increasing over
the years, probably because A. urinae has been easier to identify since
the introduction of MALDI-TOF MS in routine laboratories [11]. To our
knowledge, only few cases of spondylodiscitis, one case of ankle arthritis
[1], one of periarticular hip abscess [12] and one of prosthetic hip

Fig. 1. Osteolytic lesion of the cortical of the anteromedial part of the left pubic
symphysis in the initial CT-scanner.
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infection [13] have been reported so far, in a recent case-based review
[1]. We also found few cases of pubic symphysis osteomyelitis due to
A. urinae, but with no further description [14-16]. Thus, this is the first
published and detailed case report about this kind of infection du to this
microorganism. Nosé et al. notably mentioned four different cases of
A. urinae pubic bone infection associated to urinary-pubic symphysis
fistulae, emphasizing both the ability of A. urinae to colonize the urinary
tract, and the anatomical proximity of these two sites. Thus, finding
A. urinae as a pathogen of pubic symphysis osteomyelitis is not incon-
gruous. Interestingly enough, an initial urinary tract contamination may
occur in most situations before bone and joint infection or endocarditis
due to A. urinae. However, for spondylodiscitis and endocarditis, the
distant infection site is explained by subsequently blood and systemic
infection, whereas symphysitis joint and bone infection is more likely to
be induced by a loco-regional translocation. Thus, patients with urinary
tract specific conditions might logically be more vulnerable [15], and in
these cases, we think that the hypothesis of urinary-pubic symphysis
fistulae should always be considered. As refer to our patient, I suspect
that catheter exchange could not be sufficiently traumatis to cause
fistulae across local tissue planes to the pubic symphysis. But the
resulting uroepithelial trauma could translocate pathogens into blood,
and thus act as a hematogenous source [17]. A direct urinary source is
commonly observed from radiation-induced or trauma-induced fistulae
to the pubic symphysis. Interestingly, transient bacteremia from the
urologic tract into Batson’s venous plexus has been postulated as a
source of vertebral osteomyelitis, in addition to arterial sources.
Whether that can be proven is debatable, but pelvic lymphatic return
should not involve the symphysis if the anatomy is normal. The rela-
tionship of bacteriuria in the setting of pubic symphysitis is also
debatable, since asymptomatic bacteriuria is common in the setting of a
bladder catheter. This case report, as the authors attest, demonstrates
the value of diagnostic aspiration or biopsy for cultures, rather than
attributing the source to the flora cultured from urine. In some cases of
symphysitis due to vesical fistula [15], the pathogen can be identified
both in the urine and bone biopsy. In what refers to the case we reported,
only E. faecalis was found in the urine culture, which might have hidden
the presence of A. urinae if we hadn’t make any further analysis.
Therefore, bone biopsies or surgical samples should always be made,
because indeed, urine may be contaminated without any correlation
with the pathogens identified in the joint [16].

A. urinae is usually treated with a f-lactam, using penicillin for less
severe cases or penicillin associated with gentamicin for more severe
cases [18]. Vancomycin can be used if there is a p-lactam allergy. In fact,
this pathogen is very susceptible to antibiotics, especially f-lactams and
glycopeptides. It has a low level of resistance to aminoglycosides and
resistance to sulfonamides. For pubic symphysis osteomyelitis, a review
of a hundred cases revealed an average 54 days long antibiotic therapy
(more than half of the duration of intravenous treatment), associated
with surgical management for about half of the cases [2]. Some authors
recommend systematic surgical debridement [14,19], although no
comparative study has been published yet, and in many case series re-
ports, all patients underwent surgery [15,18,19]. However, global
prognosis with medical treatment only seems to be good, with full re-
covery and no relapse in most medically managed cases [2]. Our patient
has had an excellent outcome, with fast improvement and no relapse
despite the sole medical management. We assume that in cases of
easy-to-treat pathogen, low inoculum without large abscess, and no or
very low joint destruction level, medical treatment only should be
enough, and that surgery should be considered only in complex situa-
tions or in case of medical management failure.
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Fig. 2. A. Subchondral abscess on a coronal section MRI. B. Abscessed collection of the left obturator muscle on a coronal section MRI. C. Abscesses on an axial
section on T2 MRI. D. Abscesses on an axial section on T1 MRL
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