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Avascular Necrosis of the Femoral Head in a Patient with
Behçet’s Disease

Behçet Hastalığı Olan Olguda Femurbaşı Avasküler Nekrozu
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Behçet’s disease (BD) is a vasculitis characterized by 
clinical exacerbations and remissions in which various 
types of blood vessels with different diameters and 
localizations are involved.[1] Avascular necrosis of the 
femoral head due to obstruction of the blood vessels 
may also occur in individuals with BD.[2] Herein, we 
present a patient with BD who was suffering from right 
hip pain and was diagnosed with avascular necrosis of 
the femoral head. Our goal was to focus attention not 
only on this diagnosis, but on the use of steroids in 
this patient group since their usage might have been a 
triggering mechanism in this patient.

A 66-year-old housewife was admitted to our clinic 
with right hip pain that had been occurring for 
eight months. She did not report any fall or trauma. 
Her pain increased with activity and weight bearing 
but decreased at rest. She also had pain at night 
which caused difficulty in sleeping. In addition, the 
patient reported morning stiffness which lasted for 
30 minutes but had no symptoms of arthritis, such 
as swelling, erythema, or local warmth in any joint, 
including the right hip. A diagnosis of BD had been 
made 10 years earlier due to oral aphthous ulcerations, 
erythema nodosum, uveitis, episcleritis, and a positive 
pathergy test., The patient had also experienced 

headaches, hemifacial spasms, and fever in 2005 and 
was diagnosed with neuro-Behçet’s disease (NBD). She 
was given immuran 2x50 mg and colchicine 0.5 mg 
2x1 daily for three years between 2005-2008 and she 
was given prednol regularly in exacerbations. She was 
on amlodipine 5 mg daily therapy for hypertension in 
admission.

A physical examination revealed an antialgic gait 
with the right hip in external rotation. The range of 
flexion and extension of the right hip were normal, 
but it was painful at the end of the range. Abduction 
and adduction were painful and limited because of 
pain in the midrange. Flexion, abduction, external 
rotation (FABER) and flexion, adduction, internal 
rotation (FADIR) tests were positive in the right hip, 
but examinations of other joints and the spine were 
normal. A neurological examination was normal 
except for right facial paralysis.

Laboratory investigations, including tests 
for complete blood count (CBC), erythrocyte 
sedimentation rate (ESR), C-reactive protein (CRP), 
and liver function, were normal. Flattening and 
irregularity on the articular surface of the right 
femoral head were observed on X-ray. Magnetic 
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resonance imaging (MRI) of the right hip revealed 
bone marrow edema in the right femoral head 
and neck along with bone lesions. This indicated 
Class B avascular necrosis of the right femoral head 
in the superior region of the right femoral head with 
hypointense signal changes in T1A-weighted images 
and iso-hyperintense signal changes in T2A- weighted 
images with a hypointense rim around it.

The patient was referred to the orthopedic clinic, 
and right hip replacement was recommended, but she 
refused surgical treatment. Her complaints diminished 
after a three-week long, inpatient conservative 
treatment protocol that included medical and physical 
therapy combined with an appropriate rehabilitation 
program. Significant functional progress was achieved 
over this period as the patient was able to walk with a 
cane during daily activities.

Avascular necrosis of the femoral head develops 
as a result of obstruction of blood vessels of the hip 
bone.[2,3] The most frequent etiological factor is post-
traumatic arterial blood supply loss. Steroidal drug 
use is responsible for the development of osteonecrosis 
in about 50% of non-traumatic cases, and 20 mg 
prednisone daily for 30 days is recommended for this 
patient group.[4]

Avascular necrosis of the femoral head due to 
obstruction of the blood vessels may occur in individuals 
with BD.[2,5] Similar to our patient, another study 
reported a case that developed osteonecrosis of the 
right femoral head after corticosteroid administration 
to treat several complications of BD.[5] We believe that 

for patients with BD who are admitted with hip pain, 
avascular necrosis of the femoral head should be kept 
in mind along with arthritis, especially in cases that 
have undergone previous steroid therapy. Since this 
type of therapy may play a role in the development of 
avascular necrosis of the femoral head, it should be 
conducted judiciously in this patient group.
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