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Abstract

Background: Kingella kingae is the second most common pathogen causing paediatric arthritis and is described to
be the causative bacteria in some paediatric osteomyelitis. Its microbiological detection is particularly difficult due
to its slow growing. To our best knowledge this is the first case description of osteomyelitis pubis caused by this
microorganism.

Case presentation: We report the unusual case of pubic osteomyelitis with soft tissue abcess caused by Kingella
kingae in an adult patient of 66 years with a history of end-stage renal disease and breast carcinoma. Diagnosis was
based on imaging and the microorganism was isolated from Computed Tomography-guided aspiration of synovial
fluid. The infection resolved completely after twelve weeks of treatment with oral amoxicillin.

Conclusion: This case description highlights the importance in osteoarticular infections of systematic inoculation of
synovial liquid in BACTEC vials to optimise the detection of causative organisms, which can necessitate specific
treatments.
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Background
Characteristic clinical manifestations of pubic osteomyelitis
are severe pelvic pain associated with point tenderness
overlying the symphysis pubis and difficulty walking. Differ-
ential diagnosis with pubic osteitis, which is more prevalent,
can be particularly difficult, because patients present only
mild fever, or sometimes are completely apyretic. Pubic os-
teitis is a non-infectious inflammation of the pubis symphy-
sis, causing varying degrees of lower abdominal and pelvic
pain and occurring predominantly in athletes. Only the
presence of a microorganism in multiple samples can help
to differentiate pubic osteomyelitis of pubic osteitis.
Osteomyelitis of the pubic symphysis is caused by ei-

ther infectious embolization secondary to bacteraemia
or by contiguous spread of infection from soft tissues.
Risk factors are trauma, low-grade infection, urological

and gynaecological procedures, pelvic malignancies and
intravenous drug use [1]. The most frequent pathogens
involved in osteomyelitis pubis are Staphylococcus aur-
eus and Pseudomonas aeruginosa. Polymicrobial infec-
tions can occur in infections mainly due to bowel or
perineal flora. We summarised in Table 1 the organisms
isolated in 117 cases of documented ostemomyelitis of
the pubic symphysis reported in the literature.
Since the introduction of the conjugate Haemophilus

influenzae vaccine, Kingella kingae (K. kingae) accounts
for the second most frequent pathogen of pediatric arth-
ritis, just after Staphylococcus aureus [2]. The increasing
number of reported cases for this fastidious pathogen is
due in part to the improvement of its detection by sys-
tematic inoculation of exudates into aerobic BACTEC
vials and improved recognition by using PCR assays. In
a recently published article, investigators studied charac-
teristics of K. kingae osteoarticular infections in children
less than four years. This study confirmed, by toxin-
specific PCR assays that in infants aged between 6 and
48 months it has become the major bacterial cause of
osteoarticular infection. Interestingly, all of their fluid or
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bone aspirate samples remained negative at gram stain-
ing and culture [3].
Unlike paediatric patients, adult patients with invasive

K. kingae infections present almost exclusively with pre-
disposing medical factors. Previously described predispos-
ing factors are: acquired immunodeficiency syndrome,
systemic lupus erythematosus, liver cirrhosis, rheumatoid
arthritis, diabetes mellitus, end-stage renal disease, sickle
cell anemia, renal transplants, solid tumours, cardiac valvu-
lar pathology or haematological malignancies.
In adults, K. kingae classically causes endocarditis [4,5],

bacteremias [6,7] and spondylodiscitis [8,9]. Descriptions
of sacroiliitis [10], pericarditis [11], urinary tract infections
[12], lower-respiratory-tract infections [13] and arthritis
[4,14] do exist, but remain exceptional. We did not find
any case report of osteomyelitis pubis caused by K. kingae,
neither in adults nor in children.

