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Case Report

Imaging in retropubic cartilaginous cyst
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INTRODUCTION

A pubic cartilaginous cyst is a rare, slow-growing degenerative lesion arising from the 
fibrocartilaginous part of the pubic symphysis joint, mainly associated with the conditions of 
wear and tear of the joint including multiparity, multiple vaginal deliveries, and pelvic trauma. 
Based on site of origin, it can either be suprapubic, retropubic, or subpubic in location. Since 
it is an uncommon lesion, it is often misdiagnosed. Magnetic resonance imaging (MRI) is the 
investigation of choice for diagnosis. This condition is often managed conservatively unless 
causing recurring pressure symptoms on the urinary bladder.

CASE REPORT

A 67-year-old female, gravida 12 and parity 10 with all vaginal deliveries, presented with the 
symptoms of lower abdominal pain, intermittent urinary incontinence, and low backache. 
History of recurrent urinary tract infections (UTI) and dyspareunia was present. Initial imaging 
workup was done for urinary symptoms. On ultrasonography (USG), low-level internal echoes 
were noted in the urinary bladder suggestive of cystitis. A well-defined hypoechoic lesion was 
noted anterior to the base of the urinary bladder appearing to arise from symphysis pubis. Mild 
pubic diastasis was additionally noted [Figure 1]. Plain computed tomography (CT) of the pelvis 
was suggested suspecting bony origin growth. CT showed an isodense rounded lesion within 
the space of Retzius (retropubic/prevesical space) indenting the neck of the urinary bladder 
with no internal calcifications. Mild pubic diastasis (13 mm) was seen. No obvious pubic bony 
erosions/destruction/periosteal reaction was seen [Figure 2]. The origin of the lesion could not 
be ascertained on CT.

MRI was done for further characterization of the lesion. On MRI, the lesion was well defined 
with smooth wall appearing isointense on T1-weighted images and hyperintense on T2-weighted 

ABSTRACT
The retropubic cartilaginous cyst is a benign slow-growing degenerative lesion arising from the fibrocartilage 
of the pubic symphysis. Degeneration is secondary to multiparity or pelvic trauma. The symptoms are 
commonly urinary tract-related and vary depending on the location. A  confident diagnosis can be made on 
MRI demonstrating typical continuity with the pubic symphyseal joint, pubic diastasis, and cartilage signal. 
Management is typically conservative, with large lesions and failed conservative treatment requiring excision.

Keywords: retropubic cartilaginous cyst, degeneration, symphysis pubis, magnetic resonance imaging

www.mss-ijmsr.com

Indian Journal of Musculoskeletal 
Radiology

https://dx.doi.org/10.25259/IJMSR_46_2021
https://dx.doi.org/10.25259/IJMSR_46_2021


Javalgi and Patil: Retropubic cartilaginous cyst

Indian Journal of Musculoskeletal Radiology • Volume 4 • Issue 2 • July-December 2022  |  104 Indian Journal of Musculoskeletal Radiology • Volume 4 • Issue 2 • July-December 2022  |  105

images. The lesion was seen to be in continuity with the pubic 
symphyseal cartilage through a small stalk-like connection 
[Figures  3 and 4]. Pubic diastasis was reconfirmed. No 
marrow edema was noted in the pubic bones. There was no 
associated soft-tissue growth. The lesion was indenting the 
bladder neck with no infiltration. No diffusion restriction 
of contents or blooming on the susceptibility-weighted 
sequence was noted [Figure  5]. Based on the MRI findings 
and history of multiparity and vaginal deliveries, a diagnosis 
of retropubic benign cartilaginous cyst secondary to pubic 
symphyseal fibrocartilage degeneration was made. The 
intermittent urinary incontinence was probably attributed to 
the mass effect by the lesion of the base of the urinary bladder. 
At present, the patient is reassured and is on follow-up.

DISCUSSION

The symphysis pubis is a fibrocartilaginous union between 
the two pubic bones forming a non-synovial amphiarthrodial 
joint.[1] The fibrocartilaginous disc of the pubic symphysis 
joint may undergo mucinous cystic changes as a result of 
repeated mechanical stress as in postmenopausal status due 
to decreased pelvic connective tissue resilience, multiparity, 
multiple vaginal deliveries, or pelvic trauma.[1,2] Although 
the disc can resist tension and shearing, it can widen during 
pregnancy helping in parturition,[2] repeated strain leads 
to degeneration of joint space and cystic outpouching of 
mucinous and fibrocartilaginous contents. Thus, pubic cysts 
are degenerative cysts containing a collagenous capsule with 
fibrocartilaginous tissue and mucinous contents.[3]

Based on the site of origin of the cyst from the joint cartilage, 
they can be suprapubic, retropubic, and subpubic in location. 
All three types are initially located in the space of Retzius 
between the anteroinferior bladder wall and pubic symphysis 
and are asymptomatic in the early stages. As they grow in 
size, they produce symptoms according to the location. The 
exact incidence is not available as there are only case reports 
on literature search.

