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SAZETAK

Sindrom bolne simfize sportista (pubalgija) je specificna povreda, bolno stanje
i disfunkcija femoro-ingvinalne regije, koje nastaje usled disproporcije snage
misica trbusnog zida i misica donjih ekstremiteta. Cilj ovog rada jeste da se te-
orijski razmotri znacaj multidisciplinarnog dijagnostickog i terapijskog pristupa
sindromu bolne simfize sportista. U literaturi je izneto viSe od 70 uzroka nastanka
pubalgije, pri ¢emu su oni koji su uslovljeni sportskim ciniocima najzastupljeniji.
Aktivnosti koje ukljucuju ponavljajuce snazne udarce nogama, pokrete rotacije,
cirkumdukcije i torzije predstavljaju faktore rizika. Sindrom je najpre registro-
van kod fudbalera, a uglavnom se javlja kod sportista muskog pola, mladih od
40 godina. Postavljanje dijagnoze je teSko zbog sloZene anatomije i preklapanja
simptoma medu razlicitim povredama prepona. Terapijski pristup je uslovljen
slozenoS¢u povreda i dinamikom oporavka pacijenta. Podrazumeva postovanje
principa zapocinjanja lecenja minimalno invazivnim modalitetima, pri ¢emu je za
krajnji terapijski pristup rezervisan operativni tretman, nakon kog je neophodno
sprovesti odgovarajuci rehabilitacioni program, u skladu sa bolom i dinamikom
oporavka. Najvedi broj sportista se nakon dva do tri meseca vraca na teren, pri
¢emu recidivi nakon operativnog lecenja prakticno nisu registrovani. No, s ob-
zirom na to da kod nastanka pubalgije dolazi do onesposobljavanja u sportskim
aktivnostima u prolongiranom periodu, posebnu paznju treba posvetiti preven-
ciji nastajanja ovog bolnog sindroma. S tim u vezi, s prevencijom treba zapoceti
u najranijim uzrastima, sprovodenjem svakodnevnog programa vezbi jatanja
misica prednjeg trbusnog zida, s posebnim akcentom na kose i poprecne trbusne
misice.
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ABSTRACT

Painful symphysis syndrome (pubalgia) in athletes is a particular injury, a painful
condition, and dysfunction of the femoroinguinal region, which occurs due to the
disproportion in strength between the abdominal wall muscles and the muscles
of the lower extremities. This study aims to theoretically analyze the importance
of a multidisciplinary diagnostic and therapeutic approach to painful symphysis
syndrome in athletes. More than seventy causes of pubalgia have been present-
ed in literature, most commonly linked to sports factors. Activities that include
repetitive strong kicks, rotational movements, circumduction, and torsion, are
risk factors. The syndrome was first registered in football players, and it mostly
occurs in male athletes under the age of forty. Establishing a diagnosis is difficult,
due to the complex anatomy and the overlapping of symptoms between different
groin injuries. The therapeutic approach depends on the complexity of the inju-
ries and the dynamics of the patient's recovery. It entails observing the principles
of initiating treatment with minimally invasive modalities and reserving surgical
treatment as the final therapeutic option, after which it is necessary to conduct
an appropriate rehabilitation program, tailored to the pain and the dynamics of
recovery. Most athletes resume their sports activities after two to three months,
with no recurrence of pubalgia after surgical treatment. However, bearing in
mind that the occurrence of pubalgia prevents the patients from engaging in
sports activities over a prolonged period, special attention should be directed
towards the prevention of this painful syndrome. Taking this into consideration,
prevention should begin at the earliest age, through a daily program of exercises
for strengthening the muscles of the anterior abdominal wall, with special em-
phasis on the oblique and transverse abdominal muscles.
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uvoD

Sindrom bolne simfize sportista prvi put je detaljno
opisao Spineli, 1932. godine, ali se u literaturi pronala-
zi i da ga je Gilmor, 90-ih godina 20. veka, nazvao Gil-
morove prepone. Sinonimi koji se u literaturi jos mogu
sresti su i: bol u preponama, sindrom simfize, pubalgi-
ja, atletska pubalgija, sindrom stidne ingvinalne boli,
prepona sportista, kompleksna povreda prepona fud-
balera, sindrom hokejasa, atletska kila i preponski ras-
cep [1].

Atletska pubalgija je specificna anatomska povre-
da, a ne Siroka kategorija nalaza, te treba naglasiti da
patoloska dijagnoza, poput ingvinalne kile, ne iskljuc¢u-
je prisustvo ovog sindroma. Izrazi kao $to su sportska
kila ili hernija sportista, danas ¢esto koris¢eni u profesi-
onalnim krugovima, dovode do problema u razlikova-
nju anatomskih obrazaca povreda i nalaza pri dijagno-
stici. Sindrom je prvo zabelezen kod fudbalera (poznat
kao ,fudbalerske prepone”), a viemenom je opisan i
kod ostalih sportista, narocito kod onih ¢ije aktivnosti
podrazumevaju prekomernu upotrebu misi¢a donjeg
dela trbuha i proksimalne muskulature donjih ekstre-
miteta.

Razmatrajudi pubalgiju sa klinicko-anatomskog as-
pekta, do izrazaja dolazi znacaj koStano-misi¢ne ana-
tomije ove regije. Pored kostiju (oba femura, sakralne
i kokcigealne kosti) u anatomski znacajan obrazac
externus abdominis, m. obliquus internus abdominis,
m. transversus abdominis, m. rectus abdominis), kao i
m. gracilis, m. adductor longus, m. adductor brevis, m.
adductor magnus). Svi ovi misi¢i imaju svoje pripoje na
preponskoj kosti i pubi¢noj simfizi, dok su od najveceg
znacaja za odrzavanje stabilnosti karlice u sagitalnoj
ravni m. rectus abdominis i m. adductor magnus [2,3].

Imajuci u vidu da su povrede prepona ¢esta pojava
kod sportista i da one cine 6% svih sportskih povreda
[4], a ujedno uzimajudi u obzir i ¢injenicu da su neret-
ko i pogresno interpretirane, cilj ovog rada jeste teorij-
sko razmatranje znacaja multidisciplinarnog dijagno-
stickog i terapijskog pristupa sindromu bolne simfize
sportista.

ETIOLOGIJA | ETIOPATOGENEZA

U literaturi je opisano vise od 70 uzroka pubalgije. Na
osnovu klasifikacije, koju je, 1999. godine, predlozio
Benaco (Benazzo), uzroci pubalgije mogu se donekle
proizvoljno grupisati, prateci koristan metodoloski pri-
stup, pocevsi od pubalgije uzrokovane preopterece-
njem pubicne simfize (engl. rectus adductor symphysis
syndrome), Cija ucestalost iznosi priblizno 40%. Nada-
lje slede pubalgije uzrokovane parietoabdominalnom

INTRODUCTION

Painful symphysis syndrome in athletes was, in detail,
first described by Spinelli, in 1932, but literature also
shows that, in the 1990s, Gilmore named this syndrome
Gilmore's groin. Other synonymous names for the con-
dition, also found in literature, are as follows: symphysis
syndrome, pubalgia, athletic pubalgia, pubic inguinal
pain syndrome, sports-men’s groin, footballers groin
injury complex, hockey player’s syndrome, athletic her-
nia, and inguinal disruption [1].

