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Abstract 
We report a series of 17 cases of epiphyseal necrosis
observed in nine women aged 40 years on average. These
nine patients, with HIV1 infection, were free from other risk
factors of bone necrosis, especially SS and sickle cell
disease. The necrosis affected the two femoral heads in 6
patients, one femoral head in one patient, one humeral
head in one patient, and the two femoral heads and one
humeral head in the last patient. The necrosis revealed HIV1
infection in 4 patients. It has complicated the course of HIV1
infection in other 5 patients, despite antiretroviral therapy.

These observations argue in favor of the etiological role of
HIV infection in the occurrence of epiphyseal necrosis. The
relatively young age of the patients and the high number of
bilateral involvement testify to the severity of the necrosis
induced by HIV.
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Introduction
The femoral head is the most affected epiphysis by bone

necrosis. Factors favouring necrosis of the femoral head are
mainly represented by sickle cell disease, diabetes, alcoholism,
corticotherapy, dyslipidaemia, aeroembolism, systemic lupus
erythematosus, and upper extremity trauma of the femur [1,2].
In sub-Saharan Africa, hemoglobinopathies are by far the most
important etiological factor of this necrosis, which is one of the
most serious functional complications [3-6]. Over the past 20
years, the list of risk factors for bone necrosis has been enriched
by HIV infection. The incidence of avascular necrosis in HIV
patients is greater than the general population. The
pathogenesis of bone necrosis associated with HIV infection
remains to be elucidated [7-10]. We report 17 cases of

epiphyseal necrosis in nine women infected by HIV1, and free
from sickle cell disease.

Patients and Methods
The nine patients underwent a rheumatologic consultation

which resulted in the diagnosis of epiphyseal necrosis,
established by imaging, after the clinical examination.
Explorations for a risk factor for epiphyseal necrosis were then
carried out (alcoholism, past pelvic trauma, diabetes, sickle cell
disease, corticosteroid therapy, dyslipidemia, HIV infection).

Observations
The first observation is that of a 47-year-old nurse with a

duodenal ulcer by endoscopic diagnosis in 1987, and whose
consultation was motivated by pain in the groins, which had
been evolving for 2 years and irradiating to the knees. To these
pains, a reduction of the walking perimeter to 50 meters was
associated. These pains are symptomatic of aseptic necrosis of
the femoral heads in stage IV revealed by CT scan. HIV1 infection
was the only found risk factor.

The second case is that of a 27-year-old student with HIV1
infection known three years and treated since then with anti-
retrovirals. She has since suffered from pains in the groins
irradiating to the lower limbs. These pains, with an inflammatory
schedule, are associated with limping gait, a reduction in the
perimeter of walking to a few meters, and a limitation of the
mobility of the hip joints. They were related to a necrosis of the
femoral heads stage III by X-ray. No other risk factors for necrosis
were identified during paraclinic examinations.

The third case is that of a 37-year-old housewife whose pains
in the root of the lower limbs irradiating to the thighs were
related to a stage III necrosis of the femoral heads. The
etiological investigation revealed an infection by HIV1, the only
risk factor found.
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In the fourth patient, 38-year-old, groin pains for two years
were symptomatic of the necrosis of the femoral heads, which
was revealed by X-ray (Stage III at the right side and Stage II at
the left). This necrosis was indicative of a retroviral infection by
HIV1 which was the only risk factor found.

The fifth patient is a 50-year-old trader, who has been infected
by HIV1 known eight years ago and has been on antiretroviral
therapy since then. The necrosis of the left femoral head stage
IV, revealed by CT Scan, resulted in groin pains and limping gait
evolving for two years and requiring the use of a cane.

The sixth observation is that of a 40-year-old nurse who has
been infected with HIV1 for nine years and has since been
treated with antiretrovirals. Two types of pain, which started a
year ago, motivated the patient's rheumatologic consultation:
pain in the right shoulder hampering movement, and
inflammatory pain in the lower limb roots dating back a year and
irradiating to the knees. These pains were associated to a
necrosis of the right humeral head and of femoral heads after
radiographic examination. No other risk factor for bone necrosis
was demonstrated by paraclinical examinations.

