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The painful hip

H. G. Zadeh. F. Monsell

Hip pain is a common presenting symptom in child-
hood and adolescence and in most cases is self-limit-
ing. Occasionally, it may be an early feature of sinister
pathology, carrying serious long-term implications if
the diagnosis is delayed.

An accurate history and physical examination
coupled with appropriate radiographic imaging is
usually sufficient for diagnostic purposes. Further
investigations may be required for specific conditions,
and these will be discussed.

Although the pamful hip is the subject of this
article, it must be emphasized that in children and
adolescents pain from hip joint pathology may
initially be referred to the knee. Failure to appreciate
this fact may result in delay or failure of diagnosis.

TRANSIENT SYNOVITIS (IRRITABLE HIF)*

This condition is defined as a non-specific, short-
lived synovitis, resulting in an effusion of the hip
joint. It is the most common cause of an acute limp
or hip pain in children, with a reported frequency of
1-4 per 1000. The most commonly affected age
group is 3-8 year olds with a male predominance of
2:1. It atfects both hips in 5% of cases, although this
is rarely simultaneous.

Whilst viral infections, trauma and allergy have
been suggested, the exact aetiology remains unclear,
The pathological process involves a synovial effusion
resulting in an increased intra-articular pressure. This
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manifests clinically as pain, limp, irritability and
reduced range of movement in the hip joint. At rest
the affected hip is kept in a position of flexion and
external rotation to relieve pain. Signs of generalized
sepsis are notably absent.

The diagnosis is based primarily on the clinical
features. Standard laboratory investigations including
white cell count (WCC), erythrocyte sedimentation
rate (ESR) and C reactive protein (CRP) are usually
within normal limits. X-rays will not demonstrate any
bony defects, but occasionally there may be a subtle
widening of the medial joint space (<1-2 mm) when
compared with the unaffected side. This is caused by
the efTusion which allows the femoral head to sublux
slightly and may be confirmed by ultrasonography,

Treatment involves observation, bed rest and
reduced activity which may be supervised at home or
in hospital. Most children recover within 1-2 davs
and any deterioration in signs or symptoms requires
urgent reassessment. Traction, although popular in
the past, 15 not currently recommended as it may
increase the intra-articular pressure. Joint aspiration
is ineffective as any relief in symptoms tends to be
short-lived, as the effusion rapidly recurs. Although
this condition carries a good prognosis, recurrence
rates of up to 10% have been reported. A causal rela-
tionship with Perthes’ disease has been suspected but
IEMAINS unproven.

OSTEOARTICULAR INFECTIONS

In spite of the availability of potent antibiotic drugs,
ostecarticular infections in childhood remain a men-
ace, Septic arthritis and osteomyelitis, although sepa-
rate clinical entities, often coexist. Staphviococeus
aurens is the most commonly reported infecting
organism in the older age groups and Haemophilus
influgnzae in children under the ape of 2 vears. A
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Osteomyelitis of right upper femur in a %-year-old girl. (A)

Fig. 1
Xeravs on admission do not show any abnormalitics. (B) X-rays
twio weeks later show multiple areas of bone resorption,
confirming the clinical diagnosis.

variety of unusual organisms may infect neonates or
immunocompromised children.

Septic arthritis’

The child presents with ill-health, pyrexia and severe
pain in the hip or the knee joint, On examination the
hip joint is highly irritable, in spasm and weight bear-
ing 15 not possible. Signs of systemic toxaemia are
usually present and thigh swelling and oedema are
occasionally observed.

Diagnosis is largely based on the history and clini-
cal findings. The WCC, ESR and CRP may be ele-
vated but are non-specific. In doubtful cases,
ultrasound puided joint aspiration with gram staining
and culture of the aspirate may be helpful.

The treatment consists of surgical drainage and
lavage of the joint in combination with high-dose
intravenous antibiotics. Hip joint arthrotomy and
washout is an essential part of the treatment. Blood
flow to the femoral head is restored by joint decom-
pression and thorough lavage removes bacterial toxins
and proteolytic enzymes released by necrotic tissue,
reducing the potential for further cartilage damage.
Treatment must be instituted promptly as delay 1s
associated with poor outcome.

Acute osteomyelitis’

The mode of presentation, signs and symptoms of
acute osteomyelitis are similar to septic arthritis but

tend to occur in a slightly older age group and with
less irritability in the hip joint. Radiographic changes
are absent in the early stages of the disease and remain
so for 2-3 weeks following the onset of symptoms
(Fig. 1). Bone scintigraphy and magnetic resonance
imaging (MRI) are usually positive in the early stages
ol the disease process and the former is useful in iden-
tifying multi-focal disease. Ultrasonography will only
be positive if there is soft tissue suppuration.

In the early stage of the disease, prior to soft tissue
suppuration, high-dose antibiotic therapy and resting
the affected limb can be curative, The length of antibi-
otic therapy remains controversial, with most authors
advocating at least 6 weeks of treatment. When sup-
puration occurs, surgery is required to drain sub-
periosteal abscesses or to excise necrotic material.

Subacute osteomyelitis®

The clinical features and onset are more insidious
than acute osteomyelitis. Radiographic changes are
usually present at the time of presentation and may
mimic other conditions such as bone neoplasia. Full
laboratory investigations including bone biopsy for
culture and histology are normally required to con-
firm the diagnosis. Treatment consists of surgical
curettage and rest, followed by antibiotics when the
sensitivity profile of the infecting organism is known.

MNeonatal and infantile septic arthritis/osteomyelitis’

The signs are much less specific in these age groups
and diagnosis often relies on a high index of sus-
picion. A history of septicaemia, pyrexia of unknown
origin, admission to neonatal intensive care units or
pseudoparalysis of the affected lower limb should
alert the clinician. In septic arthritis, hip joint sublux-
ation or dislocation may be observed on the radio-
graphs (Fig. 2). Unusual infecting organisms are more
commonly encountered in these age groups and there-
fore broad spectrum antibiotics are recommended
until the antibiotic sensitivity profile of the infecting

Fig. 2 Left hip septic arthritis in a 3-month-old infant. MNote the
joint space widening on the lefl side indicative of a tense effusion.







