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Delayed Slipped Capital Femoral Epiphysis Following
Septic Arthritis of a Hip: A Case Report

Nilesh Barwar', Ankit Rai'

Learning Point of the Article:
In a septic hip setting, there is a probability of spontaneous slippage of the capital femoral epiphysis. A serial radiological examination is

essential to diagnose and treat the slippage early.

Abstract

Introduction: Delayed slip of the capital femoral epiphysisis arare entityin the setting of a septic hip.

Case Report: A 13-year-old male presented with an inability to walk and pain around right hip and knee region with fever. On imaging
evaluation, a diagnosis of septic hip and knee arthritis was made and both the joints were drained under general anesthesia by anterior approach
and an empirical antibiotic therapy was started. On the initial radiograph, there was no sign of slippage of the capital femoral epiphysis. Although
the limb was kept in an immobilized position in the 1st week of the surgical debridement, yet it did not prevent the subsequent development of
slipped capital femoral epiphysis (SCFE). Open reduction and screw fixation was done to stabilize the slippage. Healing took place with

reduction of joint space with some restriction of the hip motion.

Conclusion: SCFE isa disastrous complication in association with septic arthritis of a hip. Routine traction and immobilization may not prevent
slippage. Disproportionate amount of pain on weight bearing in a post septic hip should raise the suspicion of SCEE. Prophylactic pinning may be

considered in selective cases with antibiotic coverage.
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Introduction

Slipped capital femoral epiphysis (SCFE) is a devastating
disorder in the adolescent age group [ 1,2]. If not diagnosed and
treated on time, it may cripple the child for the rest of his life.
The dreaded complication of an avascular necrosis of femoral
head always looms on the slipped epiphysis [3]. There are many
risk factors associated with the SCFE such as obesity, adolescent
age group, male sex, endocrinopathies, and pelvicirradiation etc
[4]. SCFE in the setting of a septic hip ina previously normal hip
hasbeen reported in the infantile age group before the advent of
antibiotics [S]. When it occurs in the setting of hip sepsis, there
is a high likelihood that its diagnosis would be delayed. In
addition, the anticipation of slip risk cannot be done. In the
infection milieu, management of SCFE is also complicated due

to damage to the arterial blood supply and cartilaginous cap of
the epiphysis [6]. A case of SCFE is being presented here, which
happened in an infection setting of the joint, in spite of
immobilization in the early postoperative period.

Case Report

A 13-year-old male presented with pain around right hip and
knee region with fever with an inability to walk for 1 week. The
hip and knee of the right side were warm with an increased body
temperature of 39.9°C. The laboratory parameters showed
leukocytosis (total leukocyte count=14,780/pl), raised
erythrocyte sedimentation rate (36 mm in the 1sth), and raised
C-reactive protein (198.48 mg/l) with differential counts of
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Figure 1: A plane radiograph of the right side hip AP and lateral views with the right knee lateral

view (before slippage). Details: On the initial radiograph, there is haziness in the shadow of the right
hip and the right knee joint. The soft-tissue layers are indistinguishable, though there is no sign of
slipped capital femoral epiphysis.

neutrophil — 79.4%, lymphocyte — 12.6%, monocyte — 6.9%,
eosinophil - 0.4%, and platelet — 372,000/microliter.
Radiograph and ultrasound showed collection in both the
joints (Fig. 1). The hip and knee were drained under general
anesthesia and purulent nature of pus was evacuated from both
the sites. An empirical antibiotic therapy was started and the
entire limb was put on rest with skin traction in a Thomas splint.
The culture report showed Staphylococcus aureus
(Methicillin-resistant Staphylococcus aureus), sensitive only to
clindamycin, cotrimoxazole, and levofloxacin antibiotics. As
per sensitivity, an intravenous antibiotic therapy was started.
The intensity of fever declined with each passing day and the
child started having improved outlook with improvement in his
general well-being. On the 5th day of the drainage, a new X-ray
was made and it was fine. After some days of tractions, gradual
mobilization of the hip and knee was started with a skating
board. The wounds were healed. Gradually, he was allowed to
bear partial weight on the limb with the help of a walker and
discharged to home with continuous oral antibiotics.

After 3 weeks, he again presented with increasing pain in the hip
with difficulty in bearing weight on the same limb with
formation of a sinus at the drainage site. A fresh radiograph
showed SCFE (Fig. 2). The boy was again taken for the surgery
and gentle open reduction under general anesthesia and
internal fixation was done with three partially threaded
cancellous screws along with debridement of the joint (Fig. 3).