The seventh observation is that of a 50-year-old nurse with
NSAID-induced epigastralgia who underwent salpingectomy and
breast aesthetic surgery in 2005. She has been treated with
antiretrovirals since October 2013 for HIV1 infection detected 11
years earlier. The consultation of this patient was motivated by a
necrosis of the femoral heads (stage II) objectified by standard
radiography.

The eighth case is that of a 34-year-old teacher, with HIV1
infection, known since 5 years, and undergoing an antiretroviral
therapy since then. She consulted in April 2014 for a mechanical
pain of the left shoulder evolving for 6 months and hampering
the movements of rotation, abduction and retropulsion. The
standard X-ray showed an osteonecrosis of the humeral head.

The last case is that of a 58-year-old woman, suffering for two
years from bilateral trochanteric pain of mixed schedule and
disabling for 3 weeks, symptomatic of a necrosis of femoral
heads objectified by radiography. HIV1 infection was the only
associated risk factor found.

In addition to the absence of usual risk factors for epiphyseal
necrosis, the nine female patients, all HIV1 infected, had a
biological inflammatory syndrome despite general condition
keeping (body mass index between 17 and 39 kg/m²,
erythrocyte sedimentation rate between 34 and 120 mm/h, a
hemoglobin concentration between 9 and 10 g/dl), and a CD4
level between 73 and 667 per microliter.

Discussion
The nine cases reported in this series were all women, aged

40 years on average, corresponding to a total of 17 epiphyseal
necrosis (15 located at the femoral head, 2 located at the
humeral head). The necrosis was indicative of HIV1 infection in 4
patients, and complicated the progression of it in the other 5,
despite antiretroviral therapy. The relatively young age of the
patients and the high number of bilateral involvement testify to
the severity of the necrosis induced by HIV.

Though related to a short series, the reported findings
support the etiological role of HIV infection in epiphyseal
necrosis. This role remains dominated by sickle cell disease,
responsible for 70% of femoral head necrosis and 45% of hip
diseases in prior studies conducted in Lomé [11]. This
predominant etiological role, established in many other
countries and regions of Africa, is explained by the high
prevalence of sickle cell disease [3-5].

Avascular necrosis is an emerging complication of HIV
infection. The association of avascular necrosis and HIV infection
was established in Europe and Asia, in adults as well as in
children [1,10,12-15]. The prevalence of asymptomatic hip
necrosis in HIV patients was 41% in a study conducted in Spain
[12]. Patients infected with HIV have an unexpectedly high
occurrence of osteonecrosis of the hip. After an observation of
3250 person-year, 11 of 967 (11%) HIV-infected patients at a
median age of 34 years, developed osteonecrosis of hip joints, in
a study conducted in Taiwan [15]. Although screening
asymptomatic patients is not warranted, HIV-infected patients
with persistent groin or hip pain should be evaluated for this
debilitating complication [13]. But, this association has rarely
been reported in sub-saharian Africa. The mechanisms by which
HIV induces epiphyseal necrosis are complex. Both role of HIV
and antiretroviral therapy are evocated [1-3,15]. High serum IgE
levels and loss of working ability in advance of osteonecrosis
appeared for the first time as possible predictors of
osteonecrosis in HIV patients, while long-term exposure to
steroids, combined hyperlipemia and chronic treatment with
other drugs in addition to antiretrovirals were confirmed.
Predicting and preventing osteonecrosis in HIV-infected patient
are therefore a clinically challenging opportunity [10,16].

In sub-saharian Africa, the long-term follow-up will help
assess the exact profile of the necrosis induced by HIV infection.
Subsequent studies will also help provide a description of the
semiological and evolutionary profile of necrosis in the subject
with both sickle cell disease and HIV infection.
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