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Abstract

Introduction: Avascular necrosis of the femoral capital epiphysis is the most serious complication after traumatic
dislocation of the hip in children. This case report discusses the localization and revascularization of the necrotic
femoral head following rarely experienced traumatic open anterior hip dislocation in children.

Case presentation: Our patient was an 11-year-old Japanese boy who had open anterior hip dislocation sustained
in a traffic accident. Reduction of the hip joint was performed in an emergency operation, and he was evaluated
using serial gadolinium-enhanced magnetic resonance imaging. T1-weighted magnetic resonance images showed
two bands with low signal intensity in the femoral capital epiphysis on coronal and oblique axial planes, indicating
the existence of avascular osteonecrosis of the femoral head. We observed gadolinium enhancement in the central
region of the epiphysis, where the area between the two bands with low signal intensity was located. Serial
assessment with enhanced magnetic resonance images during a non-weight-bearing period of 1.5 years after injury
showed revascularization starting from the central region and converging toward the peripheral region. Although
the patient had leg-length discrepancy due to the early epiphyseal closure, non-weight-bearing treatment for the
avascular osteonecrosis of the femoral head achieved a favorable outcome without any hip joint dysfunction, pain,
or sign of secondary osteoarthritic change within 4.5 years after injury.

Conclusion: We confirmed the revascularization process of the necrotic lesion in the femoral capital epiphysis in an
11-year-old boy using serial gadolinium-enhanced magnetic resonance imaging. Conservative non-weight-bearing
treatment achieved a favorable outcome.
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Introduction
Avascular necrosis of the femoral capital epiphysis is the
most serious and feared complication after traumatic
dislocation of the hip in children; treatment of the se-
verely collapsed femoral head is challenging because it is
often unsalvageable [1–10]. Femoral head collapse
causes pain and juvenile end-stage osteoarthritis, which
leads to serious hip dysfunction. Therefore, postreduc-
tion treatment for ischemic necrosis plays a key role in

preventing or minimizing development of femoral head
collapse.
Herrera-Soto et al. [11] reported that children younger

than age 12 years who develop osteonecrosis after trau-
matic hip dislocation will develop femoral head changes
such as those seen with Legg-Calvé-Perthes disease [12,
13]. Kim et al. [14, 15] recently examined immature piglet
models of ischemic osteonecrosis involving vascular dis-
ruption; furthermore, they evaluated the revascularization
process in patients with Legg-Calvé-Perthes disease using
gadolinium-enhanced magnetic resonance imaging (MRI).
They concluded that local non-weight-bearing decreased
the femoral head deformity and increased revasculariza-
tion and resorption of the infarcted epiphysis. However, to
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the best of our knowledge, no previous report has demon-
strated evaluations of the necrotic lesion and/or revascu-
larization response following rarely experienced traumatic
hip dislocation in children. We present a case of an 11-
year-old boy with avascular necrosis of the femoral head
and improvement in blood flow during non-weight-bear-
ing according to serial gadolinium-enhanced MRI after
traumatic open anterior hip dislocation.

Case presentation
Our patient was an 11-year-old Japanese boy who was hit
by an automobile while walking. He was admitted to our
hospital by a rescue team approximately 30minutes after
injury. Physical examination revealed exposure of the right
femoral head from the inside of the thigh (Fig. 1a), pres-
ence of ipsilateral dorsalis artery pulsation, and no signs of
neurological impairment. Initial radiographs revealed an-
terior dislocation of the right hip (Fig. 1b).
The patient was sent to the operating room within 2

hours after admission. Soft tissue injury was found in
the ligamentum teres, gluteus medius, gluteus minimus,
iliopsoas, quadratus femoris, short external rotators, and
capsule with avulsion fractures of the greater and lesser
trochanters, indicating complete disruption of artery of
ligamentum teres (Fig. 1c). Reduction of the hip joint
was performed after thorough irrigation and debride-
ment of the wound. Postoperative radiographs showed a
concentrically reduced femoral head (Fig. 2).
Bone scintigraphy (Symbia T6; Siemens Healthcare,

