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Abstract: Pubic symphysis diastasis is a complication of pregnancy that can lead to prolonged
recovery, persistent pain, and functional disability if managed inappropriately. There is a lack of
universally accepted clinical guidelines with regards to the timeframe and defect criteria for surgical
management, which contributes to delayed care resulting in increased surgical complexity and
subsequent impairments in functionality and quality of life. The current standard of care utilizes non-
operative measures exclusively for separations measuring less than 2.5 cm correlating to symphyseal
ligament sparing. Surgical interventions are typically reserved for severe cases or those resistant
to initial non-operative treatment. Non-surgical methods have been attempted for 4–6 weeks, even
in severe cases, with patients still requiring eventual surgery. We herein report an uncommon case
of pubic symphysis diastasis measuring 5.5 cm and the successful implementation of non-surgical
management to demonstrate the need for updated standardized treatment guidelines. The defect in
this case was treated with early application of a pelvic binder resulting in anatomic alignment and
full resolution of pain within 3 months, and full return to activity within 6 months. In conclusion, the
establishment of management guidelines for pubic symphysis is recommended, including the use of
non-surgical management early in the patient recovery process and in cases with diastasis greater
than 2.5 cm. This treatment strategy may decrease morbidity, recovery time, and complications in
affected patients.
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1. Introduction

Due to inconsistent reporting, diastasis of the pubis symphysis was once deemed an
uncommon postpartum complication with a varying incidence of 1:300–1:30,000 [1]. How-
ever, more recent studies have shown this to be a more common postpartum complication
with an incidence of 1:500 [2]. During pregnancy, relaxin and progestin are released to
prepare the pelvis for delivery, resulting in relaxation of fibrocartilage structures such as
the pubic symphysis. The pubic symphysis is normally 4–5 mm and typically undergoes a
2–3 mm increase during pregnancy [1]. The actual cause of atraumatic peripartum diastasis
pubic symphysis is unknown; however, it is typically associated with underlying connective
tissue disorders, cephalopelvic disproportion, and macrosomia [3]. Other proposed risk
factors include nulliparity and increased maternal age [4]. This condition, if mismanaged,
can lead to significant functional disability and chronic pain.

The diagnosis is typically made clinically. A classic sign is pain in the pubic region
radiating to the low back and thighs, which is exacerbated by leg movement. One pathog-
nomonic sign of symphyseal injury is pain in the pubic symphysis with compression of
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the greater trochanters toward midline, and the inability to flex hips with the knees fully
extended. Other signs include sacroiliac joint pain or a palpable cleft in the pubic symph-
ysis [3]. The diagnosis can be confirmed when diagnostic imaging (i.e., ultrasound, plain
radiographs, computed tomography, or magnetic resonance imaging) demonstrates a pubic
symphysis separation of greater than 1.0–1.3 cm [1].

Current management is typically non-operative. It has been reported that functional
recovery is excellent with non-operative management; however, this can result in prolonged
recovery [3,5]. In current practice, non-operative management is typically indicated when
the pubic symphysis is less than 2.5 cm. The pubic symphyseal ligaments are unlikely
to be compromised, and resolution typically occurs spontaneously [3]. When the pubic
symphysis is greater than 2.5 cm (which indicates disruption of symphyseal ligaments),
non-operative management is also recommended with the utilization of NSAIDs, bed rest,
pelvic binders, and physical therapy [3,6,7]. If, after the postpartum period of 4–6 weeks,
non-operative management fails, surgical intervention is then considered [3,8,9].

Surgical management is generally sought for a separation greater than 4–6 cm, as this
has an increased association with sacroiliac joint disruption [1–3,5,9]. There have been
reports of diastasis pubis symphysis of 11 cm and 9.5 cm being non-operatively managed
without surgical intervention. However, these cases demonstrated that considerable pain
with ambulation persisted through the 6-month follow-up, as well as considerable persis-
tent symphysis separation, which increases the risk for early arthritic changes in the pelvis
and hip joints [3,8].

