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Case report 

A 70-year old woman presented with 
a 1-year history of increasing knee 
pain and reduced mobility. Her past 
medical history was unremarkable. 
At presentation she had been taking 
naproxen 250 mg three times daily 
for 1 month and physical examina- 
tion revealed limited mobility of both 
hips, but no other significant abnor- 
mality. 

A pelvic radiograph showed se- 
vere bilateral osteoarthritis (OA) of 
the hips (Fig. 1). A repeat pelvic ra- 
diograph 7 months later showed 
complete destruction of both femoral 
heads and fractures of the left inferi- 
or pubic ramus and left acetabulum 
(Fig. 2). A radiograph of the hand 
showed mild OA of the interphalan- 
geal and metacarpophalangeal joints 
without chondrocalcinosis. Surgery 
was deferred for 4 months during 
which time she developed spontane- 
ous dislocation of the right shoulder 
joint with partial destruction of the 
humeral head (Fig. 3). This shoulder 
had appeared normal on the chest ra- 
diograph taken 4 months earlier. Pel- 
vic radiography showed further pro- 
gression of the destructive arthropa 
thy (Fig. 4). Magnetic resonance im- 
aging of the cervical spine showed a 
normal cervical and upper dorsal spi- 
nal cord with mild spondylotic 
changes at C5-6 and C6-7. 
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A left total hip replacement was 
performed at this stage. The differen- 
tial diagnosis prior to surgery includ- 
ed osteonecrosis, crystal-associated 
arthropathy, neuroarthropathy, in- 
flammatory arthritis and analgesic 
arthropathy. 

Pathological examination of the 
femoral head and neck showed com- 
plete loss of articular cartilage, the 
articular surface being covered by fi- 
brous tissue, fibrocartilage and 
eburnated bone. There was no evi- 
dence of established avascular necro- 
sis and the synovium was not in- 
flamed. Undecalcified sections of 
bone from the femoral neck showed 
no evidence of osteoporosis, osteo- 
malacia or any other metabolic bone 
disease (Fig. 5). Joint tissues and sy- 
novial fluid were examined for crys- 
tals, including hydroxyapatite, and 
none were found. Bacterial culture 
was negative. The features were in 
keeping with severe degenerative ar- 
thritis. 

In considering the differential di- 
agnosis, neuroarthropathy was ex- 
cluded on the basis of the absence of 
neurological or vascular abnormali- 
ties, negative Treponema pallidum 
haemagglutination test, rapid plasma 
reagin test and normal vitamin B12, 
folate, glucose and thyroxin levels. 
Inflammatory arthropathy was un- 
likely due to normal rheumatoid fac- 
tor, antinuclear antibody, normal in- 
flammatory markers and absence of 
any clinical, radiological or patho- 
logical evidence of inflammatory ar- 
thritis. The patient had been taking 

naproxen 250 mg three times daily 
for 4 months, this being replaced by 
diclofenac sodium retard 100mg 
nocte for 3 months. Additional pre- 
scriptions had been co-amilozide one 
mane for 2 months and finally mor- 
phine sulphate (MST) 10 mg twice 
daily for uncontrolled pain for 1 
month, immediately prior to the sec- 
ond pelvic radiograph. 

Discussion 

Rapidly destructive hip disease 
(RDHD) occurs in elderly patients, 
usually female, who develop rapid 
destruction of the hip or hips, often 
occurring within months of the onset 
of symptoms. Radiographs demon- 
strate femoral head and acetabular 
destruction with a notable paucity of 
osteophytes, in contrast to classic 
OA. A proportion (22% in the series 
of Bock et al. [1] develop similar 
changes in other articulations, nota- 
bly the shoulder joints [1, 2]. 

Spontaneous collapse and sudden 
disintegration of the whole femoral 
head is described in OA secondary to 
the formation of large geodes which 
subsequently collapse [3]. Geodes 
were not evident on the presentation 
radiograph. 

Osteonecrosis is an important con- 
sideration, but there were no predis- 
posing factors and radiological and 
histological findings do not support 
this as the primary pathology. In os- 
teonecrosis there are bony lucencies 
and sclerosis with varying degrees of 
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Fig. 1. Pelvic radiograph at presentation showing marked 
bilateral hip osteoarthritis 

Fig. 2. Seven months later there is complete destruction 
of both femoral heads and left pubic and acetabular 
fractures 

Fig. 3. After a further 4 months there is spontaneous 
dislocation of the shoulder and partial humeral head 
destruction 

Fig. 4. Repeat pelvic radiograph at the same visit as 
Fig. 3 shows further progression of the destructive 
arthropathy 

Fig. 5. Subchondral cancellous bone shows viable bone 
trabeculae and fatty marrow with no evidence of avascu- 
lar necrosis. (Haematoxylin & Eosin, xl00) 
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subchondral bony collapse, the joint 
space being relatively preserved [4]. 

Calcium pyrophosphate dihydrate 
deposition disease is characterized 
by joint space narrowing, subchon- 
dral sclerosis and prominent sub- 
chondral radiolucencies, which may 
progress to rapid destruction of the 
femoral head and acetabulum. This is 
usually associated with hyaline carti- 
lage calcification and fibrocartilagi- 
nous calcification, which may be 
noted in the acetabular labra [4, 5]. 

Calcium hydroxyapatite crystal 
deposition leads to apatite-associated 
destructive arthritis, the concept of 
the "Milwaukee shoulder syndrome", 
where microspheres containing hy- 
droxyapatite crystals produce shoul- 
der joint disorganisation after rotator- 
cuff rupture and release of crystals 
into the joint, the syndrome having 
been subsequently recognised in oth- 
er joints, including the hip [6-8]. 
Crystals were not found in the pres- 
ent case. 

Neuroarthropathy is associated 
with bony eburnation and deforma- 
tion of the articular surfaces, exuber- 
ant osteophyte formation and free in- 
tra-articular bony fragments, but we 
found no clinical evidence of neurop- 
athy and the radiological pattern is 
atypical for this condition. Analgesic 
arthropathy may be considered a sub- 
group of the latter. The patient's drug 
history is modest apart from the ad- 
dition of MST 10 mg twice daily one 
month before repeat radiography. A1- 

though non-steroidal anti-inflamma- 
tory drugs have been implicated in 
accelerated OA [9], we have not 
come across cases of neuroarthropa- 
thy secondary to MST treatment. 
This view has been challenged by 
Doherty et al. [10], who believe that 
"analgesic hip" is primarily a mani- 
festation of apatite-associated de- 
structive arthritis [10]. 

Erosive OA is a consideration, but 
this is usually a disease of the small 
joints, affecting predominantly the 
interphalangeal and carpometacarpal 
joints, accompanied by acute inflam- 
matory episodes [2, 11]. 

Infectious arthritis is the most im- 
portant differential diagnosis in a 
monoarthropathy. 

In conclusion, this is an example 
of the relatively recently character- 
ised RDHD. It is particularly unusual 
as we are aware of only one previous 
report of RDHD associated with de- 
structive shoulder arthropathy and 
pelvic insufficiency fractures [1]. Ex- 
tensive work-up and deferred surgery 
could have been avoided by aware- 
ness of this condition. 
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