Erlangen, Germany) at 1 week after injury, and immedi-
ate surgical reduction demonstrated less accumulation
on the metaphysis of the injured femoral head than on
the contralateral side, suggesting the existence of re-
duced bone turnover (Fig. 3a). T1-weighted magnetic
resonance (MR) (ACHIEVA 1.5 T; Philips Healthcare,
Amsterdam, the Netherlands) images (repetition time/
echo time = 500ms/ 18 ms, field of view = 320mm,

thickness = 5.0 mm) at 2 weeks after injury showed a dif-
fuse area of low signal intensity on the proximal part of
the femur compared with the contralateral side (Fig. 4a).
Bone scintigraphy at 2 months showed increased accu-
mulation over the epiphyseal plate that was similar to
that on the contralateral side (Fig. 3b). T1-weighted MR
images at 2 months after injury showed two bands with
low signal intensity (bandlike pattern) [16] on both cor-
onal and oblique axial views (Fig. 4b) and gadolinium
enhancement in the area between the two low bands,
suggesting the partial disruption of branches of superior
and inferior retinacular arteries [17, 18] and existence of
partial necrosis [19, 20] of the femoral capital epiphysis
(Fig. 5). Three-dimensional proximal femur models in-
cluding the epiphyseal plate, intact region, and necrotic
lesion were reconstructed using Mimics software (Ma-
terialise NV, Leuven, Belgium) [21] and demonstrated a

Fig. 1 a Clinical photograph from the front view showing the femoral head protruding from behind the right adductor muscles. b
Anteroposterior radiograph showing an anterior inferior dislocation of the right hip joint. c Clinical photograph during surgery from the front
view showing the posterior aspect of proximal femur showing injuries of ligamentum teres (black arrow), gluteus medius, gluteus minimus,
iliopsoas, quadratus femoris, short external rotators, and capsule (green arrow) with avulsion fractures of the greater (blue arrow) and
lesser trochanters

Fig. 2 Postoperative anteroposterior radiograph showing concentric
reduction of the right femoral head
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Fig. 3 a Bone scintigraphy at 1 week after injury shows less accumulation on the metaphysis of the injured femoral head than on the
contralateral side. b Bone scintigraphy at 2 months after injury shows increased accumulation over the epiphyseal plate. c Bone scintigraphy at
1.5 years after injury shows decreased accumulation over the epiphyseal plate, indicating early physeal arrest

Fig. 4 Coronal and oblique axial T1-weighted images at 2 weeks (a) after injury show diffuse area with low signal intensity in the proximal femur
suggesting ischemia. Coronal and oblique axial T1-weighted images at 2 months (b) after injury show two bands with low signal intensity in the
epiphysis of the femoral head, suggesting osteonecrosis
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ring-shaped necrotic lesion adjacent to the growth plate
(Fig. 6). Serial gadolinium-enhanced MRI at 6 months
and 1 year showed a gradually enhanced area spreading
from the center of the epiphysis toward the periphery,
which indicated revascularization of the necrotic lesion
with slight collapse of anterior articular surface of the
femoral head (Fig. 5). Bone scintigraphy at 1.5 years
showed decreased accumulation over the epiphyseal
plate and accompanying premature physeal closure
(Fig. 3c).
Conservative non-weight-bearing treatment was ap-

plied on the affected right hip using a brace [22, 23] for
1.5 years after injury. Radiographs at 4 years after injury
showed some resultant deformity of the femoral head

and shortening of the femoral neck without narrowing
of the joint space (Fig. 7). Although growth arrest re-
sulted in a limb length discrepancy of 2 cm, the patient
did not have any hip joint dysfunction or any signs of
early osteoarthritis; he had a Harris Hip Scale score [24]
of 100 points at 4.5 years after injury. He could return to
light sports activity without any pain or limited range of
motion.

Discussion
Traumatic open anterior dislocation of the hip in chil-
dren is associated with serious complications and could
have a very poor prognosis [1, 5, 9, 10, 25–29]. In our
patient’s case, bone scintigraphy after prompt reduction

Fig. 5 Coronal and oblique axial serial gadolinium-enhanced magnetic resonance images (MRIs) obtained at 2 months, 6 months, and 1 year. MRI
at 2 months shows gadolinium enhancement in the central region (red arrows) and nonenhancement in the peripheral region of the femoral
capital epiphysis. MRI at 6 months shows gadolinium enhancement spreading from the center toward the lateral and posterior regions of the
femoral head (blue arrows). MRI at 1 year shows femoral head intensity equivalent to that on the contralateral side except for anterior region with
slight collapse of articular surface of the femoral head (green arrow)