Subpubic cysts mainly present as a painless vulvar 
mass, mass just beneath the clitoris, dyspareunia, 
obstructive voiding symptoms, and acute urinary 
retention.[3,4] Retropubic cyst mainly causes a mass effect 
on the anteroinferior bladder wall and proximal urethra 

Figure  2: (a and b) Pelvis CT in sagittal and coronal sections show a well-defined isodense lesion (white arrow) in the space of Retzius 
(prevesical space) indenting the bladder neck. (c). Coronal section in bone window shows pubic diastasis and absent bony erosions (dotted 
arrow). UB: Urinary bladder.

a b c

Figure 3: T2-weighted MR images in axial (a), coronal (b), and sagittal (c) planes show a well-defined hyperintense lesion (black arrow) in 
the space of Retzius in continuity with the symphyseal cartilage with a connecting stalk (white arrow). Note indentation of the bladder neck 
by the mass on sagittal plane. White arrowheads show pubic diastasis.

cba

Figure  1: (a) Ultrasonography pelvis in axial plane shows pubic 
diastasis (white arrow) measuring 13 mm. (b) Sagittal plane shows 
a rounded hypoechoic lesion (dotted arrow) between the UB and 
pubic bone (white arrowhead). UB: Urinary bladder.

a b
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causing stress urinary incontinence as the earliest symptom 
due to pressure from the cyst on the anterior part of the 
urethra, resulting in a decreased urethral “knack” function 
during increased abdominal pressure.[4] It can further 
develop into a suprapubic or subpubic cyst, as it grows in 
size. It can also lead to recurrent UTI and dyspareunia.[4,5] 
Suprapubic cysts mainly cause mass effect on the anterior 
bladder wall – presenting with decreased urinary retention, 
increased frequency, and recurrent UTI.

They are usually radiographically occult due to their soft-
tissue nature. Most of these cases have pubic diastasis 
which can be the only finding on radiographs.[2,4] On USG, 
especially the smaller lesions are often missed as they 
tend to be obscured by the bony pubic shadow and have 
to be specifically looked for on strong clinical suspicion 
or retrospection. Larger lesions are seen as thick-walled 
heteroechoic cystic focus anterior to the bladder, better 
visualized on a full bladder, and appear arising from the 
pubic symphysis. In general, they are devoid of vascularity on 
Doppler. On CT, they appear as iso-  to hyper-dense lesions 
with a connective stalk with the symphysis as in our case. 
MRI is the investigation of choice for diagnosis and also 
aids in differentiating from more sinister mimics. They are 
typically seen arising from joint space appearing hypo-  to 
iso-intense on T1W imaging, hyperintense on T2, not 
showing fat suppression, or any blooming on susceptibility-
weighted images. Smooth rim enhancement may be seen 
post-contrast.[6]

The common differentials include urinary bladder 
diverticulum, bony lesions of the pubis, remnant urachal 
tract, abscess due to osteoarticular infection or tuberculosis, 
and pseudosynovial cyst arising from a rheumatoid 
joint.[5] The bladder diverticulum shows lumen continuity 
with the bladder and shows variable filling. Infections of 
pubic symphysis generally present with focal pain, fever and 
show marrow edema and adjacent soft-tissue inflammation 
on MRI.

A subpubic cyst may mimic other vulvar masses such as 
lipomas, nabothian cysts, Bartholin cysts, Gartner cysts, 
squamous cell carcinoma of the clitoris, Bartholin’s gland 
carcinoma, basal cell carcinoma, or vulvar melanoma[3] 
which can be differentiated by demonstrating its origin from 
the pubic symphysis.[3,4]

A case of parasymphyseal pubic cartilaginous cyst 
published by Tan et al. had imaging features resembling 
chondrosarcoma.[7] Chondrosarcomas generally are large 
heterogeneous tumors with chondroid matrix, adjacent organ 
infiltration, and need tissue biopsy for its diagnosis.[5] Martel 
and Spouge published a case of a subpubic cyst containing a 
locule of gas but this is the only published case containing 
punctate calcifications and gas locules.[8]

The retropubic cartilaginous cyst is a benign condition 
with no reported incidence of malignant transformation, 
hence can be managed conservatively with analgesics and 
anti-inflammatory drugs. Aspiration and steroid injection 
have been tried but recurrence is reported.[3] Symptomatic 
pressure symptoms and recurrent UTI warrant surgical 
excision. No incidences of recurrence have been reported up 
to 3  years after surgery.[4] The combination of predisposing 
conditions for symphyseal strain along with classical MRI 
features as described would confidently lead to the diagnosis 
of a retropubic cartilaginous cyst, hence patient reassurance 
and avoiding unnecessary invasive management.

CONCLUSION

Pubic cartilaginous cysts are slow-growing degenerative 
benign lesions, occurring commonly in postmenopausal 

Figure 4: T1-weighted MR images in axial (a) and sagittal (b) plane 
show the lesion as isointense to the muscle (white arrow) and in 
continuity with the symphyseal cartilage. White arrowheads show 
pubic diastasis.

a b

Figure 5: Diffusion-weighted imaging (a) and ADC (b) in axial section shows no diffusion restriction of the lesion (arrow). (c) Gradient echo 
in axial section (FFE) reveals no blooming artifacts within the lesion/lesion wall.

a b c
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multiparous women or after pelvic trauma, in supra/retro/
subpubic locations. This condition is often misdiagnosed due 
to their variable presentation and pressure symptoms. MRI is 
of diagnostic value and also differentiates from their mimics. 
It is often managed conservatively unless severe pressure 
symptoms warranting surgical resection.
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