Case presentation
A 66-year-old woman of Greek origin was referred by
oncologists to our department of infectious disease for
pyrexia and pelvic complaints. The patient reported a
growing pain localised in the right pubis for 3 weeks. The
symptoms were exacerbated by physical exercise and woke
her up at night. There was no history of previous trauma.
She also presented with low-grade fever (38,2°C), occa-
sionally accompanied by chills. Technetium-99m methyl
diphosphonate bone scan showed uptake on right pelvis.
She had no recent history of neither urological nor gynae-
cological interventions.
Her medical history included end-stage renal disease,

hypertension, narrow lumbar spinal canal and bilateral
breast cancer, treated by surgical resection, radiotherapy

and hormonotherapy (Tamoxifen and then Letrozole,
stopped in January 2010). The patient had been followed
regularly in our Oncology department for over 10 years
and her cancer was in complete remission. Her current
treatment consisted in lisinopril, simvastatin, cholecalci-
ferol, calcifediol and calcium carbonate.
At the outpatient clinic, the patient was apyretic. Clin-

ical exam showed difficulty walking and a wide-based
waddling gait. Reflexes were present symmetrically at
both lower limbs and no muscle weakness was objecti-
vised. Heart murmur on Erb site was noted. There were
no further abnormal findings.
Blood sample showed a mildly elevated C-reactive pro-

tein at 3,3 mg/dL (normal value < 1 mg/dl), elevation of
creatinin at 5,95 mg/dL (normal range 0,6-1,3 mg/dl)
with a calculated glomerular filtration rate at 8 ml/min/
m2. Haemoglobin level was low at 10,2 g/dL (normal
range 12,0-16,0 g/dl), in association with a high ferritin
level, suggesting an inflammatory origin of this normo-
cytic anaemia. Platelet count was raised at 508 000/μl
(normal range 150 000–350 000/μl). White blood cell
count was normal. Urinary sediment was bland. Two
sets of blood cultures and urinary culture were taken the
same day and remained negative.
Chest X-Ray was normal. Echocardiography found a

little mitral and aortic insufficiency but no evidence of
endocarditis. Anteroposterior radiograph of the pelvis
showed a fracture of the inferior pubis ramus and ir-
regularity of the symphysis pubis (Figure 1). Magnetic
Resonance Imaging (MRI) showed high signal intensity
on T2 weighted sequences suggesting pubic symphysitis
(Figure 2). These abnormalities seemed to be continuous
with a voluminous abscess (48 x 22 x 8 mm) extending to
the external genitalia. Furthermore important oedematous

Table 1 Organisms isolated in 117 cases of
microbiologically documented septic arthritis of the
symphysis pubis in the literature

Organism No. of isolates (%)

Staphylococcus aureus 41 (35.04)

Pseudomonas aeruginosa 24 (20.51)

Polymicrobial 21 (17.94)

Miscellaneous * 10 (8.54)

Escherichia coli 5 (4.27)

Enterococcus sp. 5 (4.27)

Mycobacterium tuberculosis 4 (3.41)

Streptococcus ** 4 (3.41)

Coagulase negative staphylococci *** 3 (2.56)

* Miscellaneous organisms included Serratia marescens, Brucella melitensis,
Bacteroides fragilis, Fusobacterium necrophorum, Citrobacter sp.,
Peptostreptococcus sp, Lactobacillus, Klebsiella pneumoniae, Corynebacterium
accolens, Actinomyces meyeri (1 patient each).
** Streptococci were two Streptococcus pneumoniae and two Streptococcus
agalictiae.
*** One Staphylococcus saprophyticus and two Staphylococcus epidermidis.

Figure 1 Anteroposterior radiograph of the pelvis shows a
fracture of the inferior pubis ramus (open arrow) and
irregularity of the symphisis pubis (arrow).
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infiltration of the right adductor and of the right and left
obturator internus and externus was revealed.
We decided to assess the extension of the pelvic ab-

normalities (by injecting contrast material) and to per-
form an aspiration of the symphysitis for bacterial
analysis under Computed Tomography (CT) guidance.
We confirmed continuity of the arthritis with the collec-
tion, which prolonged to the fracture on one side and to
the major labia on the other side (Figure 3). Detailed
gynaecologic examination showed swelling of the right
major labia, but did not find any entry point for infec-
tion nor any fistula.
The culture of the aspirate inoculated in BACTEC aer-

obe and anaerobe vials, yielded Kingella kingae (K. kingae).
Antibiotic susceptibility testing of the isolate showed no
resistance. We concluded to pubic osteomyelitis caused by
K. kingae without any clear entry site. Treatment was
started with Amoxicillin 3 grams. We started directly by
an oral treatment because the patient did not want a hos-
pitalisation and because sensitivity of K. kingae to antibio-
tics is known to be very good. Furthermore we considered
this symphisitis as a chronic osteorticular infection and
treated it during 12 weeks. Symptoms disappeared quickly
after initiating treatment. A second MRI performed three
month later, showed vanishing of the collection, as well as
of the symphysitis and a clear regression of the muscle sig-
nal abnormalities.

