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Introduction

'Se\ierai terrns have been used to_describe the'phenomenon of dead
bone wﬁhm a 11v1ng patlent 1ncluding aseptic , idiopathic , avascular and
dstednecrosm . Since the bone is truly avascular only in the end stage of the
| .disease , the term ischaemic necrosis is prefe_rred which underscorcs a

- period of 1schaemla preceding tlie actual death of bone .

A septic bone necrosis is becoming an mcreasmg,ly common cause of
‘disability . It is a i‘requent complication of many clinical conditions .

The most mlportant traumatic causes of avascular necrosis of the
-feinorairhead are fracture neck femur , dislocation’ of the hip joint and
acetabular fractures. These causes result in local damage to the blood
vessels of bone and so to limited amount of bone death . Due 10 the
anatomy of the of the blood supply of the femoral head , it is considered a
common site of ipone necrosis ( Catto, 1973) .

The incidence of ANFH due to fracture neck femur for example
depends on the age ofthe patient , the site and the type of fracture wether
displaced or not also the time of reduction plays an important rule in the

. oceurance of ANFH..



-

Expenmental 'ev1dence suggests that bone cells dle within 12-48
‘ _.hours of removal of their blood supply , while 111stologlcal changes develop
soon "in the cells of the haemopmetlc marrow . The loss of c;steouytes from
- lacunae tends to be slower and not complete for 2-4 weeks (Catto M .,
| 1976) .
 The 'elarly diagnosis of ANFH is a very difficult problem . The early
. diagnosis'is; the most important factor in the treatment . The treatment
'depends on the stage of the disease at the time of diagnosis .

: Unfortunately the early stages oﬁen pass unnotlced The patient
- always seeks medlcal advnse late , even those who do they are told
R frequently .that they ‘are all right because the radiographs are normal
| (Hungerford 1983) |

The -aim of the assay is to discus the aetiology , pathology and the

' 'treé't_ment 'options for avascular necrosis of the femoral head .

'. '



Anatomy of the proximal part of the femur

The femur is the longest and strongest bone i in the body it possesses a
shaﬂ and two extremities. The shaft is almost *cylindrical in most of its
length and is curved with a forward convexity. The upper end of the femur
cdmprises a head, a neck, a greater and a lesser trochanter.

The head

_ Forms rather more than half a sphere; it is dirécled upwards, '
medially and s!lightly forward, to articulate with the acetabulum ol the hip
bone. lts surfaé:e is smooth, and is marked a little below and behind its
" center by a smail-roughened bit or fovea,

The héad of the femur is entirely intracapsular and is encircled
immediately lateral to its greatest diameter by the acetabular labrum. lis
circumference is sharply defined, except on the anterior surface, where the
cartilage-covereﬂ surface extends on to the front of the neck. The fovea,
which marks the head below and behind its center, gives attachment to the
llg,ament of the liead of the femur. The inferomedial part of the anterior
surface of the head is related to the femoral artery, from which it is
separated by the tendon of the Psoas major and the articular capsule.

The neck
It is abo‘ut 5 cm. long, connects the head and the shaft, with which it

forms an angle ‘of about 125 °. This angulation facilitates the movements of

the hip jdint and enables the lower limb to swing clear of the pelvis.

The neck is narrowest at its middle and is wider at its lateral than at its -
‘me:dial end. Its two borders are rounded. The upper border is nearly
h'orizon.tal: and 'is gently concave upwards. The lower border is straight but
oblique, and is directed downwards, laterally and backward to meet the.
shaft near the lesser trochanter. The anterior surface of'the neck is flattened

and its junction with the shaft is marked by a prominent rough ridge,



-~ termed .thé intertrochanteric line. The posterior surface is convex
backwards aﬁd upward in its transverse axis, and concave in its long axis,
and its junction with the shaft is marked byarounded ridge, termed the
intertrochanteric crest. The neck of the femur 18 malked by numerous
vascular .foramma especially on its anterior surface and on the upper part of
its posterior surface. The neck-shaft angle is widest at birth and diminishes
steadily until the adult condition is reached. It is less in the female than in
| thé male, owing to the increased breadth of the lesser pelvis and the greater
obhqu1ty of the shaft of the femur The anterior surface of the neck 1s
entirely mteracapsular and on this surface the capsular ligament extends
laterally to the- mtertrochantenc line. On the posterior surface the capsular
‘lu,ament does not reach the intertrochanteric crest, and only a little more
than the ‘medial half of the neck lies within the capsule. The part of the
intertor surface adjoining the head is covered with cartilage and is related to
the iliofemoral ligament in the erect posture. The neck of the femur docs
not lie in the same plané as the shaft, but is carried forwards as it passes
upwards and medially. On this account the transverse axis of the head of
the femur makes an angle with the transverse axis of the lower end of the
bone which is termed the angle of femoral torsion.

The greatér trochanter

It is a largé quadrangular eminence, situated at the upper part of the
junction of the neck with the shaft. Its posterosuperior part projects
upwards and 1_hedially so as to overhang the adjoining part of the posterior
smfrface of the néck; in this situation its medial surface presents a roughencd
depressed area, termed the frochanteric fossa. The upper border of the:
greater trochanter lics one handbreadth below. the tuberclc on the iliac crest,
- and is on a level with the center of the femoral head. The anterior surface of
the trochanter presents a roughened tmpression; its lateral surface is divided
into two areas bly an oblique, flattened strip, wider above than below, which

runs downwards and forwards across it.



The‘ lesser trochanter

It is a conical eminence, which projects medially and backwards
-'from. the shaft at its junction with the lower and posterior part of the neck,
its summit and antei'ior surface bear a ro"ughqhgd impression, but its
posterior surface, which lies at the lower end of the intertrochanteric crest,

is smooth. It is placed too deeply to be felt in the living subject.

The intertrochanteric line

Marks the junction of the anterior surface of the neck with the shatt
of the femur. It is a prominent roughened ridge, which commences in a
tubercle at the ';upper and medial part of the anterior surface of the greater
trochanter and rﬁns downwards and medially. It reaches the lower border of
the neck .on a level with the lesser trochanter, but in front of'it. Below, i
is continuous with the spiral line.

The intertrochanteric crest

Marks the junction of the posterior surface of the neck with the shait
of the femur. It is a smooth rounded ridge, which commences at the
posterosuperior angle of the greater trochanter and runs downward and

. medially to terminate at the lesser trochanter. A little above its middle it
'l ~ presents a low rounded elevation, termed the sz:adrate tubercle.
Acetabulum

which is ‘a cup-shaped depression on the lateral aspect of the hip
bone. It presents a C-shaped articular strip called the lunate surface. The
lower part of its margin presents a gap known as the articular notch. The
floor is non-articular and is called the acetabular fossa,

The lunate surface is widest above where the weiglit of the body is
transmitted thrbiugh the joint into the ]dwer]imb. The acetabular notch is
bri,dged _over by a ligément known as the transverse ligament of the
acetabulum. This ligament cbWeﬂs the notch into the acetabular foramen

through which vessels and nerves enter the joint.



