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Canadian connection

The problems of delivering an ac-
ceptable standard of surgical care

to African people will largely be
solved by African health professionals
working in Africa, for it is they who
know the right questions to pose in
order to find practicable solutions. In
order to build the research capacity
required to discover these solutions,
it is essential to support autochtho-
nous African scientific publication, so
the new editorial linkage between the
Canadian Journal of Surgery (CJS)
and the East and Central African
Journal of Surgery (ECAJS) is to be
applauded, as is the work put into
this project by the Canadian Network
for International Surgery.1

The Ptolemy Project, run out of
the Office of International Surgery2 at
the University of Toronto, provides
full-text access to the University of
Toronto Library for 100 of our re-
search partners in the Association of
Surgeons of East Africa (ASEA), the
professional association that owns the
ECAJS. We have undertaken to pro-
vide electronic publishing of the
ECAJS through Bioline/CITD Press
at the University of Toronto and ex-
pect to have the first electronic issue
of the journal up on the Web by De-
cember 2002. The ECAJS currently
has a circulation of 500, mostly
members of the ASEA, and as it is
not presently indexed in PubMed,
interesting papers presented in the
journal go unrecognized in the rest
of the world. Electronic publication
of the journal will make it available
to a larger readership and should
help improve the impact of the jour-
nal. We believe this is an important
adjunct to the editorial support of
the CJS, and we share the goals of
gaining international recognition for
the ECAJS and eventually getting it
indexed.

Injury is predominantly a surgical
disease, and in terms of the burden
of disease in Africa, it ranks between
malaria and tuberculosis. Despite the
magnitude of the burden of injury, it
is unlikely that in the foreseeable 
future it will receive funding at the
level currently given to communica-
ble disease, so it is vital to look for
innovative ways to help the African
surgeons who daily combat the in-
jury pandemic. There are about 500
surgeons in East Africa who deal
with the surgical needs of some 200
million people, so there is consider-
able leverage to strategies designed
to improve health by building surgi-
cal education and research capacity in
Africa. The ECAJS is an important
lever in this endeavour.

Massey Beveridge, MD
Director, Office of International Surgery
University of Toronto
Toronto, Ont.
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Complete slipping of the
capital femoral epiphysis after
hematogenous osteomyelitis

The cause of slipped capital
femoral epiphysis is mostly un-

known (idiopathic), although it may
be associated with endocrine disor-
ders (e.g., hypothyroidism or admin-
istration of growth hormone), renal
osteodystrophy, malnutrition and ra-
diation therapy.1 The association of
septic arthritis of infancy with epiphy-
seal separation is a known entity;2

however, occurrence in adolescents is
unusual.

An 11-year-old premenarchal,
nonobese girl presented with pain in
the left hip for 1 month. She came
to us because of inability to bear
weight on the affected lower limb
for 1 month. She had been trying to
walk using a stick for support. There
was no history of trauma. She had
been admitted to the pediatric ward
of the hospital 2 months earlier for
management of pyopneumothorax,
for which chest tube drainage was
needed and antibiotics were admin-
istered parenterally. Associated pain
in the left hip at that time was not
thoroughly investigated and sub-
sided within 1 week. Examination
revealed an afebrile girl of average
build and nutrition, weighing 22
kg. Radiography revealed a com-
plete separation of the capital
femoral epiphysis.

Under general anesthesia, the hip
was exposed via a Smith-Petersen ap-
proach. The capital femoral epiphysis
appeared completely separated, and
the femoral neck revealed cloacae.
Infected granulation tissue was pre-
sent inside the hip joint (which, on
histopathologic examination showed
a chronic inflammatory reaction).
The soft tissues were thoroughly de-
brided. After reduction, the epiphysis
was pinned using threaded Moore’s
pins. Antibiotics were given parenter-
ally for 2 weeks then orally for an-
other 4 weeks. The girl was kept in a
plaster of Paris hip spica for 6 weeks.
Gradual weight-bearing using axillary
crutches was instituted over the next
6 weeks.

The pins were removed at 1 year,
after ascertaining that epiphysiodesis
had occurred. Follow-up at 2 years
revealed a satisfactory functional out-
come3 (painless stable hip, > 70°
range of motion and ability to per-
form activities of daily living). There
was 2 cm shortening of the affected
limb. Radiography revealed epiphys-
iodesis in coxa vara with resorption
of the femoral neck and evidence of
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avascular necrosis of the capital
femoral epiphysis (Fig. 1).