Discussion
Our patient had no history of neither gynaecological nor
urological intervention. Her history was marked by end-

stage renal disease (ESRD) and breast carcinoma. ESRD
is known to be a risk factor for invasive K. kingae infec-
tion in adults. A possible explanation could be here a
transient K. kingae bacteremia, which infected the pubic
symphysis. Due to the delay before diagnosis and treat-
ment, an important soft tissue abscess complicated this
osteomyelitis
K. kingae is part of the normal oropharyngeal flora

and has been recognized as an emerging pathogen of
paediatric invasive infections. This bacteria requires at
least 4 days of incubation to grow. Therefore its detec-
tion from purulent specimens is difficult and results in a
lack of growth in many instances.The sensitivity of cul-
tures can be improved by inoculating clinical specimens
into blood culture vials (automated culturing systems)
[15]. Some authors showed that PCR assays increase the
sensitivity, particularly if patients are already treated by
antibiotics or in pediatric osteoarticular infections [3,11].
In the present case, the isolation of the organism was

possible thanks to the inoculation of the CT-guided as-
piration fluid into aerobic BACTEC blood culture vials.
This was also the reason, why we did not perform PCR
assay. All blood and urinary cultures remained negative
after 10 days of incubation. Blood cultures in patients
with K. kingae osteoarthritis are seldom positive [15].
Treatment of osteomyelitis pubis by pyogenic bacterias

in the adult is mainly based on surgery. Large debride-
ment of infected and necrotic tissues is recommended
and has to be completed by a long course of antimicro-
bial treatment. However, no clear treatment guidelines

Figure 2 Fat suppressed proton-density-weighted MRI
sequence in the coronal plane shows hypersignal intensity on
the pubic symphysis suggesting synovitis (arrow). These signal
abnormalities seemed to be continuous with a voluminous abcess
measuring 48 x 22 x 8 mm extending to the external genitalia (open
arrow). Edematous infiltration of the right adductor (asterisk) is also
shown.

Figure 3 Coronal reformats of computed tomography
examination, obtained after direct injection of contrast material
into the pubic symphysis (arrow), shows continuity of the
arthritis with the collection prolonging to the labia (open
arrow).
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in K. kingae osteomyelitis are currently available. Inva-
sive surgical procedures seem not to be necessary in
most cases, due to the often spectacular response to
simple antibiotherapy in arthritis and in discitis [2]. We
opted for a treatment by high doses of amoxicillin for a
duration of 3 months without surgical intervention, with
a good clinical and radiographic response.

Conclusion
In conclusion, the incidence of infections due to K. kingae
has been reported with increasing frequency in recent
years. However, to our knowledge, no case of osteomyelitis
pubis caused by this organism in adults has been described.
In our patient, aspiration of the exudate proved infectious
inflammation of this amphiarthrodial joint. This case high-
lights the importance of the systematic inoculation of ster-
ile clinical samples in BACTEC vials, because of the
possibility of infection by fastidious bacterias.

Consent
Written informed consent was obtained from the patient
for publication of this Case report and any accompany-
ing images. A copy of the written consent is available for
review by the Series Editor of this journal.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
DW: Manuscript redaction. JCY: Management of the case, manuscript
redaction and correction. JS, OC: Clinical management of the case and
relecture of the manuscript. PO: Manuscript correction, redaction of the
comment of the illustrations. HRV: Manuscript redaction and management of
microbiological samples of the patient. All authors read and approved the
final manuscript.

Author details
1Department of Internal Medicine, Cliniques universitaires Saint-Luc,
Université Catholique de Louvain, Avenue Hippocrate 10, 1200, Brussels,
Belgium. 2Department of Radiology, Cliniques universitaires Saint-Luc,
Université Catholique de Louvain, Avenue Hippocrate 10, 1200, Brussels,
Belgium. 3Department of Gynaecology, Cliniques universitaires Saint-Luc,
Université Catholique de Louvain, Avenue Hippocrate 10, 1200, Brussels,
Belgium. 4Department of Orthopaedic Surgery, Cliniques universitaires
Saint-Luc, Université Catholique de Louvain, Avenue Hippocrate 10, 1200,
Brussels, Belgium. 5Department of Microbiology, Cliniques universitaires
Saint-Luc, Cliniques universitaires Saint-Luc, Université Catholique de Louvain,
Avenue Hippocrate 10, 1200, Brussels, Belgium. 6Department of Internal
Medicine and Postoperative Medicine, St Luc University Hospital, Catholic
University of Louvain, Avenue Hippocrate 10, 1200, Brussels, Belgium.

