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Case Report

Avascular Necrosis of the Femoral Head
Managed with Total Hip Arthroplasty

In a Patient with Lymphatic Filariasis:
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ABSTRACT

A Case Report

Lymphatic filariasis is one of the major issues in public health in endemic regions. This tropical disease is caused by mosquito-
borne parasites such as Wuchereria bancrofti, Brugia malayi, and Brugia timori and predominantly targets the lymphatic system,
causing limb dysfunction and other complications. It is clinically noted as lymphoedema, swelling, pain and fever. This is a case
of a 52-year-old male farmer from an endemic region with chronic lymphoedema and progressive right hip pain. He presented to
the Outpatient Department with complaints of pain in right hip and swelling in left lower limb. Initially, the patient experienced a
dull, aching pain in the right hip. The pain was persistent throughout the day, relieved with rest and exacerbated on walking and
weight-bearing activities. The pain progressively worsened, eventually leading to significant difficulty in moving the left lower
limb. Radiological evaluation revealed avascular necrosis of the femoral head of the right hip, for which the patient subsequently
underwent right-sided-total hip arthroplasty. The diagnosis of lymphatic filariasis involving the left lower limb was confirmed by
serological testing, and appropriate medical management was initiated. This case highlights an unusual orthopaedic manifestation
of lymphatic filariasis requiring hip arthroplasty, rarely reported in literature.
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CASE REPORT

A 52-year-old male farmer from an endemic region presented with
chronic swelling in his left lower limb persisting for the past 17 years,
accompanied by recurrent episodes of fever and severe discomfort.
Over the past year, he reported progressive pain over the right
hip and difficultly walking. The pain was dull and aching in nature,
persistent throughout the day which exacerbated by weight bearing
and walking and was relieved by rest. The pain gradually limited
the basic and minimal movements of the right lower limb. There
were no co-morbidities reported. There was no history of trauma or
corticosteroid use. The patient belonged to a low socioeconomic
background and reported frequent exposure to mosquito bites.
During the acute phase of illness, no disease specific signs or
symptoms were noticed. However, the patient reported recurring
acute inflammatory episodes involving the lower limbs and scrotum,
consistent with acute adenolymphangitis. The patient presented
with pitting oedema which was noted during the initial years of
illness and gradually progressed to brawny oedema over a period
of approximately 10-12 years, as the underlying tissues became
indurated. The patient had a history of previous right hip surgery
performed approximately eight years ago, details of which were
not available due to lack of medical records. As per patient recall,
the surgery was done for hip pain and resulted in temporary relief.
There was no history suggestive of postoperative infection or
complications.

The physical examination revealed oedema of the left lower limb with
overlying skin thickening, induration, tenderness, and firmness on
palpation, consistent with features of lymphoedema [Table/Fig-1].
Local examination was performed with the patient in supine position
ensuring both anterior superior iliac spines were at the same level.
The right hip showed no swelling, however, a well-healed scar from
a previous surgery was noted. On palpation, there was no local
rise in temperature, bilaterally. Tenderness was elicited over the
anterior joint line. Limb length discrepancy was not appreciated.
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[Table/Fig-1]: Asymmetric lower limb swelling due to lymphatic filariasis.

Range of motion of right hip was markedly restricted; flexion and
extension were limited while abduction, adduction, and internal
rotation were significantly restricted. Flexion combined with both
internal and external rotation was painful. Distal neurological and
vascular examinations were normal, with preserved ankle and toe
movements, intact distal circulation, and no evidence of neurodeficit.
Based on the clinical presentation, the provisional diagnosis was
degenerative arthritis secondary to avascular necrosis of femoral
head of the right hip along with lymphatic filariasis of left lower
limb. Differential diagnoses included advanced osteoarthritis, and
inflammatory arthritis, which were subsequently evaluated through
radiological imaging and laboratory investigations. Radiographic
evaluation with an X-ray of the pelvis demonstrated degenerative
changes of the right hip joint and features of avascular necrosis,
including narrowing of joint space and subchondral sclerosis,
consistent with advanced osteoarthritic changes [Table/Fig-2].

Ultrasound of lymphatic system revealed markedly dilated lymphatic
channels with reduced flow, consistent with lymphatic obstruction.
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[Table/Fig-2]: X-ray pelvis suggestive of degenerative changes of the right hip joint.