Fig. 6 Three-dimensional proximal femoral models reconstructed from the gadolinium-enhanced magnetic resonance images at 2 months after
injury. Blue, yellow, and purple structures represent the intact region, ring-shaped necrotic lesion, and epiphyseal plate, respectively. Anatomical
models of the proximal femur at the lower right (a and b) represent the viewing direction
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indicated reduced bone turnover on the femoral head
due to the severity of the initial trauma [29, 30]. T1-
weighted MR images at 2 months after injury showed
two bands with low signal intensity in the femoral cap-
ital epiphysis, suggesting the existence of osteonecrosis.
Gadolinium-enhanced MR images at 2 months showed
nonenhanced area in the peripheral region of the fem-
oral capital epiphysis, indicating disruption of artery of
the ligamentum teres and branches of superior retinacu-
lar artery [17, 18].
Bohr et al. [31] examined the vascular supply to the

femoral head following dislocation of the hip joint in new-
born rabbits and showed that revascularization takes place
through vessels from the trochanteric region and by ves-
sels perforating the epiphyseal plate from the metaphyseal
side. Conway et al. [32] reported that revascularization of
the necrotic proximal femoral epiphysis in Legg-Calvé-
Perthes disease can occur by rapid recanalization of exist-
ing vessels or by prolonged neovascularization through
the development of new vessels. Kim et al. observed re-
vascularization occurring from the periphery to the cen-
tral region [15], which is different from our patient’s case.
However, no previous report demonstrated the revascular-
ization process of osteonecrosis after traumatic hip
dislocation. In this case, serial MR images showed the
gadolinium-enhanced region gradually spreading from the
center of the epiphysis toward the peripheral region, indi-
cating appreciable revascularization.
Weight-bearing within 6 weeks without accurately asses-

sing either the necrotic area or revascularization might
lead to premature breakdown of the hip joint in children
with ischemic necrosis after traumatic hip dislocation [5,
9, 10, 14, 33]. Collapse of the necrotic femoral head could
occur with earlier weight-bearing during the revasculariza-
tion process due to the weakness of the affected head
resulting from the mechanical stress [34]. Kim et al. re-
ported that joint loading due to muscle contractions can
also contribute to the development of the femoral head

deformity, but local non-weight-bearing could provide sig-
nificantly better preservation of the round shape of the
femoral head [14, 15]. They reported the gradual revascu-
larization process of the femoral epiphysis in Legg-Calvé-
Perthes disease using serial perfusion MRI and recom-
mended that the non-weight-bearing period be based on a
certain level of normalization of the signal intensity in the
revascularized area due to reossification. In our patient’s
case, repeated evaluation of the necrotic area and revascu-
larization using gadolinium-enhanced MRI helped in the
careful planning of appropriate time for weight-bearing.
Although osteonecrosis in the anterior region caused
slight collapse of articular surface of the femoral head,
conservative treatment with non-weight-bearing for 1.5
years for the affected hip could achieve favorable out-
comes within 4.5 years after injury.
Growth disturbances causing damage to the physis

in the peripheral region including the perichondral
structures, which play an essential role in the growth
of the width and length [35], result in deformity of
the proximal femur with leg-length discrepancy [12].
Although long-term follow-up is necessary for early
detection of hip arthritis, our patient returned to per-
forming his normal activities without any limitation at
4.5 years after injury.

Conclusions
We confirmed the revascularization process of the
necrotic lesion in the femoral capital epiphysis after
traumatic open anterior dislocation of the hip joint in
an 11-year-old boy using serial gadolinium-enhanced
MRI. Although he had deformity of the proximal
femur with leg-length discrepancy, non-weight-bearing
treatment using a brace for 1.5 years achieved a favor-
able outcome without any hip joint dysfunction, pain,
or sign of secondary osteoarthritic change within 4.5
years after injury.

Fig. 7 Anteroposterior (a) and lateral (b) radiographs at 4 years after injury show some resultant deformity of the femoral head, shortening of the
femoral neck, and periarticular ossification without signs of secondary osteoarthritic change

Momii et al. Journal of Medical Case Reports          (2019) 13:254 Page 5 of 6



Abbreviations
MR: Magnetic resonance; MRI: Magnetic resonance imaging

Acknowledgements
Not applicable.

Authors’ contributions
KM, SH, GM, KK, TY, and YN contributed to the treatment of the patient. MK
contributed to the image analysis. All authors read and approved the final
version of the manuscript.