2. Case Presentation

The patient is a 27-year-old female G2P1 with no history of connective tissue disorder,
pelvic trauma, or antepartum complications following spontaneous vaginal delivery of a
5 lb, 5 oz viable male infant. On postpartum day one, she complained of abdominal pain
and cramping with progressively worsening right thigh pain. She attempted ambulation,
but collapsed secondary to pain and a feeling of pelvic instability.

2.1. Investigations

Radiographs were obtained, revealing a 5.0 cm separation of the pubic symphysis
and anterior widening of the sacroiliac joint (Figure 1). A pelvic binder was placed to
provisionally stabilize the pelvis, and the patient was immediately transferred to a higher
level of care for evaluation and management.
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With the binder in place, repeat imaging demonstrated the pubic symphysis diastasis
was reduced to 1.2 cm (Figure 2). An orthopaedic consult was placed, and the assessment
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was made that the symphyseal ligaments and right-sided anterior sacroiliac ligaments
were torn.
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Figure 2. AP pelvis radiograph following binder application demonstrating the pubic symphysis
diastasis reduced to 1.2 cm.

2.2. Treatment

Following orthopaedic evaluation, the decision was made to continue the use of the
pelvic binder. Imaging while wearing the binder showed anatomic reduction in symphysis
pubis with good anatomic alignment.

2.3. Outcome and Follow-Up

On hospital day five, the patient was hemodynamically stable with sufficient pain
control, and she was discharged home with instructions to wear her binder as much
as possible, aside from hygiene activities, and to limit her activities to avoid running,
jumping, prolonged walking, and high-impact activities. At 3 weeks post-injury, pelvic
radiographs demonstrated largely maintained alignment of the pubic symphysis with some
mild increase in diastasis to 1.9 cm, and her pain was well managed via acetaminophen
taken only at night (Figure 3). She was instructed to wean her binder use gradually
beginning at 6 weeks post-injury. At 3 months post-injury, her pain had resolved, and
her pelvic imaging continued to show maintained alignment at 1.9 cm(Figure 3). She was
advanced to activity as tolerated. At her six-month follow-up, she was ambulating without
restriction, including running, jumping, and playing competitive sports, with radiographic
diastasis again measuring 1.9 cm (Figure 3).
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3. Discussion

Our case illustrates that early binder application for traumatic diastasis of the pubic
symphysis due to childbirth can result in an excellent outcome in cases where initial
diastasis is greater than 4–6 cm [6,10]. In our patient, the avoidance of surgical intervention
and implementation of early binder application resulted in early pain resolution and pain-
free ambulation at three months postoperatively. This is in contrast to the traditional
teaching that when the pubic symphysis exceeds 4–6 cm, non-operative management
typically fails and surgical reduction must be made using ORIF or external fixation [2,8,9].

Postpartum pubic symphysis diastasis, characterized by a separation of the pubic
symphysis following childbirth, shares certain resemblances with patterns outlined in the
Young and Burgess classification, which is predominantly linked to high-energy blunt
trauma [11]. In the continuum of pelvic injuries, peripartum diastasis exhibits the clos-
est affinity to the APC type due to its anterior ring disruption at the pubic symphysis.
Despite morphological similarities, a clear demarcation exists between the underlying
mechanisms of these injuries, marked by the compressive and high-energy nature of the
Young and Burgess classification, in contrast to the expansive and low-energy nature of
postpartum diastasis.

Postpartum diastasis of the pubic symphysis is an uncommon condition typically
treated non-operatively with surgery for a larger degree of diastasis [3]. Hoehmann
et al. described a case with initial pelvic binder failure requiring subsequent surgical
intervention [10]. The patient’s diastasis was 3.0 cm with interval widening to 8.0 cm on
postpartum day three and sacroiliac joint widening. During this time, the patient was
permitted to ambulate with non-weight-bearing to the right lower extremity. Four years
later, the patient expressed persistent pelvic girdle pain, back pain, and dyspareunia, but
was not amenable to plate removal due to extensive scarring over the hardware.