Athletic pubalgia is a particular anatomical injury,
and not a broad category of findings, which is why it
must be emphasized that a pathological diagnosis, such
as inguinal hernia, does not exclude the presence of this
syndrome. Terms such as athletic hernia or sports-men’s
hernia, used customarily in professional circles today,
cause problems in distinguishing amongst anatomical
injury patterns and findings in the diagnostic process.
The syndrome was first registered in footballers (known
as ‘footballers groin’) and, with time, it was described in
other athletes, especially in those whose activities re-
quire the excess use of the lower abdominal wall muscles
and the proximal musculature of the lower extremities.

Viewing pubalgia from the clinical and anatomical
aspect, the significance of the skeleto-muscular anato-
my of this region becomes evident. In addition to the
bones (both femoral bones, the sacral and coccygeal
bones), the muscles of the anterolateral abdominal wall
(m. obliquus externus abdominis, m. obliquus internus ab-
dominis, m. transversus abdominis, m. rectus abdominis)
as well as the inner thigh muscles - the adductors (m.
pectineus, m. gracilis, m. adductor longus, m. adductor
brevis, m. adductor magnus) are also a part of the an-
atomically significant framework. All of these muscles
have their insertions on the pubic bone and the pubic
symphysis, while the m. rectus abdominis and m. adduc-
tor magnus have the greatest importance in maintain-
ing the stability of the pelvis in the sagittal plane [2,3].

Bearing in mind that groin injuries are a frequent
occurrence in athletes, as well as the fact that they ac-
count for 6% of all sports injuries [4], and, at the same
time, taking into account the fact that these injuries
are relatively frequently misinterpreted, the aim of this
paper is the theoretical analysis of the significance of a
multidisciplinary diagnostic and therapeutic approach
to the painful symphysis syndrome in athletes.

ETIOLOGY AND ETIOPATHOGENESIS

More than 70 causes of pubalgia have been described
in literature. Based on the classification proposed
by Benazzo, in 1999, the causes of pubalgia may be
grouped, somewhat arbitrarily, by applying a use-
ful methodological approach, starting with pubalgia
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slaboscu (sportska kila), sa ucestalos¢u od oko 40% i,
konacno, pubalgije uzrokovane patoloskim procesima,
koje zahvataju susedne organe (karlicu i urogenitalni
trakt), koje ¢ine oko 20% slucajeva [5]. Sportski uzroci
su najzastupljeniji u etiologiji ovog sindroma. Kod fud-
balera, sindrom se javlja zbog ponavljanih napornih
treninga, utakmica i nemogucnosti dobre restitucije.
Zastupljen je i kod igraca hokeja na ledu, igraca ragbi-
ja, trkaca na duge staze, igraca australijskog fudbala,
igraca kriketa, itd. Navedeni sportovi podrazumevaju
ponovljene snazne udarce nogom, pokrete rotacije,
cirkumdukcije, torzije, i sl. Svi navedeni pokreti pred-
stavljaju faktore rizika za pojavu sindroma bolne sim-
fize [6].

Sportisti sa dijagnozom sindroma bolne simfize su
uglavnom muskarci mladi od 40 godina. Uopsteno, to
se moze objasniti ¢injenicom da se pripadnici muskog
pola ¢eSce bave gore nabrojanim sportovima, koji nose
vedi rizik za nastanak ovog bolnog sindroma. Drugi ra-
zlozi leze u anatomskim razlikama izmedu muske i zen-
ske karlice. Zene uglavnom imaju vedi i robusniji kau-
dalni m. rectus abdominis na stidnoj simfizi, karlica im
je Sira i ima vedi potpubicni ugao, $to moze rezultirati
boljim usmeravanjem sila dalje od pubicne regije. Sto-
ga, anatomskim i biomehanickim razlikama u strukturi
zenske karlice mogla bi se objasniti bolja stabilizacija
stidne regije i smanjeni rizik od pubalgije, u Zzena [3].

Nacelno gledano, do bola pri ovom sindromu do-
lazi zbog disproporcije snage misi¢a trbusnog zida i
misi¢a donjih ekstremiteta, kao i elasti¢nosti pubicne
simfize, koja joj omogucava kretanje do 2 milimetra i
rotaciju do 3 stepena [3]. Ova neravnoteza dovodi do
osecaja bola u dubini prepona. Na temelju toga, ovaj
bi se entitet mogao preimenovati u ,sindrom misi¢ne
neravnoteze prepona’ a sportska kila mogla bi se sma-
trati nalazom uklju¢enim u ovaj sindrom [7]. Mehani-
zam nastanka simptoma se objasnjava stalnim silovi-
tim kontrakcijama koje se prenose na pripoje misica
u ovim regijama, stvarajuci ostecenje subhondralne
vaskularizacije u predelu pubi¢ne kosti, sto potenci-
jalno posledi¢no uslovljava nastanak njene asepti¢ne
nerkoze. Ovaj proces, u daljem toku, izaziva nespecific-
no zapaljenje, pre svega na insercijama misi¢a. Opisani
mehanizam uslovljava i patoloski proces na pripojima
misic¢a na pubisu, dok je u kasnijoj fazi primeceno ra-
zvijanje osteoporoze pubicnih kostiju [8].

SIMPTOMI | KLINICKI ZNACI

Vecina bolesnika sa pubalgijom ima simptome meseci-
ma ili godinama pre postavljanja prave dijagnoze. Prvi
simptomi se obi¢no javljaju nakon izvesnog napora i
naknadnog odmora bolne regije. Bol se uglavhom ma-
nifestuje prilikom hoda po strmim terenima. Sportista,

