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Athletic Pubalgia
Pain in the inguinal region which keeps 5 to 10% of soccer athletes away from the activity  of 
athletes away from competitive physical activities, and it is very frequent in soccer. Associated with 
micro traumas in athletes presenting risk factors, such as pelvic muscle imbalance, joint 
movement restriction, pubic anteversion, hyperlordosis, varus thigh. 

(Nielsen et al 1989; Smodlaka et al 1990)

According to FIFA, Athletic Pubalgia, is considered to be a severe injury, due to the time athletes 
are forced to be away from sport activities. A well known study from Ekstrand estimates a cost per 
athlete about 500.000 Euros when involves coaches, facilities, the cost of the player and 
administrative staff. 

(Dvorak et al 2009, Ekstrand et al 2003)

The first choice treatment for etiology based on overload and muscle imbalances in the hip is 
physical rehabilitation, leaving surgical treatment for specific cases as: femoroacetabular 
impingement, occult hernia or tendinopathies and the few cases of clinical treatment failure. 

(Ekstrand et al 2013; Santili et al 2013; Souza et al 2005)
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Aim
Present a cross-sectional study about Athletic Pubalgia comparing the outcome of surgical 
treatment of athletic pubalgia with myotendinous etiology releasing the anterior rectus 
abdominis tendon along the pubic symphysis in association with a proximal tenotomy of the long 
adductor tendon.
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Methods
The study scope is a historical retrospective cohort analysis. Medical records analyzed between 
01/01/2002 and 31/12/2016 focused on the records of patients complaining of pubic pain of 
myotendinous etiology diagnosed by clinical examination and imaging exams and submitted to 
surgical intervention. 

For proper diagnosis, a standardized clinical-radiological evaluation was applied. The patients who 
did not improve after clinical treatment whith reabilitation underwent surgery, and then were followed 
up by the designated researcher.

Approved by the Ethics Committee for Research Project Analysis (HOSPITAL DAS CLÍNICAS CAEE-73405517.0 .0000.0068)).



Methods
Inclusion criteria

Active professional or amateur athlete aged between 18 and 40 years old; 
Complaint of pain or functional limitation in pubic symphysis region with 
Myotendinous etiology, restricting or preventing the athlete's sports 
performance; Medical treatment and physical therapy failure after, at least, 
three months; Surgery undergone at the institution.

Exclusion criteria
Treatment abandonment; Infection not related to the performed surgical 
procedure; Bone tumor; Lower limb muscle injury intervening in 
rehabilitation process; Fracture of the dorsal and lumbar spine, pelvis or 
lower limbs; Death not connected to intervention or loss of sequence before 
6 months of follow- up. 
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A total of 52 cases met the inclusion criteria, 5 of them had incomplete medical records, 
and 2 had no medical records.
45 patients underwent surgery from 2002 to 2016 and were included in this cohort.

02 without 
medical 
records



Diagnosis
Clinical criteria used for athletic pubalgia diagnosis 
a) Inspection and palpation of the pubic symphysis in 
search for local or irradiated pain; 
b) Measurement of lower limbs. Shortening lower than 
1 (one) cm were not considered for non-inclusion; 
c) Active, passive and resistance muscle maneuvers: 
iliopsoas, rectus abdominis, abdominal oblique, 
transverse abdominis, adductors, and hip abductors; 
d) Research of hips and lumbar spine movement 
amplitude; e) FADIR and FABER tests;
f) Inspection and palpation of the inguinal ligament 
region, followed by Valsalva maneuver to detect 
inguinal hernia; 
g) Grava Maneuver; h) Squeeze test;
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Surgical Technique
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Patient’s position on the operating table

1) A Pfannenstiel-type median transverse incision 
about 10cm long is made directly over the pubic 
bone; figure 2. 

2) After dissecting the subcutaneous planes, the 
spermatic cords are located and isolated; 

3) As the pyramidalis muscle is identified, a 
transverse incision is made over the pubic 
symphysis using an electric scalpel;

4) The pubic symphysis is identified by placing a 
thick bevel needle (30x9cm) inside it to ensure its 
correct location and serve as anatomic and 
symmetric parameters for the procedures 
performed.

Pfannenstiel's incision Needle position in pubic symphysis



Surgical Technique
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Pubic symphysis detachment

5) After opening the fascia, the superficial portion of 
the rectus abdominis tendon is located. A prior 
disinsertion is done with the use of electrocautery, 
being careful to preserve both inferior and posterior 
pubic ligaments; 

6) After the disinsertion, approximately 2cm of the 
proximal portion of the tendon is detached; 

7) The same incision allows the bilateral visualization 
of the long adductor muscle tendon. 

8) After opening the peri-tendon, a tendon hook is 
applied to separate the long adductor tendon from its 
muscle portion and other adjacent muscles; 

9) Tenotomy is performed while the 
assistant abducts the hip by pushing the 
ipsilateral knee down. 

10) Hemostasis are made, as well as 
cleaning with saline. Subcutaneous planes 
and skin were closed after placement of a 
3.2mm deep aspiration drain. The wound 
was occluded with a compressive dressing.



Results
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The date of the athlete's 
first unrestricted training 
was used as the definition 
of return to sport. 



Discussion
We consider this condition to be multifactorial and related to the increment of physical activity 
and that local previous injuries, increased training intensity, decreased hip mobility and 
inadequate levels of specific training are relevant risk factors 

(Weir et al 2015; Sa et al 2016)

From our perspective, the symphysis responds to forces acting on it, thus in most cases it is not 
the problem source, but rather its consequence. 

None of the techniques described handled the joint tendon, which is the continuity of distal 
rectus abdominis and long adductor fibers. These procedures promoted a strength rebalancing of 
the pubic structure and reduced the stress over it, particularly when it comes to efforts for 
turning, changing directions abruptly and kicking.

We found a low complication index, of 6.7%. All cases requiring revision involved re-tenotomy 
of the long adductor. The symptom resolution rate was 93.3%, which makes us believe that the 
procedure is adequate to solve the addressed problem.
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Our research illustrated that amateur players take a longer time to recover after surgical procedure.  

93,3%
resolution rate



Future prospects

Detailed study of patient examinations findings, besides better quantifying or qualifying data on 
force balance and adductors symmetry by modifying the Squeeze test, perhaps with the use of a 
manual dynamometer, as suggested by Mosler et al 2018.

The validation of Copenhagen hip and groin outcome score (HAGOS), may add greater 
reliability to the data, since the usage of scales on which patients express their perception of 
results is a current trend. 

(Thorborg et al 2011)
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The procedure outcome took place 94 days (median) for professional athletes, showing a 
positive relation to the game position (striker), with 93.7% good results, thus proving to be a 
good treatment option for this disease.

Conclusion
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