Complete slipping of the capital
femoral epiphysis secondary to
hematogenous osteomyelitis is hith-
erto unreported in adolescent chil-
dren. There are various pointers to
the cause of the slip being secondary
to osteomyelitis. These are the ab-
sence of trauma, absence of any en-
docrinologic abnormality in a
nonobese patient, association with a
significant source of metastatic infec-
tion (pyopneumothorax) and a tem-
poral relationship in the evolution of
symptoms. The intraoperative finding
of cloacae in the femoral neck and the
presence of infected granulation tissue
are definitive evidence of os-
teomyelitis. In this case, the diagnosis
of the slip was missed initially while
the patient was being treated for chest
infection. This is an all too common
error in slipping of the capital femoral
epiphysis, and may delay the diagnosis
for months or years.4 A high level of
awareness among pediatricians is rec-
ommended and a low threshold
should be kept for obtaining a hip ra-
diograph in children with hip pain.

A similar case of incomplete slip-

ping of the capital femoral epiphysis
secondary to septic arthritis of the
hip in an adolescent has been re-
ported.5 It was managed by incision,
drainage and in situ pinning. Our
case differs because in our patient
there was no history of trauma, com-
plete separation of the epiphysis, de-
layed treatment, open reduction and
a satisfactory functional outcome.

Our rationale for choosing open
reduction and pinning was governed
by our attempts to achieve débride-
ment, obtain tissue for biopsy and
culture, restore normal anatomy and
achieve epiphysiodesis. The girl even-
tually had a satisfactory functional
outcome despite radiologic evidence
of avascular necrosis of the capital
femoral epiphysis.
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Medical management 
of osteoid osteoma

We read with interest the article
by Ilyas and Younge that ap-

peared in the December issue of the
Journal on the subject of medical
management of osteoid osteoma.1

As the authors point out, there
are a number of different options
currently available for the treatment
of this condition, and although it has
been known for some time that med-
ical management is successful, it may
take years for the condition to re-
solve. Most patients are unwilling to
wait for medical resolution, so more
invasive procedures have been uti-
lized. Over the last 10 years, since
the development of the radiofre-
quency ablation procedure by
Rosenthal and colleagues,2 surgery
for treatment of these lesions has
been in rapid decline. Radiofre-
quency ablation is now considered
the standard procedure for osteoid
osteomas.3 Although the authors do
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FIG. 1. Radiograph of the hips 1 year after open reduction for slipped capital
femoral epiphysis in the left hip. There is epiphysiodesis in coxa vara with resorption
of the femoral neck and evidence of avascular necrosis of the capital femoral epi-
physis.



make passing reference to this in
their introduction, we believe it is
important to emphasize that in most
instances this is the ideal way of
treating these lesions.

Radiofrequency ablation has the
advantage of being a day-care proce-
dure.4 It is very much like that for a
percutaneous bone biopsy and is be-
coming widely available in any centre
that receives a large number of or-
thopedic referrals. Patients tolerate
the procedure well, and with a suc-
cess rate greater than 90% it is clearly
highly efficacious.3 As only a tiny
core of bone is removed, the risk of
pathologic fracture is minimal.

Although medical management
can be successful and is an option 
for those unwilling to undergo any
surgical or interventional procedure,
radiofrequency ablation should, in
most instances, be the preferred
treatment for osteoid osteoma.

Peter L. Munk, MD, CM
Michael E. Huk, MD
Department of Radiology
Vancouver General Hospital
University of British Columbia
Vancouver, BC
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(Drs. Younge and Ilyas reply)

We thank Drs. Munk and Huk
for dragging us into the mod-

ern world! There is no doubt that 
radiofrequency ablation is now the
treatment of choice for osteoid os-
teoma, if available. We admit to giv-
ing it poor coverage in our article.

We initially started our study on
non-steroidal anti-inflammatory drug
treatment for osteoid osteoma be-
cause we felt that medical treatment
as championed by Kneisl and Simon1

was underused and we had observed
that most patients were still being
subjected to open surgery. We be-
lieve that patients should at least be
given the choice, and that medical
treatment would be the treatment of

choice in situations where surgery
would be difficult or hazardous, such
as in the neck of the femur.

During the time of our study, ra-
diofrequency ablation was proving its
value, and there is little doubt now
that it is the preferred treatment as it
is minimally invasive, safe, effective
and easy for an experienced operator
to perform.

We think that the point we made
about giving the patient the option
of medical treatment or surgery is
still valid in hospitals where radiofre-
quency ablation is not available, as in
many developing countries. Medical
treatment can also be used during a
long waiting period, as is seen often
in the Canadian medical system and
in the 10% of cases where radiofre-
quency treatment fails.

Derek Younge, MD
Imran Ilyas, MB BS
Department of Orthopedics
King Faisal Specialist Hospital and

Research Centre
Riyadh, Saudi Arabia
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