caused by pubic symphysis overstraining, i.e., rectus
adductor symphysis syndrome, occurring in 40% of the
cases; followed by pubalgia caused by parietoabdom-
inal weakness (sports hernia), occurring in 40% of the
cases; and finally, pubalgia caused by pathological pro-
cesses, which involve the surrounding organs (pelvis
and urogenital tract), and which account for 20% of cas-
es [5]. Sports causes are the most frequent in the etiolo-
gy of this syndrome. In footballers, the syndrome occurs
as the result of repeated strenuous workout and train-
ing sessions and football matches, as well as the play-
ers’ inability to have sufficient rest and recuperation in
between these activities. The syndrome is also present
in ice hockey players, rugby players, long-distance run-
ners, players of Australian football, cricket players, etc.
The above-mentioned sports include repeated strong
kicks, rotation, circumduction and torsion movements,
etc. All of these movements represent risk factors for the
development of painful symphysis syndrome [6].
Athletes with the diagnosis of painful symphysis
syndrome are mainly men under the age of 40. Gen-
erally speaking, this can be explained by the fact that
men more often engage in the sports listed above than
women, and these sports carry a greater risk for the de-
velopment of this painful syndrome than other sports.
Other reasons originate from the anatomical differenc-
es between the male and female pelvis. Women usually
have a larger and more robust caudal m. rectus abdom-
inis on the pubic symphysis, their pelvis is wider, and it
has a wider subpubic angle, which may result in better
transfer of forces away from the pubic region. There-
fore, the anatomical and biomechanical differences in
the structure of the female pelvis may be the explana-
tion regarding the better stabilization of the pubic re-
gion and the decreased risk of pubalgia in women [3].
Generally speaking, the pain occurring in this syn-
drome, occurs due to a disproportion between the
strength of the abdominal wall muscles and the mus-
cles of the lower extremities, as well as the elasticity of
the pubic symphysis, which enables movement of up
to 2 mm and rotation of up to 3 degrees [3]. This imbal-
ance leads to the sensation of pain, deep in the groin.
Based on the above stated, this entity could be re-
named as ‘muscular groin imbalance syndrome;, while
athletic hernia could be considered as a finding includ-
ed in this syndrome [7]. The mechanism of the develop-
ment of symptoms is explained by constant powerful
contractions, which radiate to the muscular insertions
in these regions, creating damage to the subchondral
vascularization in the area of the pubic bone, which
potentially causes the consequential development of
its aseptic necrosis. This process further causes nonspe-
cificinflammation, primarily in the muscular insertions.
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pri takvoj vrsti hoda, zauzima prinudan antalgican stav,
sa kukovima u fleksiji. Bol u predelu simfize se moze
javiti i/ili pogor3ati aktom defekacije, kijanja i kasljanja.
Bolovi su u pocetku u najvecoj meri podnosljivi, dok u
daljem toku mogu u potpunosti da onesposobe igra-
Ce. Pacijenti se obi¢no zale na jednostrani dubok i ostar
bol u donjem delu trbuha i prednjem delu prepona.
Bol moze zraciti proksimalno na bedra, krsta, ali i u mi-
Sice donjeg dela trbuha, perineum ili skrotum [9]. Vise
studija je pokazalo da je najveci broj igrata pre pojave
bola odigrao tri do Cetiri zahtevna meca u toku nedelje,
bez dovoljno vremena za oporavak izmedu njih. Nakon
intenzivnog treninga ili meca, sportista ima poteskoce
u hodanju, posebno pri penjanju uz stepenice. U kre-
vetu obic¢no lezi sa strane, savijenih kukova i kolena, uz
poremecen ritam sna. Ustajanje sa stolice i iz kreveta je
veoma bolno [10].

DIJAGNOSTICKI KRITERIJUMI

Dijagnoza pubalgije je teSka zbog sloZzene anatomije
i preklapanja simptoma razli¢itih povreda prepona.
Klini¢ki pregled i istorija bolesti su od najvece vaz-
nosti. Klini¢ar mora uzeti u obzir injenicu da sportisti
sa bolovima u preponama mogu imati vise od jedne
dijagnoze, dok prisutnost jedne od ovih povezanih di-
jagnoza ne iskljuCuje dijagnozu pubalgije. Preporuka
je da se ovom entitetu pristupi sa multidisciplinarnog
aspekta, s obzirom na to da dosadasnja literatura ne
pruza odgovarajuce dijagnosticke studije i preporuke
za ispravno lecenje, koje bi trebalo sprovesti kod ovih
pacijenata [7]. Predlozena je klasifikacija simptoma na
nivou prepona u tri velike kategorije klini¢kih sindro-
ma (Slika 1) [11].

Prvi korak u postavljanju dijagnoze jeste uzimanje
adekvatne i detaljne anamneze o bolu (kada se javlja,
koliko traje, tacna lokalizacija bola, propagacija, jacina,
pridruzeni simptomi, i sli¢no). Fizikalni pregled atletske
pubalgije, kao sledeci bitni korak u dijagnostikovanju
sindroma, zapocinje palpacijom potencijalnih mesta
povrede. Pregledom se moZze pronadi palpatorna bol-
na osetljivost na mestu pripoja aduktora natkolenice,
na pripoju Pupartovog ligamenta, kao i na mestu spoja
dve pubicne kosti. U ingvinumu se mogu napipatiilim-
fne Zlezde koje su izrazito bolne na dodir. Tokom kon-
trakcije trbusnog zida, u stoje¢em ili leze¢em polozaju,
moguce je uociti znak slabosti kosih i popre¢nih misica
trbusnog zida i njegove aponeuroze - Malgenjijev ka-
pitalni znak. Ovaj znak predstavlja pojavu vretenastog
izbocenja koje se proteze od pubisa do prednje-gor-
nje bedrene bodlje (lat. spina iliaca anterior superior).
Istovremeno, ovaj znak pokazuje slabost i atoniju po-
pre¢nih misi¢nih vlakana prednjeg trbusnog zida [8].
Abdukcija kuka je ograni¢ena bolovima nastalim usled

The described mechanism also brings about the patho-
logical process in the muscular insertions on the pubis,
while, in the later phase, the development of pubic
bone osteoporosis has been noticed [8].

SYMPTOMS AND CLINICAL SIGNS

Most patients with pubalgia experience symptoms for
months or even years before they get the correct diag-
nosis. The first symptoms usually occur after a certain
amount of strain and subsequent rest of the painful
region. The pain mainly manifests when walking on
steep terrains. The athlete, when walking in such a
way, is forced to assume the antalgic gait, with hips in
flexion. The pain in the symphysis area may occur and/
or become worse upon defecation, sneezing or cough-
ing. In the beginning, the pain is mostly tolerable,
while as the condition develops, it may completely in-
capacitate the player. The patients usually complain of
unilateral deep and sharp pain in the lower abdomen
and in the frontal part of the groin. The pain may radi-
ate proximally to the thighs, lower back, but also to the
muscles of the lower abdomen, to the perineum, or the
scrotum [9]. A number of studies have shown that, pri-
or to the occurrence of pain, most players had played
in three to four challenging games in one week, with-
out enough time to rest in between these matches.
After an intense game or training session, the athlete
has difficulty walking, especially when climbing stairs.
When in bed, the athlete usually lies on their side, with
hips flexed and knees bent, with a disturbed sleeping
rhythm. Standing up from a chair or from the bed is
very painful [10].