Laboratory investigations revealed eosinophilia on complete blood
count. Signs of acute inflammation, including local rise of temperature
and erythema, were also evident, hence the patient was subjected
to serological tests. The Circulating Filarial Antigen (CFA) test and
immunochromatographic test card test were both positive for
Wuchereria bancrofti, thereby confirming the diagnosis of lymphatic
filariasis. The imaging and serological results, in conjunction with
the patient’s clinical history and physical examination, established
the diagnosis of chronic lymphatic filariasis of left lower limb with
degenerative arthritis secondary to avascular necrosis of femoral
head of right hip. For the management of lymphatic filariasis, the
patient was administered Diethylcarbamazine Citrate (DEC) 6 mg
per kg body weight for 12 days and was started on doxycycline 200
mg/day for six weeks. The patient underwent a total hip arthroplasty
of right side, uncemented under the spinal and epidural anaesthesia.
The procedure was uneventful and given the high risk of infection
associated with chronic lymphoedema, strict aseptic precautions
were followed, including preoperative optimisation, perioperative
antibiotic prophylaxis with Ceftriaxone and Sulbactum 1.5 gm
intravenously, meticulous soft tissue handling, and close postoperative
wound surveillance. Pain was managed with intravenous Diclofenac
sodium diluted in 100 mL normal saline, administered twice daily.
No wound dehiscence or implant complications were noted in the
recovery period. Physiotherapy was initiated on postoperative day
2. The sixth week follow-up showed the patient recovering well and
he could ambulate independently. The postoperative X-ray showed
well-positioned prosthesis [Table/Fig-3].

[Table/Fig-3]: Postoperative X-ray showing a prosthesis.

DISCUSSION

Lymphatic filariasis is characterised by enlargement and persistent
inflammation of the dermal and hypodermal connective tissue. It
is usually preceded by and associated with lymphatic and venous
congestion, which can be caused by a number of reasons that
hinder or impede the regular passage of lymphatic and venous
fluids. The lymphatic system may be affected at this period, even
though there may not be any symptoms [1]. Infected people continue
to spread the disease throughout this phase, which can last for
many years. Long-lasting systemic effects may show themselves
as excruciating limb swelling [2,3]. As of 2021, approximately 657
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million individuals from different countries were at risk and required
Mass Drug Administration (MDA) to prevent further transmission.
Globally, early estimates indicated that 25 million men were
affected by hydrocele and over 15 million individuals suffered from
lymphatic filariasis-associated lymphoedema [2]. The morbidity
of lymphatic filariasis is marked by progressive and disfiguring
symptoms such as lymphoedema, including Acute Dermato-
Lymphangioadenitis (ADLA) and urogenital manifestations like
hydrocele and lymph scrotum. The episodes of ADLA result from
secondary bacterial infections and present with fever and intense
pain, often recurring over time. Less commonly observed symptoms
include lymphoedema of the breast or vulva, and complications
involving rheumatologic or respiratory systems [3]. Similar clinical
symptomatic presentations such as fever and intense pain were
noted in this patient.

Chronic lymphatic filariasis causes chronic lymphedema, fibrosis,
and intermittent inflammatory episodes that may have deleterious
consequences for musculoskeletal health and surgical outcome
[4]. Chronic lymphoedema is established to result in changed
biomechanics of gait, decreased mobility and abnormal load
distribution across weight bearing joints and as such it may be an
indirect factor for progression of degenerative changes of the hip [5].
A similar case of a 59-year-old female was observed in Karnataka,
India, who underwent total knee replacement with a good outcome
at 5-year follow-up [6]. Large orthopaedic procedures like total hip
arthroplasty in filariasis or other such infectious disease patients
are demanding because of obstruction of lymphatic drainage,
susceptibility to infection and delayed wound healing [7]. Though,
there are only few research studies on total hip arthroplasty in
patients of chronic filariasis which provides a selective evidence
that total hip arthroplasty can significantly reduce pain and improve
functionality in cases with failed conservative treatment. Careful
preoperative preparation, meticulous aseptic handling and tailored-
optimisation of lymphoedema by various means are required to
yield positive outcomes [6,7].

Lymphatic filariasis is treated with anti-helminthic medications and
preventive chemotherapy. It can be eradicated by mass treatment
with recommended safe oral drug regimens of Albendazole, either
alone or in combination with lvermectin Diethylcarbamazine Citrate,
or all three, depending on the situation, can stop the spread of
infection throughout the community [2,8]. Widespread public health
campaigns are carried out to provide these drugs. The efficiency
of the treatment plan, coverage rate and the percentage of the
population that receives the medications are necessary for the MDA
to be effective. An yearly dose for four to six years containing MDA
with two-drug regimens has been noted as effective in ending the
cycle of transmission and spread of infection [9,10].