Funding
The authors received no funding.

Availability of data and materials
Medical imaging data will not be shared, because it is not fully anonymous.

Ethics approval and consent to participate
All procedures performed in studies involving human participants were in
accordance with the ethical standards of our institution and the 1964
Helsinki declaration and its later amendments or comparable ethical
standards.

Consent for publication
Written informed consent was obtained from the patient’s legal guardian(s)
for publication of this case report and any accompanying images. A copy of
the written consent is available for review by the Editor-in-Chief of this
journal.

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

Author details
1Department of Orthopaedic Surgery, Faculty of Medical Sciences, Kyushu
University, 3-1-1 Maidashi, Higashi-ku, Fukuoka 812-8582, Japan. 2Emergency
and Critical Care center, Kyushu University, 3-1-1 Maidashi, Higashi-ku,
Fukuoka 812-8582, Japan. 3Department of Orthopaedic Surgery, Faculty of
Medicine, Fukuoka University, 7-45-1 Nanakuma, Jonan-ku, Fukuoka 814-0180,
Japan.

Received: 2 May 2018 Accepted: 5 July 2019

References
1. Schwartz DL, Haller JA. Open anterior hip dislocation with femoral vessel

transection in a child. J Trauma. 1974;14:1054–9.
2. Rieger H, Pennig D, Klein W, Grunert J. Traumatic dislocation of the hip

in young children. Arch Orthop Trauma Surg. 1991;110:114–7.
3. Poggi JJ, Callaghan JJ, Spritzer CE, Roark T, Goldner RD. Changes on

magnetic resonance images after traumatic hip dislocation. Clin Orthop
Relat Res. 1995;319:249–59.

4. Tornetta P 3rd, Mostafavi HR. Hip dislocation: current treatment regimens. J
Am Acad Orthop Surg. 1997;5:27–36.

5. Garcia MS, Hidalgo OA, Martinez GM. Open anterior dislocation of the hip in
a child. J Pediatr Orthop B. 1998;7:232–4.

6. Mehlman CT, Hubbard GW, Crawford AH, Roy DR, Wall EJ. Traumatic hip
dislocation in children long-term follow up of 42 patients. Clin Orthop Relat
Res. 2000;376:68–79.

7. Vialle R, Pannier S, Odent T, Schmit P, Pauthier F, Glorion C. Imaging of
traumatic dislocation of the hip in childhood. Pediatr Radiol. 2004;34:970–9.

8. Yamamoto K, Ko M, Masaoka T, Shishido T, Imakiire A. Traumatic anterior
dislocation of the hip associated with ipsilateral femoral shaft fracture in a
child: a case report. J Orthop Surg. 2004;12:126–32.

9. Zekry M, Mahmodi MS, Saad G, Morgan M. Traumatic anterior dislocation of
hip in a teenager: an open unusual type. Eur J Orthop Surg Traumatol.
2012;22(Suppl 1):99–101.

10. Khan SA, Sadiq SA, Abbas M, Asif N, Gogi N. Open anterior dislocation of
the hip in a child. J Trauma. 2001;51:773–6.

11. Herrera-Soto JA, Price CT. Traumatic hip dislocations in children and
adolescents: pitfalls and complications. J Am Acad Orthop Surg. 2009;17:15–21.

12. Barquet A. Natural history of avascular necrosis following traumatic hip dislocation
in childhood: a review of 145 cases. Acta Orthop Scand. 1982;53:815–20.

13. Singhal R, Perry D, Cohen D, Bruce C. Delayed diagnosis of traumatic hip dislocation
mimicking Perthes disease in a child. BMJ Case Rep. 2011:2011, bcr1220103600.

14. Kim HK, Aruwajoye O, Stetler J, Stall A. Effects of non-weight-bearing
on the immature femoral head following ischemic osteonecrosis. J
Bone Joint Surg Am. 2012;94:2228–37.

15. Kim HK, Burgess J, Thoveson A, Gudmundsson P, Dempsey M, Jo CH.
Assessment of femoral head revascularization in Legg-Calve-Perthes disease
using serial perfusion MRI. J Bone Joint Surg Am. 2016;98:1897–904.

16. Sugano N, Atsumi T, Ohzono K, Kubo T, Hotokebuchi T, Takaoka K. The 2001
revised criteria for diagnosis, classification, and staging of idiopathic osteonecrosis
of the femoral head. J Orthop Sci. 2002;7:601–5.