DIAGNOSTIC CRITERIA

Diagnosing pubalgia is difficult due to the complex anat-
omy and the overlapping of symptoms of different groin
injuries. The clinical examination and the medical history
are of the utmost importance. The physician must take
into account the fact that athletes with groin pain may
have more than one diagnosis and that the presence of
one of these related diagnoses does not necessarily ex-
clude pubalgia. The recommendation is to approach this
entity from a multidisciplinary aspect, since literature so
far does not offer the appropriate diagnostic studies and
recommendations for the proper treatment to be ap-
plied in these patients [7]. A classification of symptoms
pertaining to the groin area into three major categories
of clinical syndromes has been proposed (Figure 1) [11].
The first step in establishing the diagnosis is taking
the appropriate and detailed anamnesis on the report-
ed pain (when it occurs, how long it lasts, the exact lo-
calization of the pain, pain propagation, pain intensity,
associated symptoms, etc.). The physical examination of
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POREMECAJI PREPONSKE REGIJE / DISORDERS OF THE GROIN ‘

[

KLASICNA HERNIJA/ OKULTNE POVREDE PREPONA / OSTALI DLJAGNOSTICKI KRITERIJUMI /
CLASSICHERNIAS OCCULT GROIN INJURIES OTHER DIAGNOSTICENTITIES
| _—— | I
L Ingvinalna hernija/ Atletska. pubalgij.a/ Sportska hern?ja/ Osteit.is. pubi§/ - Poremecaji kuka / Hip disorders
Inguinal Hernia Athletic Pubalgia Sports Hernia Osteitis Pubis . Avaskularna nekroza / Avascular Necrosis
— direktna / Direct - Skljocajuci kuk / Snapping Hip
— indirektna/ Femoral | . Sindrom atletske pubalgije / Athletic | . Hemija sportska/ Sl s e
Hernia Pubalgia Syndrome Sportmans Hernia - Karlce/ Pelus
- Femoralna hernija/ - Gilmorove prepone / Gilmores Groin } o Mgl N
Femoral Hernia . Sindrom pimfize / Symphysis - Atletska hernija / + Tumori/Maligniteti / Tumors/Malignancies
- Obturatorna hernija / Syndrome Athletic Hernia + Kompresivne neuropatije / Nerve Entrapment disorders
Obturator Hernia + Sindrom hokejaskih prepona/ Hockey | | Pocetna hernija / » Bocsd) e/ Sabaldingas
» Sedalnopreponski burzitis / Ischiopectineal Bursitis

Groin Syndrome

- Sindrom hokejaskog golmana
- bejzbool igraca / Hockey Goalie -
Baseball Pitcher Syndrome

- Sindrom aduktora / Adductor

Incipient Hernia

» Okultnaingvinalna
hernija / Oculte
Inguinal Hernia

» Gastrointestinalni/Urogenitalni/Ginekoloski poremecaji
| Gastro/ urogenital/ Ginecological disorders

- Duboki glutealni sindrom (sindrom piriformisa) / Deep
Gluteal Syndrome (Pyriformis Syndrome)

» Avulzione povrede (adolescentne apofizijalne povrede) /

Syndrome

- Tendonitis m. adduktor longus-a /
Adductor Longus Tendonitis

- Sindrom m. adduktor gracilis-a /
Adductor Gracilis Syndrome

Slika 1. Klasifikacija simptoma poremecaja preponske regije (modifikovano
prema: Gerhardt, Brown, Giza) [11]

istezanja aduktora. Adukcija i abdukcija u kuku su bol-
ne. Aktivho podizanje noge u spoljasnjoj rotaciji sa
kolenom u punoj ekstenziji vrlo je bolno i obi¢no nije
izvodljivo [10].

Opisani su i specificni testovi provokacije za misice
aduktore i misice prednjeg trbusnog zida. Test aduktora
je od velike vaznosti za fizikalni pregled. Pri ovom testu,
pacijent lezi na ledima sa kukovima u abdukciji i u flek-
siji od 80 stepeni. Test je pozitivan ako pacijent, dok po-
kusava da povuce noge protiv otpora (koje lekar pruza)
u suprotnom smeru, oseca ostar bol u preponama [12].
Sa druge strane, Kacingve i saradnici su klasifikovali pet
klinickih znakova koji mogu ukazati na atletsku pubal-
giju: 1) subjektivna nelagodnost zbog bolova duboko
u preponama /bolova u donjem delu trbuha; 2) bol se
pogorsava povecanjem napora (sprint, “trbusnjaci”) a
ublazava se odmorom; 3) palpatorna osetljivost pubic-
nog ramusa na mestu pripoja m. rectus abdominisa i/ili
pripojne tetive; 4) bol pri otporu prilikom adukcije kuka
uz fleksiju od 45 i/ili 90 stepeni; 5) bol prilikom pruzanja
otpora tokom rotacije abdomena [13,14].

Regionalni pregled je od izuzetne vaznosti u suza-
vanju diferencijalne dijagnoze. Lumbalni deo ki¢me-
nog stuba, sakroilija¢ni zglobovi i zglobovi kukova mo-
raju se funkcionalno ispitati. Istovremeno, simfiza se is-
pituje u pravcu nestabilnosti i osetljivosti, jer je osteitis

Avulsion injuries (adolescent apophysea injuries)
- Akutna misicno/ tetiva istegnuca / Acute muscule/
tendon strains

Figure 1. Classification of symptoms of inguinal region disorders (modified ac-
cording to Gerhardt, Brown, Giza) [11]

athletic pubalgia, as the next important step in the diag-
nosis of the syndrome, begins with the palpation of the
potential injury sites. Palpatory painful sensitivity ca be
detected through physical examination at the site of the
insertion of the adductors of the thigh, at the insertion
of Poupart’s ligament, as well as at the meeting point of
the two pubic bones. In the ingenium, lymph nodes can
also be palpated and they are extremely painful to the
touch. During the contraction of the abdominal wall,
when the patient is standing or lying down, it is pos-
sible to note the signs of weakness of the oblique and
transverse abdominal wall muscles as well as of the ab-
dominal wall aponeurosis — Malgaigne's sign. This sign is
represented by the presence of a spindle shaped buldge
extending from the pubis to the anterior superior iliac
spine (lat. spinailiaca anterior superior). At the same time,
this sign indicates the weakness and atonia of the trans-
verse muscle fibers of the anterior abdominal wall [8].
The abduction of the hip joint is limited by the pain aris-
ing from the stretching of the adductors. The adduction
and abduction of the hip are painful. Active lifting of the
leg in external rotation with the knee in full extension is
very painful and usually not possible for the patient [10].

Particular muscle provocation tests for adductors
of the anterior abdominal wall have been described.
The testing of the adductors is of great importance
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pubicne kosti relativno ¢est nalaz u atletskoj popula-
ciji. Pripoji miSi¢a (uklju€ujuci aduktore, kao i m. rectus
femoris, m. sartorius, rectus abdominis) palpiraju se na
bolnu osetljivost. U pokusaju provociranja simptoma,
i u stojecem i u leze¢em stavu kako bi se utvrdilo pri-
sustvo ingvinalne ili femoralne kile. Kod pacijentkinja
moze biti potreban i ginekoloski pregled [15].

