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EXCISION OF THE PROXIMAL END OF THE FEMUR FOR HIP

STIFFNESS IN MYELOMENINGOCELE

LEE J. TAYLOR

From Queen Man’s Hospitalfor Children, Carshalton

Operation on the hips of patients with myelomeningocele is often followed by stiffness or ankylosis.

Excision of the upper end of the femur for this condition frequently fails because of extensive new bone

formation.

Twelve excisions in eight patients are reported. Six of these patients had recently had spinal fusion

operations; the consequent loss of ability to compensate for hip stiffness by spinal flexion had made sitting

difficult or impossible. Excision or even re-excision of the upper femur failed in most cases. Careful

assessment of hip mobility before spinal operations in these patients is essential and osteotomy rather than

excision of the upper femur is advised.

Exuberant callus formation following a fracture in a

patient with myelomeningocele is well recognised. The

relationship between this and the extensive new bone

formation which may occur after excision of the proxi-

mal femur in these patients is unknown. There are, more-

over, few reports in the English literature on the results

of this procedure in patients with myelomeningocele.

In 1978 Henry reported the results ofnine excisional

arthroplasties of the hip in five patients with severe cere-

bral palsy; he obtained very good results in four patients,

but had problems with new bone formation in one.

Pilliard et al. ( I 984), reporting I 7 excisions of the proxi-

mal femur 2 to 10cm below the lesser trochanter in

patients with cerebral palsy, found that ectopic new bone

formation was common, but did not significantly restrict

hip movement.

PATIENTS AND METHODS

From 1976 to 1982 at Queen Mary’s Hospital for Chil-

dren, eight patients, five boys and three girls, had opera-

tions for excision of the proximal end of the femur.

Twelve hips were operated upon, nine of them for post-

operative ankylosis. The average age at operation was I 3

years 2 months (range I 1 to 16 years). There had been 13

previous operations on 9 of the I 2 hips (Table I). At the

time of operation, six hips were completely ankylosed,

four were very stiffwith less than 10 movement and two

hips were mobile. None of the patients was able to walk.

Ten of the operations were performed to improve the sit-

ting position of the patient; the other two, on mobile

hips, were part of an attempt to heal large trochanteric

sores.

Table I. Operations performed previously on nine
hips for which excision of the upper end of the femur
was attempted to alleviate stiffness

Operation Number

Soft-tissue release I

Excision of superolateral bar of bone 5

Open adductor tenotomy 2

Varus derotation osteotomy 4

Open reduction I

Total 13

Six of the eight children had recently had corrective

spinal fusion to improve their sitting position. Posterior

Harrington rods were inserted in two of these; in the

other four these were combined with anterior Dwyer

instrumentation. These patients had lost flexion of the

spine and therefore the ability to compensate for their

stiff hips; excision of the proximal end of the femur was

done, on average, eight months after the spinal fusion.

Technique of operation. A lateral approach was used to

expose the upper femur to below the lesser trochanter,

and an extra-periosteal excision carried out. For 48 hours

the limb was maintained in straight traction; physio-

therapy was then started with the aim of maintaining

enough hip movement to allow sitting and lying.
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The patients were reviewed at an average of three years

after operation (range six months to six years).

Hip mobility. Re-ankylosis had occurred in eight of the
1 2 hips; of the four which had retained a satisfactory 90



Fig. I Fig. 2

Case I . Figure I Radiograph showing ankyloss by extensive new bone formation alter a previous hip operation. Figure 2- -Recurrence of exten-
sive bony ankylosis after excision ofthe upper end ofhoth femora.

I i

Fig. 3 Fig. 4 Fig. 5 Fig. 6

Case 2. Figure 3 Hip ankylosed by a superolateral bar of bone: this was the commonest cause of hip stiffness in the series. Figure 4-Post-
operative radiograph showing radical excision ofthe upper end ofthe femur. Figure 5-After six weeks, new bone is already seen. Figure 6-After

six months complete bony ankylosis has recurred.
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range of flexion, two were in a patient who died six

months after operation from pneumonia, and the other

two had had excision ofmobile hips for sores and not for

stillness. Of the eight re-ankylosed hips, four subse-

quently had re-excision operations which were just as

unsuccessful and one had a femoral osteotomy which

successfully allowed him to sit comfortably with his stiff

hip. Radiographs showed extensive new bone formation

in 10 hips: no films were available for the patient who

died six months after operation.

Wound healing. Wound healing was a frequent problem,

and the two operations performed for trochanteric sores

were unsuccessful. Only three ofthe 12 wounds healed by

primary intention. Another three had healed by one

month, three took four to six months and three remained

unhealed after a year.

Illustrative case histories

Case 1. This patient with myelomeningocele had had an

open reduction of the right hip at the age of two years

and an osteotomy of the left hip at the age of five. Both

hips ankylosed. When he was 14 years old he was no

longer able to walk and could not sit comfortably in a

wheelchair. The upper ends of both femora were excised,

but within six months both were again very stiffand after

two years both had completely re-ankylosed (Figs 1 and

2). A further excision operation was equally unsuccessful.

Case 2. This patient had an open reduction of the right

hip at the age ofone year. Within six months the hip had

ankylosed. with a solid superolateral bar ofbone (Fig. 3).

This was partially excised but soon reformed. At 12 years

he had an operation for posterior spinal fusion, and six

months later was unable to sit comfortably in a wheel-
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chair because of inability to compensate for his stiff hip

by flexing his spine. He also developed a painful pseud-

arthrosis of the spinal fusion, which may have been

related to efforts to compensate for hip stiffness. The

upper end ofhis femur was excised (Fig. 4), but within six

weeks extensive new bone was seen on the radiographs

(Fig. 5), and after six months re-ankylosis had occurred

(Fig. 6). A subsequent femoral osteotomy has allowed

him to sit comfortably on his stiff hip.

DISCUSSION

Excision of the proximal end of the femur in the patients

reported failed to improve hip mobility for more than a

few weeks. In each case extensive new bone formation

led to stiffness and recurrence of ankylosis. Re-excision

was also unsuccessful.

Henry (personal communication, 1985) had only

two cases of new bone formation after excision of nine

hips in five patients with cerebral palsy and felt that this

success could have been due to postoperative immobili-

sation of the hips at 90#{176}for three weeks. The patients in

the series reported here were mobilised soon after opera-

tion. Pilliard et al. (1984) agree with Henry and also con-

sider that closure of the capsule of the hip may help to

limit new bone formation and prevent ankylosis.

The Carshalton experience of patients with myelo-

meningocele suggests that hip mobility must be carefully

assessed before spinal surgery is undertaken in an

attempt to improve sitting, since patients may lose the

ability to compensate for hip stiffness by flexion of the

spine and be made worse. Upper femoral osteotomy has

been used with early success at Carshalton to provide a

hip which is stiff but in a good position for sitting.

I would like to express my thanks to the photographic department at
Redhill Hospital, to Mrs Linda Worsley for secretarial assistance and
to Mr Geoffrey Walker for his considerable help and for allowing me to
review his patients.
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