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Introduction: Slipped capital femoral epiphysis (SCFE) is one of the complications of septic arthritis that occurs rarely in children after 
septic arthritis of the hip. Septic arthritis is uncommon in neonates and therefore proper assessment and treatment may be problematic. 
Early treatment of septic arthritis could prevent SCFE.
Case Presentation: This complication happened in our patient who was in fact a neglected child due to septic arthritis of the hip and 
femoral head epiphysis, neck osteomyelitis and delayed treatment. At the time of admission and hospitalization, femoral head was 
palpable at the lateral side of the middle of thigh and a fistula had been created in that spot.
Conclusions: This phenomenon has been reported as a rare complication of septic arthritis and osteomyelitis. Treatment of these patients 
is controversial and the long term results are unknown but efforts must be done for early diagnosis and anatomic reduction of femoral 
epiphysis.
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Implication for health policy/practice/research/medical education:
Early treatment of septic arthritis could prevent SCFE.

1. Introduction
Hematogenous osteomyelitis and septic arthritis in 

children can occur simultaneously. Approximately 20% 
of children (children under seven years old) with septic 
arthritis have adjacent osteomyelitis but about 50% 
of infants with infectious arthritis are associated with 
osteomyelitis (1, 2). Epiphysial plate in older children 
acts as a barrier to prevent entrance of infection to the 
joint space but in children under seven years old, arteries 
pass through the physis and epiphysial plate and enter 
the joint space as a result, this can cause septic arthritis 
and other complications. Some of these complications 
are hip dislocation, proximal femoral physial arrest (that 
may lead to limb shortening), femoral head avascular 
necrosis (AVN), Coxa magna and Coxa vara and also early 
osteoarthritis (3-5).

Septic arthritis and associated osteomyelitis are 
uncommon in developed countries. Most cases of SCFE 
have been reported in children under seven years old 
and the majority of these reports refer to the time 
when emergent hip arthrotomy was not performed as 
a standard treatment in hip infectious arthritis (6, 7). 
Diagnosis and treatment of Physial separation in infants 
and children need special attention. The treatment must 
be done as soon as possible (8).

2. Case Presentation
The patient was a 7-year-old boy who was mental 

retarded with complaint of right thigh pain and 
inability to walk since 2.5 months before admission. 
An ulcer was gradually developed and a fistula was 
formed in the lateral side of the right thigh in the 
size of 1 cm. Two weeks after appearance of fistula, the 
patient was referred for treatment. Since this case was 
a neglected child, no kinds of treatment had been done 
before he was referred to our clinic with fistula. In his 
medical history, he was able to walk independently 
but not as normal gait before the appearance of the 
symptoms. After his admission in operating room, 
culture samples were taken from the fistula discharge 
through which Staphylococcus aureus was detected, so 
the antibiotic therapy began. In radiologic assessment, 
epiphyseal separation of femoral head was observed in 
his radiographs (Figures 1 and 2). Blue methylen was 
injected through the fistula and one day after injection, 
debridement and removal of the femoral head through 
the fistula were performed, the fistula path was removed 
and hip arthrotomy was done, and the culture from hip 
joint was taken in which Staphylococcus aureus again 
was detected. After that, treatment continued with 
skin traction and antibiotic therapy. One week after 
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Figure 1. Epiphysial Separation of Right Femoral Head and Migration of 
Femoral Head Epiphysis to Lateral Side of the Thigh and Hip Dislocation 
and Proximal Migration of Femur

Figure 2. Ap View of the Pelvis Radiography Shows Proximal Dislocation 
of Femoral Head and Epiphysial Separation of Femoral Head

application of traction, the remnant of femoral head 
was placed in the acetabulum and immobilized with 
spica cast.

After 6 weeks, the cast was removed and range of motion 
began. After 6 months, overall health was very good and 
there were no abnormal clinical signs and laboratory 
findings (Erythrocyte Sedimentation Rate, ESR, was 
normal and C-reactive protein, CRP, was Negative). Range 
of motion of the hip was 90˚ flexion, 50˚ abduction, and 
20˚ adduction and internal and external rotation was 
within acceptable limits. The patient was able to walk 
without assistance.

3. Discussion
Although epiphysial separation is rare in infants and 

children, the most common site of involvement is femo-
ral head (9, 10). Complete detachment of femoral head 
epiphysis is extremely rare in cases with hip septic ar-
thritis. It has been reported in several studies that the 
hip joint is the most common site of slipped epiphysial 
as well as the most common site for septic arthritis in 
infants (11, 12). Because of anatomical and histological 
characteristics of the proximal femur (large sinusoidal 
vessels, cancellous metaphysis of femoral head, thin cor-
tex, and incomplete periosteal attachment) in children, 
infection in the epiphysial area can easily spread to the 
subperiosteal area, the joint and soft tissue levels. Bone 
destruction near the epiphysial area associated with peri-
osteal detachment leads to loosening of femoral head 
epiphyseal. This phenomenon can cause two complica-
tions including septic arthritis and epiphysial separation 
that are only seen in neonates and children (13).

In our patient, there were some risk factors for the de-
velopment of septic arthritis including mental retar-
dation and lack of parental care. The history of trauma 
in this patient was not clear. There was no evidence of 
metabolic disease and child abuse. Early diagnosis of 
epiphysial separation after trauma or septic arthritis is 
difficult. Clinical signs of septic arthritis and osteomyeli-
tis are usually observed but more laboratory and clinical 
assessment is needed (14, 15). Our patient had no signs 
of hip septic arthritis. Samples were taken from the pu-
rulent discharge from the fistula for smear and culture. 
For confirmation, diagnostic samples were taken again 
after the debridement for smear and culture in which 
Staphylococcus aureus infection was reported. It should be 
noted that in standard pelvis radiography of infants, the 
femoral head epiphysis is not seen due to lack of ossifica-
tion. As the child grows, the central core of femoral head 
epiphysis gradually appears. For diagnosis, standard 
radiographs of the pelvis and proximal femur should 
be performed that requires the proper position of the 
patient; but in many cases it could not clearly be distin-
guished due to lack of cooperation from infants and their 
parents. Ultrasound can also be used to detect fluid in the 
hip joint (16). Hip and pelvis radiographies were done for 
our patient and the epiphysial femoral head was evident 
in lateral side of the femur. After these procedures the pa-
tient was diagnosed as epiphysial separation of femoral 
head due to undiagnosed septic arthritis. Partial or com-
plete detachment of the femoral head has been reported 
as a complication of the hip septic arthritis and proximal 
femoral osteomyelitis (17). However, based on our find-
ings, complete detachment and migration of femoral 
head to the lateral side of femur have not been reported 
yet. In this patient, due to complete destruction of me-
taphyseal portion of the femoral head and osteomyelitis 
of femoral epiphysis, reduction was impossible. Thus, the 
epiphysial segment was removed and after debridement 
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of the infected tissues, the remaining proximal femoral 
epiphysis was placed in the acetabular cavity and spica 
cast was applied.

Early diagnosis and proper treatment of these patients 
will lead to good results. Reduction and pin fixation have 
been reported as a treatment for epiphysial femoral head 
separation (18, 19). Despite the rare case of association of 
osteomyelitis with epiphysial separation of femoral head 
in infants and children, this diagnosis should be consid-
ered by physicians for infants and children. Diagnosis, es-
pecially in children and patients with mental retardation 
can be somewhat difficult. According to various published 
reports, these patients are often missed or diagnosed late, 
so the treatment results would be undesirable.
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