Kinezioloskom analizom, kod svih pacijenata je
ustanovljena slabost prednjeg trbusnog zida (i to spe-
cijalno kosih trbusnih misi¢a) sa ocenom, po manuel-
nom misi¢cnom testu, dva od pet (MMT = 2/5). Aduktori
kuka su takode oslabljeni kod ovih pacijenata, ali pre
svega zbog neaktivnosti [8].

Zbog svega do sada navedenog, kao i zbog specifi¢-
ne klini¢ke slike i preklapajucih simptoma izmedu pu-
balgije i ostalih bolova u preponama, korisno je uraditi
neku od vizualizacionih dijagnostickih tehnika, kako bi
se iskljucili drugi uzroci bola [4,16]. Mogu biti od kori-
stiti sledece tehnike: radiografija, ultrazvuk, magnetna
rezonanca (MR), kao i kompjuterizovana tomografija
(CT). Na radiografskom nalazu se kod ovog sindroma
moze uoiti sledeca evolucija koStanih promena: proli-
feracija kostiju na jednoj ili obe strane, erozije na rubo-
vima pubic¢nih kostiju, dijastaza simfize (razdvojenost
pubi¢nih kostiju), asimetrija simfize, hipertrofija stid-
nih grebenova, pojava regionalnih slobodnih kostanih
tela, zone demineralizacije i kondenzacije.

Progresijom bolesti, evolucija znakova je jasnija, lako
se otkrivaju i u korelaciji su sa simptomima i nalazom
prilikom pregleda. Radiografski nalaz je slican onome
koji se uocava kod avaskularne nekroze kostiju [10]. Ul-
trazvuk je sa izvesnos¢u od 92% pouzdan u pronalaze-
nju sigurnih znakova preponske kile i omoguc¢ava dobar
uvid u ocuvanost mekih tikva, prisustvo burzi, kalcifika-
cija ili nekih tumefakcija. Kompjuterizovana tomografija
pomaze u identifikaciji nedostataka zadnjeg zida ingvi-
nalnog kanala i prisustva kile [7]. Magnetna rezonanca
ima izvrstan dijagnosticki potencijal za atletsku kilu i
moze ukazati na abnormalnosti u misi¢no-fascijalnim
slojevima trbusnog zida, koje usko koreliraju sa nalazom
hirurga prilikom pregleda. Takode, pruza i moguénost vi-
zualizacije edema uzrokovanog neuravnotezenom kon-
trakcijom misica i njihovih pripoja na pubicnoj simfizi
[15]. Pored navedenih, pouzdana ali invazivna dijagno-
sticka procedura jeste laparoskopija, koja objedinjuje sli-
ku unutradnjosti abdomena i moguénost istovremenog
hirurskog le¢enja uo¢enog problema [13].

DIFERENCIJALNA DIJAGNOZA

lako se pod pojmom sportiste najc¢eSce podrazumeva
zdrava mlada osoba, ne treba zanemariti ozbiljna sta-
nja koja pokazuju sli¢nu simptomatologiju (aneurizma

for the physical examination. In this test, the patient
is lying supine with the hips in abduction and flexed
at 80 degrees. The test is positive if the patient, while
attempting to pull the legs against the resistance in
the other direction (exerted by the doctor), feels sharp
pain in the groin [12]. On the other hand, Kachingwe et
al. made a classification comprising the following five
clinical signs that may indicate athletic pubalgia: 1) sub-
jective discomfort caused by pain deep in the groin/
pain in the lower abdomen; 2) pain which increases
with the increase of exertion (sprinting, crunches/sit-
ups) and decreases with rest; 3) palpatory sensitivity of
the pubic ramus at the insertion site of the m. rectus
abdominis and/or the insertion tendon; 4) pain when
resistance is exerted in hip adduction with a flexion of
45 and/or 90 degrees; 5) pain when offering resistance
during the rotation of the abdomen [13,14].

The regional examination is exceptionally import-
ant in narrowing down the differential diagnosis. The
lumbar segment of the spinal column, the sacroiliac
joints, and the hip joints must be functionally tested.
At the same time, the symphysis is tested for instabil-
ity and sensitivity, as pubic bone osteitis is a relatively
frequent finding in the population of athletes. Muscle
insertions (including adductors, as well as m. rectus
femoris, m. sartorius, rectus abdominis) show painful
sensitivity to palpation. In order to elicit symptoms,
the same muscles are tested for resistance. The patient
is examined both in the standing position and when
lying down, in order to determine the presence of in-
guinal or femoral hernia. In female patients a gyneco-
logical examination may be necessary as well [15].

Kinesiological analysis has found, in all patients, a
weakness of the anterior abdominal wall (especially
oblique abdominal muscle weakness), with a manual
muscle test score of two out of five (MMT = 2/5). Hip
adductors are also weakened in these patients, but pri-
marily due to the lack of activity [8].

Due to all that has been stated so far, but also due
to the particular clinical presentation and the overlap-
ping of the symptoms of pubalgia and the symptoms
of other conditions involving groin pain, it is useful to
carry out one of the diagnostic imaging techniques, in
order to exclude other causes of pain [4,16]. The follow-
ing techniques may be useful: radiography, ultrasound,
magnetic resonance imaging (MR), as well as comput-
ed tomography (CT). The following evolution of bone
change can be detected on radiographicimages: unilat-
eral or bilateral bone proliferation, erosion on the rims
of the pubic bones, diastasis symphysis pubis (pubic
symphysis separation), symphysis asymmetry, hyper-
trophy of the pubic crest, the presence of regional loose
bodies, demineralization and condensation zones.
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abdominalne aorte, diskus hernija u nivou L2 kicmenog
priljenja, koja daje iradirajuci bol u prepone, rak prosta-
te, metastatske promene na strukturama male karlice,
ciste na jajnicima, vanmateri¢na trudnoca, kompresiv-
ne frakture slabinskih prsljenskih tela, itd.). Postavljanje
tacne dijagnoze je bitno iz vise razloga. Prvi i najvazniji
je da, ukoliko je re¢ o ozbiljnoj dijagnozi (poput ma-
ligniteta ili aneurizme abdominalne aorte) osoba ne
izgubi dragoceno vreme, ve¢ da se odmah pristupi
leCenju. Bududi da simptomi deluju bezazleno i najce-
$¢e podnosljivo, sportisti ne Zele da gube vreme pro-
pustajudi vazna takmicenja i treninge. Medutim, zbog
svega navedenog, nikako ne treba Zuriti sa dijagnozom
i preskakati odredene procedure, jer posledice pogres-
nog terapijskog pristupa mogu biti nepopravljive. U
okvirima diferencijalne dijagnoze mogu se razmatrati
i sledeca oboljenja/stanja: osteitis pubis, osteomijelitis,
osteom, osteohondrom, tuberkuloza, sarkoidoza, he-
mohromatoza, reumatska bolest, traumatska povreda
simfize, intraartikularna/ekstraartikularna patologija
kuka i intraabdominalnog prostora, femoroacetabular-
ni impindzment (FAI), cepanje labruma acetabuluma,
povrede misi¢a aduktora, i drugo [10,17].