India has intensified its efforts to eliminate lymphatic filariasis, a
mosquito borne disease transmitted by Culex mosquitoes that
causes significant disability and affects communities. The country
has set a target to achieve elimination by 2027, ahead of global goal.
In an effort to eradicate lymphatic filariasis, the Indian government
has proactively unveiled a revised five-point plan that aims to shield
communities from the costs of social difficulties, economic instability,
and disability [11]. CFA detection test is the gold standard for
identification of Wuchereria bancrofti infections. The sensitivity of
these tests surpasses that of earlier parasite-detection methods,
and they demonstrate nearly complete specificity [12]. Annual MDA
and home-based care of lymphoedema patients, as well as the
expansion of hydrocele procedures in designated community health
centres, district hospitals, and medical colleges, are the two main
initiatives for the eradication of lymphatic filariasis [13]. A successful
control and eradication program can be implemented by coordination
between healthcare practitioners, governmental organisations, non-
governmental organisations, and local communities, which in turn
benefits the affected individuals [14,15].
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Additionally, there is a need to develop early detection systems for
those atrisk. The absence of early diagnostic confirmation contributes
to disease progression, culminating in severe lymphedema. It was
also noted in this patient too, which lead to secondary degenerative
hip changes, thereby underscoring the importance of integrating
orthopaedic care and infectious disease in lymphatic filariasis
patients with severe sequelae.

CONCLUSION(S)

Lymphatic filariasis is a long-term illness which can be controlled and
eradicated by combining medical therapies with health education,
preventive measures, and social support networks. This case report
emphasises on different complaints related to the primary cause
that could be a major reason for the repeated hospital visits, higher
treatment cost and a huge burden on the quality of life necessitating
the need to emphasise on the significance of a multidisciplinary
approach to lymphatic filariasis management, which entails
cooperation between medical professionals, community leaders,
public health professionals, and the impacted persons themselves.

REFERENCES

[1] Local Burden of Disease 2019 Neglected Tropical Diseases Collaborators. The
global distribution of lymphatic filariasis, 2000-18: A geospatial analysis. Lancet
Glob Health. 2020;8(9):e1186-e1194. Doi: 10.1016/S2214-109X(20)30286-2.
Erratum in: Lancet Glob Health. 2021;9(10):e1371. Doi: 10.1016/S2214-
109X(21)00411-3. PMID: 32827480; PMCID: PMC7443698.

[2] World Health Organization (WHO). Lymphatic filariasis [Internet]. Geneva (CH):
World Health Organization; 2024 [cited 2025 Nov 01]. Available from: https://
www.who.int/news-room/fact-sheets/detail/lymphatic-filariasis.

[8] Medeiros ZM, Vieira AV, Xavier AT, Bezerra GS, Lopes MD, Bonfim CV, et al.
Lymphatic filariasis: A systematic review on morbidity and its repercussions in
countries in the Americas. International Journal of Environmental Research and
Public Health. 2021;19(1):316.

[4]
[8]

[6]

[71

(8]

[9]

[10]

[11]

2]

3]

[14]

18]

Sana Ahmed et al., Pain, Disability and Hip Arthroplasty in patients with Lymphatic Filariasis

Shamema A, Kumar P. Living with filariasis: Unseen struggles of a neglected
disease. Yale J Biol Med. 2025;98(4):511-17. Doi: 10.59249/YCSG3281.
Tedeschi R. Biomechanical alterations in lower limb lymphedema: Implications
for walking ability and rehabilitation. Phlebology. 2023;38(8):496-502. Doi:
10.1177/02683555231188236.

Arunkumar C, Raju A, Meleppuram JJ, Nair AV, Mundakkal A, Thankappan A,
et al. Challenges and solutions: Total knee replacement in patients with chronic
lymphatic filariasis: A case report. JBJS Case Connector. 2024;14(2):e24. Doi:
10.2106/JBJS.CC.24.00062.

Das SL, Gajbhiye K, Sharma A, Kadam S, Basak K. Two-Stage revision for
Pseudomonas-infected TKA in a patient with Elephantiasis nostras verrucosa:
A rare case report. JBJS Case Connector. 2025;15(4):e25. Doi: 10.2106/JBJS.
CC.25.00440.

