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the finger seems to respond well to early treat- 
ment, including fasciotomy, if necessary. In cases 
presenting immediately after the injury, excision 
and drainage of the injected material seems to be a 
low price compared with the probable complica- 
tions. In late presenting cases, close follow-up and 
treatment according to the severity of symptoms 
seem to be the best approach. 

We thank Professor Osman Erganis from Selquk Universi- 
ty, Veterinary School, for all his help in finding the appro- 
praite references and his comments on this condition. 
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A 9-year-old girl had dragged her left leg for 3 
weeks. 2 days before hospitalization she com- 
plained of pain in the left groin. She had a 30" re- 
striction in internal rotation and 20" in abduction, 
in comparison with the right side. A shortening of 
the left leg by 1 cm was found. A metabolic or en- 
docrinologic disease could not be diagnosed. The 
radiographs showed a 30" dorsocaudal displace- 
ment of the left physeal plate. (Figure 1). An im- 
mediate simultaneous physiodesis of both hip 
joints with threaded wires was performed (Figure 
2) .  After uneventful clinical and radiographic fol- 
low-ups, the implants were removed 12 months 
later at the age of 10 years. Retrospectively, the 
reason for this early removal is unclear. The radio- 
graphs, which were taken before and after this op- 
eration, showed no sign of a new dislocation of 
the epiphyseal plate. 

Only 3 months later, the girl started to drag her 
right leg, without pain. The clinical examination 
showed a positive "Drehmann" sign (external ro- 
tation of the hip during passive flexion) and no in- 
ternal rotation. Radiographs showed a slipped 
capital femoral epiphysis on the right side (Figure 
3). The hip joint was stabilized with 4 threaded 

wires, because the parents would not agree to a 
physeodesis of the left hip. 

6 months later, the girl spontaneously com- 
plained about pain in the left hip once again. The 
reason was further slippage of the left epiphysis 
(Figure 4). Because of large displacement, stabili- 
zation was performed with 3 threaded wires and 
an intertrochanteric osteotomy according to Im- 
hauser (1987) and Southwick (1967) with internal 
rotation and 30" flexion of the distal fragment. 

The implants were removed after closure of the 
physeal plates at the age of 16 years (Figure 5). At 
this time, the girl had no pain. The hip joints 
showed a similar range of motion with flexion 
130"/extension 5", abduction 60"/adduction 30" 
and internal rotation 5O"/external rotation 60". 
The only residuum was a shortening of the left leg 
by 1 cm. 2 years after the last surgery, the girl has 
no hip problems. 

Discussion 

Slipped capital femoral epiphysis occurs bilateral- 
ly in 20% up to 80%. The incidence differs ac- 
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cording to the radiographic 
assessment (Hagglund et 
al. 1988, Canaie 1989, En- 
gelhardt 1994, Hagglund 
1996, Jerre et al. 1996). 
However, there is no agree- 
ment about prophylactic 
stabilization of the con- 
tralateral hip joint (Imhaus- 
er 1987, Crawford 1988, 
Canale 1989, Engelhardt 
1994, Kumm et al. 1996). 

Arguments against Dro- - - 
Figure 1. Axial radiographs of both hips at the age of 9 years showing slipped capital 
femoral physis of the left hip 

phylactic stabilization are 
the possible complications: 

Figure 2. Fixation in situ on both sides with threaded wires 

avascular necrosis of the 
femoral head or the epi- 
physis, chondrolysis, fur- 
ther slippage after 
insufficient stabilization, 
pathologic fractures 
around the unused drill 
holes, pin penetration, in- 
traarticular position of the 
implants, and movement or 
breakage of the implants 
(Canale 1989). 

Crawford (1 988) said, 
that “the complications that 
may be encountered con- 
siderably outweigh the 
benefits in a child who is 
otherwise normal”. He rec- 
ommends prophylactic pin- 
ning only in patients with 
metabolic disorder or en- 
docrinopathy. 

Canale (1 989) believed 
that there is no indication 
for prophylactic pinning, 
because later slipping oc- 
curred only in 16% of the 
cases in his series. Jerre et 
al. (1996) found bilateral 
slipping in 59% by using 
the Billing standardized 
lateral view after a 
up time of 32 years. In 42 
of 59 patients (71%), slip- 

Figure 3. Axial radiograph of slipped cap- 
ital femoral epiphysis of the right hip 3 
months after removal of the wires at the 
age of 10 years 

Figure 4. Further slipping of the left hip 
10 months after the removal of the im- 
plants 



Acta Orthop Scand 1999; 70 (6): 627-639 633 

Figure 5. Result before removal 
of the epiphyseal plates. 