TERAPIJSKI PRINCIPI

Tek nakon postavljanja sigurne dijagnoze, pribegava
se terapiji, koja ima dva pristupa - konzervativni i ope-
rativni. U okvirima konzervativne terapije, u leenju
ovog bolnog sindroma je na prvom mestu mirovanje,
odnosno prekid treninga. Ova mera moze trajati od 3
do 12 meseci, zavisno od tezine povrede i dinamike
oporavka. Za lecenja inflamacije i bolova, primenjuje
se lokalna i sistematska farmakoloska terapija u kom-
binaciji sa fizikalnom terapijom.

FIZIKALNA TERAPIJA | REHABILITACIONI
PROGRAM

Postupna fizikalna terapija u kombinaciji s farmako-
terapijom (antiinflamatorni lekovi i miorelaksansi)
jeste delotvorna u vecini slucajeva. Rehabilitacija je
prvi izbor lec¢enja za vecinu pacijenata iz ove grupe.
Najces¢e podrazumeva fizikalne agense poput ma-
gnetoterapije, ultrazvuka, transkutane elektri¢ne
nervne stimulacije, laseroterapije, galvanske struje,
neuromuskularnog tejpinga, akupunkture i kinezi-
terapijskog tretmana (kada bol i funkcionalni status
pacijenta to dozvole). Medutim, tretman treba da
bude individualan i zasnovan na nivou utreniranosti
svakog sportiste, viemenskom periodu neophodnom
da se sportista vrati u igru, kao i trajanju sportske se-
zone. Tretman se najpre sastoji od odmora, aktivne
mobilizacije mekog tkiva u slucaju zatezanja misica,
kao i zglobne manipulacije karli¢nog, sakroilijacnog

With the progression of the disease, the evolution of
the signs becomes clearer, they are more easily detected
andarein correlation with the symptoms and the findings
established during the examination. The radiographic
image is similar to the one which can be seen in avascu-
lar necrosis of the bone [10]. Ultrasound is 92% reliable in
detecting definitive evidence of inguinal hernia and pro-
vides good insight into the condition of the soft tissues,
as well as into the presence of bursae, calcifications, or tu-
mefactions. Computed tomography helps in identifying
the defects in the posterior wall of the inguinal canal and
the presence of hernia [7]. Magnetic resonance imaging
has excellent diagnostic potential in relation to athletic
hernia and may reveal abnormalities in the musculo-fas-
cial layers of the abdominal wall, which closely correlate
with the surgeon’s finding on examination. Also, it offers
the opportunity of visualizing the edema caused by un-
even contractions of the muscles and their insertions on
the pubic symphysis [15]. In addition to the described
techniques, a reliable but also invasive procedure is lap-
aroscopy, which unites the imaging of the inside of the
abdomen with the possibility of surgically treating the
detected problem at the same time [13].

DIFFERENTIAL DIAGNOSIS

Although athletes are most commonly young healthy
individuals, serious conditions displaying similar symp-
toms (abdominal aortic aneurism; discus hernia at the
level of the L2 vertebra, which produces pain that irra-
diates into the groin; prostate cancer; metastatic lesions
in the structures of the lesser pelvis; ovarian cysts; ecto-
pic pregnancy; compressive fractures of the bodies of
the lumbar vertebrae, etc.) mustn’t be overlooked. Es-
tablishing the precise diagnosis is important for several
reasons. The first and most important one is that, if the
diagnosis is serious (such as malignancies or abdominal
aortic aneurism) the patient should not waste precious
time but be treated immediately. As the symptoms usu-
ally seem harmless and usually bearable at the start,
athletes do not want to waste time and miss out on im-
portant competitions and training sessions. However,
due to all the above stated, the diagnosis must not be
rushed, nor should certain procedures be omitted, as the
consequences of the wrong therapeutic approach may
be irreparable. As a part of the differential diagnosis, the
following diseases/conditions may be considered: oste-
itis pubis, osteomyelitis, osteoma, osteochondroma, tu-
berculosis, sarcoidosis, hemochromatosis, rheumatic dis-
ease, traumatic injury to the symphysis, intraarticular/ex-
traarticular pathology of the hip and the intraabdominal
space, femoroacetabular impingement (FAI), acetabular
labral tear, injury to the adductor muscles, etc. [10,17].
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zgloba i zgloba kuka, koje mogu biti korisne u sma-
njenju bola povezanog sa disfunkcijom [13,18]. Tera-
pijski ultrazvucni tretmani, hladne kade i duboka ma-
saza prepona takode mogu biti korisni.

Jedan od prvih ciljeva nakon smanjenja bola jeste
rad na opravku i poboljSanju obima pokreta. Nakon
toga, terapija se sastoji od vezbi za jaCanje centralne
muskulature, koje su pre svega usmerene na abdomen,
lumbalnu ki¢mu i kukove. Uklju¢uju se vezbe istezanja
i jacanja misica aduktora, misi¢a trbusnog zida, m. ili-
opsoas-a, m. quadriceps femoris-a i pripadajucih tetiva.
Cilj terapije jeste uspostavljanje ravnoteze stabilizatora
misi¢a kuka i karlice.

Sledeci presudni deo rehabilitacije jeste nervno-mi-
Si¢na reedukacija usredsredena na aduktore i trbusne
misice, koja zapocinje kontrolisanim kontrakcijama m.
transversus abdominis-a. Uz ove vezbe, dodaju se i vez-
be za misice karlice i gluteusa, kao i za m. multifidus (po-
sturalni stabilizator). Izuzetno je vazno trenirati adukto-
re u zatvorenom i otvorenom kinetickom lancu, pobolj-
Savajuci propriocepciju, kao i izvodenje ko-kontrakcija
posturalnih misica, kako bi se uspostavila ravnoteza.
Autogeno istezanje ima dvostruku funkciju: opustanje
uskih misi¢a i pomo¢ u propriocepciji [13,14,18]. Koor-
dinacija i stabilizacija su od vitalnog znacaja za reinte-
graciju pacijenta u sportske i svakodnevne aktivnosti
[18]. Ukoliko ove mere ne daju Zeljeni efekat, treba raz-
misliti o mogu¢nostima infiltracije lokalnih anestetika
i kortikosteroida na bolno mesto. Svi navedeni vidovi
terapije se mogu primenjivati u vidu monoterapije ili
se mogu kombinovati prema nalogu lekara. U literatu-
ri zabelezen algoritam terapije pubalgije kod sportista
(Slika 2) upucuje u kom smeru treba razmisljati kada je
terapijski pristup ovom sindromu u pitanju [19].