Figure 3: Plane radiograph right hip AP and lateral view after open reduction and internal fixation.
Details: The displacement was reduced under general anesthesia on the fracture table using
Watson-Jones approach. It was fixed with three cannulated partially threaded screws. The picture
shows good reduction and fixation of the hip.

Figure 2: Plane X-ray of pelvis with both hip AP and frog leg lateral views. Details: The X-rays show

proximal and anterior displacement of proximal femoral metaphysis in the right side hip joint.

The limb was put on rest and gradual mobilization with skating
again started once pain was in control. The boy was restrained
from full weight-bearing until following 2 months with gradual
introduction of partial to full weight-bearing. In the subsequent
radiographs, the epiphysis healed to the metaphysis with
reduction of joint space and some collapse (Fig. 4). Because of
decrease in joint space, external rotation was restricted to 20°
and flexion was of 0°~100° range. The rest of the hip motions
were normal. The knee range of motion was restored to normal.
Atlast follow-up at 18 months, the screws were in position with
reduction of hip joint space and some collapse of the epiphysis
due to an avascular necrosis. The patient was fully ambulatory
with occasional pain; hence, the implant was kept in situ till
further necessity.

Discussion

SCEFE is a disorder of school-going age group. Many etiologies
have been incriminated for the SCFE. Some of them are
endocrine abnormalities, increased body weight, and steeper
orientation of proximal femoral physis [1, 2, 4, 7].
Epiphysiolysis, although it is a potential complication of a septic
hip, yet it is comparatively a rare entity [8]. With prompt
medical and surgical management of a septic hip, there is an
overall decline in the complication rate; cases of SCFE
associated with septic hip have been reported mainly in pre-

Figure 4: A plane radiograph of the right hip AP and lateral view showing successful healing of slipped
capital femoral epiphysis. Details: The lesion healed well in the position. Weight-bearing was started

once the lesion healed. There is some loss of joint space at the superior aspect of the joint, though the
patientis ambulatory without pain. Hence, the implantkept in situ.
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antibiotic era [S]. In our case, an adolescent patient presented a
week after developing symptoms with multifocal joint
involvement. The culture showed S. aureus. The patient
developed SCFE of affected hip after 3 weeks of initial
treatment. Except for an adolescent age group, no other factors
such as obesity (body mass index 19.1 kg/m2), endocrine
abnormalities, or trauma could be incriminated in our case. As
the patient was normal and walking before the incidence, it
seems the infective process in the joint may have triggered the
epiphyseal separation. Infective processes and inflammatory
cascade may weaken the junction of epiphysis and metaphysis
and lead to epiphyseal slip, which is the probable explanation in
the present case. Similar observations were made in a study by
Marx and Wright, where an adolescent patient developed SCFE
after delayed treatment of septic hip [9]. Diagnosis of the SCFE
is delayed because of coexisting infection. Furthermore,
prediction of slip cannot be made in an infected milieu. The
present case report highlights that even immobilization of a hip
in neutral position may not prevent the slippage. It is advisable
to have a good quality radiograph of the septic hip before
allowing bearing body weight, to discern any subtle signs of
physical separation. Although the literature does not support
the prophylactic fixation of the epiphysis in the setting of
infection, it might be worthwhile to do so in suspected cases.
Subsequently, such a fixation can be removed once the infection
is subsided. Furthermore, the more severe the sepsis, greater the
accumulation of pus in the joint with inflammatory cytokines
and proteolytic enzymes, the higher could be the chances of
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slippage in association with weight-bearing. The authors think
thatin such cases with delayed presentation, frank abscessin the
joint and specifically multifocal involvement of joints may have
triggered the slippage. Debridement and pin fixation are
advisable treatment once the slippage occurs, but an avascular
necrosis of the hip and loss of range of motion are the expected
complications even with the best of treatment.

Conclusion

SCEFE is a disastrous complication in association with septic
arthritis of the hip. Routine traction and immobilization may
not prevent slippage. A regular periodic radiographic
examination is needed for an early diagnosis. A
disproportionate amount of pain in a post septic hip on weight-
bearing should raise the suspicion of SCFE. Prophylactic
pinnings may be considered in selective cases where intra-
articular abscess is voluminous with considerable duration of
disease.

Clinical Message

Traditionally, sepsis of a hip promotes dislocation and hence
traction and immobilization is recommended, however it may
not prevent an SCFE. A high index of suspicion should be kept
in such cases. Periodical radiographic examination and being
watchful for extreme pain on bearing weight after septic hip
are important tools to reveal the underlying SCFE, and
further investigations are warranted to make a timely
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