Chavda VP, Pandya A, Pulakkat S, Soniwala M, Patravale V. Lymphatic filariasis
vaccine development: Neglected for how long? Expert review of vaccines.
2021;20(11):1471-82. Doi: 10.1080/14760584.2021.1990760.

Ottesen EA, Duke BO, Karam M, Behbehani K. Strategies and tools for
the control/elimination of lymphatic filariasis. Bull World Health Organ.
1997;75(6):491-503. Available from: https://pmc.ncbi.nim.nih.gov/articles/
PMC2487030/.

Kumar D, Kumar A, Vikas K, Kumar C, Sircar S. Coverage of mass drug
administration (MDA) and operational issues in elimination of lymphatic filariasis in
selected districts of Jharkhand, India. J Family Med Prim Care. 2023;12(1):111-
16. Doi: 10.4108/jfmpc.jfmpc_1149_22.

Elimination of lymphatic filariasis. [2024]. 2024. Available from: https://ncvbdc.
mohfw.gov.in/index4.php?lang=1andlevel=0andlinkid=461andlid=3739.
Agrawal VK, Sashindran VK. Lymphatic filariasis in India: Problems, challenges
and new initiatives. Med J Armed Forces India. 2006;62(4):359-62. Doi: 10.1016/
S0377-1237(06)80109-7.

Mass Drug Administration. The national center for vector borne diseases control
(NCVBDC). Available from: https://ncvbdc.mohfw.gov.in/index1.php?lang=1&lev
el=28&sublinkid=58694lid=3947.

Stephano MA, Mayengo MM, Irunde JI, Kuznetsov D. Sensitivity analysis and
parameters estimation for the transmission of lymphatic filariasis. Heliyon.
2023;9(9):20066. Doi: 10.1016/j.heliyon.2023.e20066.

Sinha A, Kumar S, Dayal D, Yadav V, Pramanik A, Chaubey KK, et al. Elimination
of lymphatic filariasis: Where do we stand so far? Asian Pacific Journal of Tropical
Medicine. 2023;16(9):385-99. Doi: 10.4103/1995-7645.380729.

PARTICULARS OF CONTRIBUTORS:

1. Junior Resident, Department of Community Medicine, Jawaharlal Nehru Medical College, Datta Meghe Institute of Higher Education and Research, Sawangi (Meghe),

Wardha, Maharashtra, India.

2. Professor, Department of Community Medicine, Jawaharlal Nehru Medical College, Datta Meghe Institute of Higher Education and Research, Sawangi (Meghe),

Wardha, Maharashtra, India.

3. Professor, Department of Orthopaedics, Jawaharlal Nehru Medical College, Datta Meghe Institute of Higher Education and Research, Sawangi (Meghe), Wardha,

Maharashtra, India.

4. Junior Resident, Department of Orthopaedics, Jawaharlal Nehru Medical College, Datta Meghe Institute of Higher Education and Research, Sawangi (Meghe),

Wardha, Maharashtra, India.

5. Junior Resident, Department of Community Medicine, Jawaharlal Nehru Medical College, Datta Meghe Institute of Higher Education and Research, Sawangi (Meghe),

Wardha, Maharashtra, India.

NAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:

Sana Ahmed,

Junior Resident, Jawaharlal Nehru Medical College, Datta Meghe Institute of
Higher Education and Research, Sawangi (Meghe), Wardha, Maharashtra, India.
E-mail: drsana.ahmed6@gmail.com

AUTHOR DECLARATION:
e Financial or Other Competing Interests: None
¢ Was informed consent obtained from the subjects involved in the study? Yes

e For any images presented appropriate consent has been obtained from the subjects.

Journal of Clinical and Diagnostic Research. 2026 May, Vol-20(5): PD11-PD13

PLAGIARISM CHECKING METHODS: 1an*etall

ETYMOLOGY: Author Origin

e Plagiarism X-checker: Dec 01, 2025

* Manual Googling: Feb 14, 2026

EMENDATIONS: 6

e iThenticate Software: Feb 17, 2026 (4%)

Yes

Date of Submission: Nov 29, 2025
Date of Peer Review: Jan 09, 2026
Date of Acceptance: Feb 21, 2026

Date of Publishing: May 01, 2026


http://europeanscienceediting.org.uk/wp-content/uploads/2016/11/ESENov16_origart.pdf