Ukoliko nijedna od konzervativnih procedura na-
kon najmanje tri meseca ne da odgovarajuci efekat,
treba razmisliti o najinvazivnijem terapijskom pristu-
pu — hirurS8kom [20]. Postoje razlicite tehnike ovakvog
leCenja, pri ¢emu vecina ima zebeleZzene zadovolja-
vajuce rezultate. Principi operativhog lec¢enja uklju-
¢uju procedure ojacavanja zadnjeg zida i fiksaciju m.
rectus abdominis-a ili njegove pripojne tetive. Druga
vrsta hirurSkog lecenja je laparoskopska hirurgija (po-
stavljanje totalne ekstraperitonealne mreze iza stidne
kosti i/ili zadnjeg zida ingvinalnog kanala). Pajanen i
saradnici, predocili su da je, u njihovoj studiji, laparo-
skopska hirurgija pubalgije kod sportista bila efikasnija
od neoperativnog leCenja [21]. Nakon operacije, bol se
smanjio nakon jednog meseca, dok se 90% operisanih
sportista u potpunosti vratilo sportskim aktivnostima,
nakon tri meseca.

Operativno lecenje neophodno je sprovesti po
principu 3to ranije intervencije, jer su rezultati u tom

TREATMENT PRINCIPLES

Only after establishing a definitive diagnosis can treat-
ment be started. There are two treatment approach-
es — conservative treatment and surgical treatment.
Within conservative treatment, resting, i.e., cessation
of training is the most important. This measure can last
from 3 to 12 months, depending on the severity of the
injury and the rate of recovery. Localized and systemic
pharmacotherapy combined with physical therapy is
applied to treat the inflammation and pain.

PHYSICAL THERAPY AND REHABILITATION
PROGRAM

Gradual physical therapy in combination with pharma-
cotherapy (antiinflammation drugs and myorelaxants)
is effective in most cases. Rehabilitation is the treatment
of first choice for most of the patients in this group.
It most commonly involves physical agents such as
magnetotherapy, ultrasound, transcutaneous electri-
cal nerve stimulation, laser therapy, galvanic currents,
neuromuscular taping, acupuncture, and kinesitherapy
(when pain and the functional status of the patient al-
low it). However, treatment needs to be individualized
and based on the level of fitness of each athlete, the
time period necessary for the athlete to return to their
sports activities, as well as the duration of the sports
season. The treatment primarily comprises of rest, ac-
tive mobilization of the soft tissue in case of muscle
tightening, as well as of articular manipulations of the
pelvic, sacroiliac, and hip joints, which can be useful
in the alleviation of pain linked to dysfunction [13,18].
Therapeutic ultrasound treatment, cold tubs, and deep
tissue massage of the groin can also be useful.

Next to pain alleviation, one of thefirst goalsis work-
ing on the recovery and improvement of the scope of
movement. Following this, treatment consists of exer-
cises for strengthening central musculature, which are
primarily directed towards the abdomen, lumbar spine
and hips. Exercises of stretching and strengthening the
adductor muscles, the muscles of the abdominal wall,
the m. iliopsoas and m. quadriceps femoris, and of the
associated tendons are included. The aim of the treat-
ment is establishing a balance amongst the stabilizer
muscles of the hip and pelvis.

The next crucial part of rehabilitation is neuromus-
cular reeducation, focused on the adductors and ab-
dominal muscles. It starts with controlled contractions
of the m. transversus abdominis. Along with these, exer-
cises for pelvic and gluteal muscles are added, as well
as exercises for the m. multifidus (postural stabilizer).
It is exceptionally important to train the adductors
in the open and closed kinetic chain, thus improving
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Razmotriti mogucnost operacije
| Symptoms resolve, return to
Sportista sa akutnim stanjem Za vreme sezone Rehabi!i.taci'ja / sport
bola u donjem delu stomaka / In season Rehabilitation
| Athlete with acute event with Razmotriti mogucnost operacije
lower abdominal groin pain Razmotriti mogucnost ako se bol odrzava i 3-4 nedelje
Van sezone / Off season — operadije nakon rehabilitacije
| Consider Surgery | Consider surgery if conitnued
pain after 3-4 weeks rehabilitation
Istorija, znaci i simptomi

Simptomi reSeni, povratak sportu

atletske pubalgije
/ History, signs and Sportista sa poodmaklim
Symptoms Dfath/etic bOlOVima u dOnjem delu ||
pubalgia prepona

| Athlete with insidous onset

Rehabilitacija /
Rehabilitation

| Symptoms resolve, return to sport

Razmotriti mogucnost operacije ako se bol

lower abdominal groin pain

odrzava i 3-4 nedelje nakon rehabilitacije
| Consider surgery if conitnued pain after 3-4
weeks rehabilitation

0Osoba koja nije sportista
/ Non Athlete

Rehabilitacija /
Rehabilitation

Slika 2. Terapijski algoritam atletske pubalgije (modifikovano prema: Cohen,
Kleinhenz, Schiller, Tabaddor) [19]

slu¢aju povoljniji. Kod operativnog le¢enja, potrebno
je ujednaciti sile obe misi¢ne regije, Sto je poznato
kao metoda misi¢no-aponeuroti¢ne terapije, kojom
se ojacava trbusni zid i rastere€uju pripoji na pubisu.
Jedna od najpoznatijih tehnika operativhog lecenja
sprovodi se po metodi Plastica telmentis abdominalis
et canalis inguinalis secundum Bassini cum modificati-
one Nesovi¢, koja omogucava uskladivanje snage pe-
lvifemoralne loze misi¢a, posebno aduktora, i misica
prednjeg trbusnog zida. Ovu tehniku je, 1967. godine,
uspesno predstavio dr Branislav NeSovi¢ (Beograd, Sr-
bija) modifikuju¢i do tada poznatu klasi¢nu tehniku
operacije ingvinalne kile po Basiniju [8]. Pri operaci-
ji je potrebno zatvaranje ingvinalnog kanala i prav-
lienje novih prolaza za neurovaskularne elemente u
ovoj regiji [21].