Anteroposterior view of both hips 

of the implants at the age of 16 years after the closure Hagglund ( I  996) detect- 
ed 61% with bilateral 
slippings at follow-up 
examinations at an aver- 
age age of 47 years. Only 
32 of the contralateral 
slips were diagnosed 
during adolescence and 
17 of them showed ar- 
throsis at follow-up. Of 
the 104 contralateral 
slips that were asymp- 
tomatic during adoles- 
cence and diagnosed at 
follow-up, 28 showed ar- 
throsis. Several slips 
were severe, and the fre- 
quency of arthrosis was 
higher than in a similar 
follow-up of slipped hips 
with mild slipping treat- 
ed with pinning in situ. 
He pointed out that it is 
possible to reduce the 
risk of arthrosis in the 
contralateral hip by pro- 
phylactic pinning, if the 
pinning is performed by 
a technique with a com- 
plication rate lower than Axial view of the right hip Axial view of the left hip 

ping of the contralateral hip was asymptomatic. In 
1994, Jerre et al. could not show any statistical 
significant evidence, whether the incidence of ar- 
throsis in the contralateral hip was related to the 
occurrence of slipping or to the management by 
pinning in situ. 

Hurley et al. (1996) evaluated the prevalence of 
slipped capital femoral epiphysis in the contralat- 
era1 hip of 169 children who had been managed 
with pinning in situ and 30 who had been man- 
aged with immobilization in a spica cast. 31 of the 
169 patients (36%) and 2 of the 30 patients subse- 
quently developed a slip in the contralateral hip. 
The reason for the difference may be an overload- 
ing of the contralateral, not pinned hip by walking 
with crutches. 

In a retrospective evaluation of 260 patients, 

the complication rate of 
the slip itself. In his 

opinion, repeated radiographic examinations are 
not a guarantee against development of severe 
slipping. 

Hagglund (1996) also stated that, if prophylac- 
tic pinning is not performed, the children and par- 
ents must be informed that there is an increased 
risk of slipping in the contralateral hip, and that 
they must be aware of early symptoms in the hip. 
This may cause anxiety, and such children are not 
generally allowed to participate in sports. With 
prophylactic pinning, the child can participate in 
sport activities. Hagglund (1 996) recommended 
that, at centers with a low complication rate of 
pinning, prophylactic pinning should be per- 
formed in all children. Kumm et al. (1996) found 
no perioperative complications after prophylactic 
dynamic screw fixation of the asymptomatic hip 
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in 34 patients at an average follow-up of 5 years. 
No avascular necrosis or chondrolysis occurred. 

We believe, like Hurley et al. (1996), that 
slipped capital femoral epiphysis is not a unilater- 
al disease but a disease of both hips. Our case 
demonstrates 2 complications that resulted from 
non-optimal operative therapy. First, the implants 
were removed too early, at the age of 10 years. A 
short time after this operation, a unilateral new 
slipping occurred. Prophylactic pinning of the 
contralateral side was not performed, because the 
parents refused this operation, although we rec- 
ommended it. Within 6 months, a further slippage 
of the non-stabilized hip was detected, which 
would have been obviated by simultaneous pin- 
ning. 

We use threaded wires, because we have seen 
few complications with this technique. An out- 
growing of these wires from the physeal plate oc- 
curs very seldom, so the risk of restabilization is 
low. This is important, because too-early removal 
of the implants and outgrowing seem to be the 
same functionally. 
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An 11-year-old girl was admitted to the emer- 
gency room after sustaining an extension injury 
to her outstretched left hand, presenting pain, 
tenderness and swelling of the wrist. The neuro- 
muscular examination was normal. Radio- 
graphs showed a distal radial shaft fracture and 
a type I1 Salter-Harris fracture of the distal ulna 
with dorsal displacement of the proximal frag- 
ment (Figure 1). 

Closed reduction under general anesthesia was 
tried but the ulnar fracture could not be reduced. 
Open reduction was performed through a dorso- 
ulnar approach over the distal radioulnar joint. In- 
traoperative examination revealed that the ulnar 
metaphyseal fragment was dislocated into a cap- 
sular buttonhole (Figure 2), leaving the epiphysis 
of the distal end of the ulna with its metaphyseal 
flake in its normal location at the distal radioulnar 


