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1 | INTRODUCTION

Transient osteoporosis of the hip (TOH) is a clinical disor-
der with an unclear cause that generally disappears. The
occupation of a physician may raise the risk of TOH in
these healthcare workers. Conservative treatment may
help avoid further injury, speed up healing, and reduce
recovery time.

Transient osteoporosis of the hip (TOH) is a temporary
clinical condition of unclear origin marked by transitory
pain, impairment, and radiological abnormalities such as
hip osteopenia. TOH generally resolves with conservative
treatment, but it may be exacerbated by fracture or de-
velopment to avascular necrosis (AVN).! Although TOH
is somewhat more common in males, it is most often ob-
served in women in the later stages of pregnancy.' In addi-
tion, physicians may be at an elevated risk of getting TOH
due to their job.” Herein, we present a TOH case physician.

Physicians are the occupation at risk for Transient Osteoporosis of the Hip.
Therefore, sudden hip pain in them should be further evaluated with magnetic

resonance imaging. Conservative treatment may help avoid further injury and

hip pain, physician, transient osteoporosis of the hip

2 | CASE PRESENTATION
A 46-year-old male physician presented himself with sud-
den left hip pain, lack of weight-bearing to the left leg, and
pain radiation to the medial part of the left thigh. In his
physical examination, he reported a limitation in all left
hip movements, and other physical examinations were
normal. The results of a complete hemogram, coagulation
panel, thyroid function testing, and blood sugar moni-
toring were all normal. The levels of rheumatoid factor,
antinuclear antibody, and C-reactive protein were within
normal limits, ruling out inflammatory arthritis-related
osteoporosis. Vitamin D levels were 35 ng/ml, and serum
calcium was 9.5 mmol. The renal parameters, serum
phosphorus, alkaline phosphatase, and parathyroid hor-
mone were all within normal limits.

Through the coronal view of the left hip's T2-weighted
magnetic resonance imaging (MRI), widespread bone
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FIGURE 1 T2-weighted MRI of the left hip: Coronal image
reveals widespread bone marrow edema

marrow edema was observed, consistent with transient
osteoporosis of the hip (Figure 1).

After three months of rest and therapy with vitamin
D3 supplements (50,000 IU, one pearl each week), cal-
cium (1000 IU, one tablet each day), and Nonsteroidal
Anti-inflammatory (NSAID) medication (Naproxen
500 mg, two tablets in a day), the patient was sched-
uled for a follow-up checkup. He had a good outcome
from the subsequent appointment. Three months
after starting a course of therapy, the latest MRI scan
showed improvement in the edema of bone marrow
(Figure 2).

3 | DISCUSSION

Three phases are thought to exist in TOH. Edema caused
by trauma, neurovascular dysfunction, transitory hypere-
mia, or microfracture causes the initial stage of acute onset
hip pain. Increased bone resorption and demineralization
characterize the second stage. The last stage involves the
clinical and radiographic resolution of the process.’

It is difficult to say how common it is in an average
population-based on literature. However, one study re-
ported that physicians accounted for 11 of the 17 (64%)
individuals who participated in the TOH trial.* In another
study, of 15 patients with TOH, eight (53.3%) were physi-
cians.” So, it has been revealed that physicians, particu-
larly, are associated with an increased risk of having TOH.

The etiology of TOH is unknown. It is also uncertain if
TOH is a separate entity from avascular necrosis (AVN) or
reflects the early stages of the disease. Trauma, infection,
inflammation, degenerative process, ischemia damage,
neoplasia, surgery, medications, metabolic, neurologic dis-
eases, and pregnancy are potential causes of TOH. Other
risk factors mentioned in the literature include alcohol
use, steroid use, smoking, hypothyroidism, hypophospha-
tasia, osteogenesis imperfecta, low testosterone, low vita-
min D (25-cholecalciferol), and specific professions.

The most excellent technique for demonstrating edema
inside the bone is MRI, which is sensitive enough to

FIGURE 2
resolution of bone marrow edema of the

Indicating spontaneous

left hip after three-month conservative
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identify TOH as early as 48 h after symptoms start® and
to rule out other conditions, including avascular necrosis,
insufficiency fractures, infection, and malignancy.’ The
average onset age is 40 years old, with occurrences doc-
umented between the ages of 20 and 80." The physician's
profession may be regarded and studied as an indepen-
dent risk factor for TOH. According to the proposed ve-
nous occlusion pathophysiology, the greater incidence of
doctors may be accounted for by their lengthy durations of
standing and protracted work sessions.”

It is critical to distinguish this disease from other hip
disorders such as AVN of the femoral head, insufficiency
fracture, and infection.® TOH is sometimes misinterpreted
as femoral head AVN. AVN has a more gradual start and
the potential to develop to femoral head collapse. On the
contrary, TOH has a more benign end result, as seen by
spontaneous remission within 6-12 months.® On MRI,
T1-weighted pictures of TOH exhibit decreased signal in-
tensity, whereas T2-weighted imaging indicates increasing
signal intensity.® The case pain was sudden and sponta-
neously regressed within three months. Also, MRI find-
ings were consistent with TOH, and with the aid of MRI,
other conditions such as insufficiency fracture and infec-
tion were ruled out.

Rest and analgesic medicines for pain management
are used to treat TOH. In addition, TOH can be treated
with bisphosphonate, teriparatide, or calcitonin treat-
ment to speed up recovery. Core decompression surgery
is an additional alternative for individuals who have not
responded to medical treatment. Some studies mention
that hip drilling patients usually recover in less than a
month, faster than conservative therapy.>’

4 | CONCLUSION

The occupation of a physician may raise the risk of TOH
in these healthcare workers. Although TOH is a self-
limiting disease that usually resolves spontaneously with
full recovery within several months, conservative therapy
with NSAIDs, calcium, and vitamin D supplements may
help avoid further damage, accelerate healing, or shorten
recovery time in most instances.
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