17. Trueta J, Harrison MHM. The normal vascular anatomy of the femoral head
in adult man. J Bone Joint Surg Br. 1953;35:442–61.

18. Sevitt S, Thompson RG. The distribution and anastomoses of arteries supplying
the head and neck of the femur. J Bone Joint Surg Br. 1965;47:560–73.

19. Boraiah S, Dyke JP, Hettrich C, Parker RJ, Miller A, Helfet D, Lorich D.
Assessment of vascularity of the femoral head using gadolinium (Gd-
DTPA)-enhanced magnetic resonance imaging: a cadaver study. J Bone
Joint Surg Br. 2009;91:131–7.

20. Gornitzky AL, Georgiadis AG, Seeley MA, Horn BD, Sankar WN. Does
perfusion MRI after closed reduction of developmental dysplasia of the
hip reduce the incidence of avascular necrosis? Clin Orthop Relat Res.
2016;474(5):1153–65.

21. Osaki K, Hamai S, Okazaki K, Tashiro Y, Iwamoto Y. Preoperative 3-D MRI
planning of tunnel placement in ACL reconstruction for a skeletally
immature patient: a case report. J Orthop Sci. 2017. https://doi.org/10.1016/j.
jos.2017.05.011. [Epub ahead of print].

22. Kubota H, Noguchi Y, Nakashima Y, Suenaga E, Iwamoto Y. Long-term
follow up of conservative treatment (Nishio’s brace) of Perthes’ disease [in
Japanese]. J Jpn Paediatr Orthop Assoc. 2000;9:15–8.

23. Iwamoto M, Nakashima Y, Nakamura T, Kohno Y, Yamaguchi R,
Takamura K. Clinical outcomes of conservative treatment with a non-
weight-bearing abduction brace for Legg-Calvé-Perthes disease. J
Orthop Sci. 2018;23(1):156–60.

24. Harris WH. Traumatic arthritis of the hip after dislocation and acetabular fractures:
treatment by mold arthroplasty: an end-result study using a new method of result
evaluation. J Bone Joint Surg Am. 1969;51:737–55.

25. Pearson DE, Mann RJ. Traumatic hip dislocation in children. Clin Orthop Relat Res.
1973;92:189–94.

26. Petrie SG, Harris MB, Willis RB. Traumatic hip dislocation during
childhood: a case report and review of the literature. Am J Orthop
(Belle Mead NJ). 1996;25:645–9.

27. Sadhoo UK, Tucker GS, Maheshwari AV, Kaul A. Open anterior fracture
dislocation of the hip: a case report and review of literature. Arch Orthop
Trauma Surg. 2005;125:550–4.

28. Hung NN. Traumatic hip dislocation in children. J Pediatr Orthop B. 2012;21:542–51.
29. Renato L. Open anterior dislocation of the hip in a child. Acta Orthop

Scand. 1987;58:669–70.
30. Tsao AK, Dias LS, Conway JJ, Straka P. The prognostic value and

significance of serial bone scintigraphy in Legg-Calvé-Perthes disease. J
Pediatr Orthop. 1997;17:230–9.

31. Bohr H, Baadsgaard K, Sager P. The vascular supply to the femoral head
following dislocation of the hip joint: an experimental study in new-born
rabbits. Acta Orthop Scand. 1965;35:264–78.

32. Conway JJ. A scintigraphic classification of Legg-Calve-Perthes disease.
Semin Nucl Med. 1993;23:274–95.

33. Zrig M, Mnif H, Koubaa M, Abid A. Traumatic hip dislocation in children.
Acta Orthop Belg. 2009;75:328–33.

34. Atsumi T, Kuroki Y, Yamano K. A microangiographic study of idiopathic
osteonecrosis of the femoral head. Clin Orthop Relat Res. 1989;246:186–94.

35. Robert HE, Casin C. Valgus and flexion deformity after reconstruction of the
anterior cruciate ligament in a skeletally immature patient. Knee Surg Sports
Traumatol Arthrosc. 2010;18:1369–73.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Momii et al. Journal of Medical Case Reports          (2019) 13:254 Page 6 of 6

https://doi.org/10.1016/j.jos.2017.05.011
https://doi.org/10.1016/j.jos.2017.05.011

	Abstract
	Introduction
	Case presentation
	Conclusion

	Introduction
	Case presentation
	Discussion
	Conclusions
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