Received: 22 June 2012 Accepted: 27 September 2012
Published: 2 October 2012

References
1. Ross JJ, Hu LT: Septic arthritis of the pubic symphysis: review of 100

cases. Medicine (Baltimore) 2003, 82:340–345.
2. Yagupsky P: Kingella kingae: from medical rarity to an emerging

paediatric pathogen. Lancet Infect Dis 2004, 4(6):358–367.
3. Ceroni D, Cherkaoui A, Ferey S, Kaelin A, Schrenzel J: Kingella kingae

osteoarticular infections in young children: clinical features and
contribution of a new specific real-time PCR assay to the diagnosis. J
Pediatr Orthop 2010, 30(3):301–304.

4. Elyès B, Mehdi G, Kamel BHS, Hela Z, Ben Smida Imen: Kingella kingae
septic arthritis with endocarditis in an adult. Joint Bone Spine 2006,
73:472–473.

5. Ravdin JI, Brandstetter RD, Wade MJ, Roberts RB: Endocarditis resulting
from Kingella kingae, presenting initially as culture negative bacterial
endocarditis. Heart Lung 1982, 11:552–554.

6. Roiz MP, Peralta FG, Arjona R: Kingella kingae bacteremia in an
immunocompetent adult host. J Clin Microbiol 1997, 35(7):1916.

7. Urs S, D'Silva BS, Jeena CP, Sona CP, Beena K, Shetty KR: Kingella kingae
septicaemia in association with HIV disease. Trop Doct 1994, 24(3):127.

8. Ducoulombier V, Dehecq E, Luraschi H, Prudhomme C, Bessard D,
Houvenagel E: Kingella kingae spondylodiscitis in an adult. Med Mal Infect
2011, 41(2):110–112.

9. Meis JF, Sauerwein RW, Gyssens IC, Horrevorts AM, van Kampen A: Kingella
kingae intervertebral diskitis in an adult. Clin Infect Dis 1992, 15(3):530–
532.

10. Le Bars H, Lamini N, Brunet JF, Duval H, Samjee I, Minet J: Sacroiliitis due to
Kingella kingae in an adult: updates on this pathogen. Ann Biol Clin (Paris)
2010, 68(3):341–345.

11. Matta M, Wermert D, Podglajen I, Sanchez O, Buu-Hoï A, Gutmann L, Meyer
G, Mainardi JL: Molecular diagnosis of Kingella kingae pericarditis by
amplification and sequencing of the 16S rRNA gene. J Clin Microbiol 2007,
45(9):3133–3134.

12. Ramana KV, Mohanty SK: An adult case of urinary tract infection with
Kingella kingae: a case report. J Med Case Reports 2009, 3:7236.

13. Morrison VA, Wagner KF: Clinical manifestations of Kingella kingae
infections: case report and review. Rev Infect Dis 1989, 11(5):776–782.

14. Estève V, Porcheret H, Clerc D, Dorfmann H, Le Pennec MP: Septic arthritis
due to Kingella kingae in an adult. Joint Bone Spine 2001, 68(1):85–86.

15. de Groot R, Glover D, Clausen C, Smith AL, Wilson CB: Bone and joint
infections caused by Kingella kingae: six cases and review of the
literature. Rev Infect Dis 1988, 10:998–1004.

doi:10.1186/1471-2334-12-236
Cite this article as: Wilmes et al.: Osteomyelitis pubis caused by Kingella
kingae in an adult patient: Report of the first case. BMC Infectious
Diseases 2012 12:236.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Wilmes et al. BMC Infectious Diseases 2012, 12:236 Page 4 of 4
http://www.biomedcentral.com/1471-2334/12/236


	Abstract
	Background
	Case presentation
	Conclusion

	Background
	Case presentation
	Discussion
	Conclusion
	Consent
	Competing interests
	Authors’ contributions
	Author details
	References