As evidenced by this case, the pelvic binder was unable to maintain reduction and
proper alignment. Various factors could have contributed to the failed trial and could be
investigated to determine key impacts on the outcome. More strict therapy parameters
or a return to activity protocol requiring strict rest may produce different results. The
sacroiliac involvement might also add to the complication of the case, requiring different
management due to the implied injury pattern. Furthermore, hardware can lead to chronic
pain and complicated reversal, which is altogether avoided via the implementation of
non-operative treatments.
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Previous cases have reported favorable outcomes, including alleviation of pain dur-
ing movement and reduction in suprapubic tenderness upon examination, through the
implementation of pelvic binders and physical therapy. Recovery durations in these cases
have varied from 6 weeks to 6 months [12]. Additionally, a notable case highlighted by
Mulchandani et al. underscored the potential for sustained diastasis reduction even a year
after the completion of conservative treatment interventions [13]. This review provides
valuable insights into the management of postpartum pubic symphysis dysfunction and its
long-term outcomes.

Among the multifaceted considerations that impact the decision-making process
between surgical and non-surgical approaches in patient management, social factors should
play a substantial role. Compliance with therapy and accessibility to treatment emerge as
crucial challenges. In the case presented, the patient’s unique circumstances allowed for
relatively unhindered access to therapy, facilitated by the cost-free nature of medical visits
within the military healthcare system. However, the aspect of compliance, particularly with
prescribed rest, posed challenges for a new single mother devoid of external caregiving
support. This challenge is further accentuated by historical instances of prolonged therapy,
lasting up to six months.

Although the literature lacks precise definitions on this matter, an argument can be
constructed for the role of early activity requisites as a potential indicator for fixation. This
perspective gains traction in situations where maternal mobility is essential for caring for a
newborn, necessitating a delicate balance between recovery and childcare responsibilities.

We recommend a trial of pelvic binder application, with immediate post-binder imag-
ing to evaluate the binder’s effectiveness. If anatomic reduction can be achieved, then
surgical intervention is unnecessary. Maintenance of anatomic reduction with a binder can
allow continued reduction after the binder is discontinued and a return to high activity
levels, suggesting the reduction allows for healing of the ligamentous structures previously
disrupted or stretched. If there is a failure of reduction with the use of a pelvic binder, or if
there is continued pain and diastasis after trialing the use of a pelvic binder, then surgical
intervention may be considered [2,7,14].

While it is possible to successfully treat this condition non-operatively, more research
is needed to understand if this approach is effective in a larger, more generalized patient
population. Future studies could include case series of patients treated conservatively to
expand the data pool. A randomized controlled trial would be the gold standard, although
this may be difficult to conduct with a pathology that is relatively rare and when the options
include surgery vs. non-surgical intervention.

4. Conclusions

Pubic symphysis diastasis, especially cases exceeding 4–6 cm, have been historically
managed via surgical means. As demonstrated in this case, non-operative treatments
through use of a pelvic binder reduce exposure to unnecessary surgical risks while pro-
ducing successful results. This approach, in conjunction with periodic imaging to ensure a
sustained anatomical alignment, provides an alternative means of treatment with potential
application even in other traumatic scenarios resulting in similar injuries or as an option
for high-risk surgical patients.

Future investigative efforts could be geared towards determining adequate diastasis
size on imaging post-reduction with a pelvic binder, as well as choosing appropriate
interval checks. Specific trial timing with a pelvic binder before switching to surgical means
is crucial; follow-up timing of 3 weeks, 3 months, and 6 months were adequate in this
situation, but may not allow for prompt changes in management if the patient’s course
is more complicated or does not respond to the binder application. Furthermore, future
efforts can be made to standardize protocol for return to activity or specific physical therapy
regimens to expedite recovery.
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