POSTOPERATIVNA REHABILITACIJA

Rehabilitacija nakon hirurSkog zahvata podrazume-
va postepenu vertikalizaciju i jacanje ciljnih misi¢nih
grupa. Ukoliko oporavak ide po planu, fudbaleri se naj-
CeSce vracdaju na teren nakon pet nedelja, pri ¢emu je
najbolji pokazatelj oporavka izostanak bola. Recidivi
nakon operativnog le¢enja prakti¢no nisu registrovani,
tako da se postignuti rezultati mogu smatrati potpu-
nim uspehom u le¢enju bolnog sindroma u regiji simfi-
ze [10]. Za svakog pacijenta, posebno za sportistu, vaz-
no je da kardiovaskularna izdrzljivost ostane na istom
nivou ili da ona bude u poboljsanju nakon ponovnog
testiranja. Shodno tome, svaka sesija treba da zapoc-

Figure 2. Therapeutic algorithm of athletic pubalgia (modified according to Co-
hen, Kleinhenz, Schiller, Tabaddor) [19]

proprioception, as well as to train the execution of
co-contractions of the postural muscles, in order to
establish an equilibrium. Autogenous stretching has a
twofold function - relaxation of narrow muscles and
support in proprioception [13,14,18]. Coordination
and stabilization are of vital importance for enabling
the patient to resume sports and everyday activities
[18]. If these measures do not produce the desired ef-
fect, infiltrating local anesthetics and corticosteroids
at the site of the pain should be considered. All of the
described forms of treatment may be applied in the
form of monotherapy, or they may be combined as per
the doctor’s instructions. The therapeutic algorithm
for pubalgia in athletes, recorded in literature (Figure
2), indicates the different therapeutic approaches that
should be considered regarding this syndrome [19].

If none of the conservative procedures, applied for
at least three months, does not yield the appropriate
effect, the most invasive therapeutic approach - sur-
gery, should be considered [20]. There are different sur-
gical techniques for treating pubalgia, and for most of
them satisfactory results have been recorded. The prin-
ciples of surgical treatment include the procedures of
strengthening the posterior wall and the fixation of the
m. rectus abdominis or its insertion tendon. Another
type of surgical treatment is laparoscopic surgery (fix-
ation of a total extraperitoneal mesh behind the pubic
bone and/or the posterior wall of the inguinal canal).
Paajanen et al. reported that, in their study, laparoscop-
ic surgery of pubalgia in athletes was more efficient
than non-operative treatment [21]. After the surgery,
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ne odredenim kardiovaskularnim vezbama. Program
aktivnog treninga superioran je u fizioterapijskom le-
cenju [14].

PREVENCIJA

Zbog uvida u slozenost terapijskog pristupa sindro-
mu bolne simfize, neophodno je sprovoditi prevenciju
vec¢ u najranijim sportskim uzrastima. Ona se ogleda u
sprovodenju vezbi ja¢anja misi¢a prednjeg trbusnog
zida i to po programu svakodnevnog treninga, uz po-
seban akcenat na vezbe za kose i poprecne trbusne
misi¢e. Veoma su znacajne i kontrakcije misi¢a bez op-
terecenja. Ukoliko dode do pojave bolnog sindroma,
potrebno je 3to ranije zapoceti konzervativnu terapiju
uz odgovarajuci fizikalni tretman.

ZAKLJUCAK

Sindrom bolne simfize je znacajno klinicko stanje za
sportiste, sa posebnim akcentom na igrace fudbala.
Etiologija razvoja bolova u preponama lezi u sukobu
izmedu nejednakih misi¢nih snaga susednih regija -
prednjeg trbudnog zida i donjih ekstremiteta, te nejed-
nakog opterecenja izmedu svih pripoja u regiji simfize.
Kod nastanka pubalgije, dolazi do onesposobljavanja
sportiste za sportske aktivnosti u prolongiranom peri-
odu. Da bi se takvo stanje izbeglo i da bi se sportisti
omogucilo adekvatno aktivno ucesce u treninzima i
utakmicama, mora se imati u vidu prevencija, kao os-
nova i temelj zastite sportista od ovog bolnog stanja,
na duze staze. No, ako i uprkos tome dode do pojave
bola, treba imati na umu znacaj pravovremene i speci-
ficne dijagnostike, koja lekara upucuje na najefektniji
terapijski pristup.

Sukob interesa: Nije prijavljen.
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the pain decreased after a month, while 90% of all the
surgically treated athletes completely returned to their
sports activities, after three months.

It is necessary to carry out surgical treatment act-
ing on the principle of the earliest possible interven-
tion, as the results are, in such cases, more favorable. In
surgical treatment, it is necessary to balance the forces
exerted by both muscular regions, which is known as
the method of musculoaponeurotic treatment, used to
strengthen the abdominal wall and relieve the inser-
tions on the pubis. One of the best-known techniques
of surgical treatment is carried out in keeping with the
method - Plastica telmentis abdominalis et canalis in-
guinalis secundum Bassini cum modificatione Nesovic,
which enables the balancing of the strength of the pel-
vifemoral muscles, especially the adductors, and the
strength of the anterior abdominal wall muscles. This
technique was successfully presented by Dr. Branislav
Nesovi¢ (Belgrade, Serbia), in 1967, who modified the
classical Bassini technique of inguinal hernia surgery
[8]. During the surgery it is necessary to close the ingui-
nal canal and create new passageways for neurovascu-
lar elements in this region [21].

POSTOPERATIVE REHABILITATION

Rehabilitation after surgery requires gradual patient
verticalization and strengthening of the target muscle
groups. If recovery goes according to plan, football play-
ers return to the football pitch, and the best indicator of
recovery is the absence of pain. Recurrence of the syn-
dromeafter surgery has practically never been registered,
which is why the results achieved can be considered as
complete success in the treatment of painful symphysis
syndrome [10]. For each patient, especially for an athlete,
it is important that cardiovascular endurance remains at
the same level or that it improves after repeated testing.
To that effect, each session needs to begin with certain
cardiovascular exercises. The program of active training
is superior in physical therapy treatment [14].

PREVENTION

Due to the complexity of the therapeutic approach to
the painful symphysis syndrome, it is necessary to im-
plement preventive measures in athletes, from the ear-
liest age onwards. These preventive measures involve
exercises for strengthening anterior abdominal wall
muscles on the basis of an everyday training and exer-
cising regimen, with special emphasis on the exercises
for oblique and transverse abdominal muscles. Muscle
contractions without weights are also very important.
If the painful syndrome does develop, it is important to
start conservative therapy accompanied by the appro-
priate physical therapy regimen, as early as possible.
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CONCLUSION

Painful symphysis syndrome is a significant clinical state
for athletes, with special emphasis on football players.
The etiology of the development of pain in the groin
stems from the conflict between the uneven muscular
strength of neighboring regions - the anterior abdom-
inal wall and the lower extremities, as well as from the
disproportion of the strain endured by the different in-
sertions in the symphysis region. As the result of the de-
velopment of pubalgia, the athlete becomes incapac-
itated to perform sports activities for a longer period
of time. In order to avoid such a state and enable the
athlete to actively participate in training sessions and
games in an adequate manner, the importance of pre-
vention, as the basis and foundation of protecting the
athlete’s health from this painful condition in the long
run, must be emphasized. However, if even with all the
precautions, pain still develops, the importance of time-
ly and specific diagnostics directing the doctor towards
the most effective approach, must not be overlooked.
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