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Prognosis of the Femoral Neck Fracture in Children

Myoung -Sang Moon, M.D., F.A.CS., In-Young Ok, M.D., Kee-Young Ha, M.D.
and Seon-Sik Sim, M.D.

Department of Orthopaedic Surgery, Catholic University Medical College,
Kang-Nam St. Mary’s Hospital, Seoul

Fractures of the hip in children are rare. The reported incidence is low. It is known
that the force required to fracture the bone in childhood is of great magnitude. Rang(1983)
reported several important differences between childhood and adutt fractures. And Morrissy
(1980) also reported differences in treatment.

The complications of the femoral neck fractures in children are avascular necorsis, pre-
mature epiphyseal closure, nonunion, coxa vara, and infection. The reported incidence of
avascular necrosis varies from 20 to 60 percent. Many methods of treatment for this com-
plications are introduced up to now. However, a definite method could not be found.

Therefore, we reported two cases of femoral neck fracture which complicated the avas-
cular necrosis for whom non-weight bearing treatment after osteosynthesis were given for
16 and 25 months, respectively. In these two cases, we could obtain the following results.
Fracture union was not hindered by avascular necrosis of the femoral head. Non-weight

bearing could prevent the collapse of necrotic head, and seemed to help revascularization
of the necrotic head.
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Fig. 1. A-B: Displaced transcervical fracture in a twelve-years old boy was treated with
closed reduction and internal fixation with Knowles pins. C: 6 months after operation, frac-
ture was completely healed and somewhat sclerotic change below epiphyswal plate was shown.
D : Internal fixatives were removed at postoperative 9 months. At postoperative 16 months,
sclerosis between there was no evidence of the marked collapse of the femoral head.
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Fig. 1. E-G : Serial bone scans showing revascularization of necrotic head. (E) Total necro-
sis, (F) Increased uptake, (G) At latest follow-up, necrotic head became Grade I.
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Fig. 2. A-B: Displaced transcervical fracture in a ten-years old boy was treated with closed
reduction and internal fixation with Steinmann pins. C: 9 months after operation, fracture
was completely healed, and sclerotic change was confined at femoral neck. However, femoral
was somewhat smaller than normal side. D : At postoperative 22 months, internal fixtives we-
re removed. Bony sclerosis became less and collapse of the femoral head was not shown.

Fig. 2. E : Bone scan showing complete av-

ascular necrosis of the femoral head.
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Fig. 3. Classification of hip fractures in
children.
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Fig. 4. Avascular necrosis according to Ratliff.
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