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Aseptic Necrosis of Bone and
Chronic Alcoholism

Leon Rosenkranz, MD
Brooklyn, New York

The most common causes of aseptic necrosis of
bone include trauma, decompression sickness,
sickle cell anemia, Legg-Perthes disease, and the
long-term use of steroids, particularly by patients
with renal disease and recipients of organ trans-
plants.1Osteonecrosis of bone associated with al-
coholism has long been recognized, but there have
been few recent studies of this uncommon disease.
A patient with typical clinical features was treated
at Coney Island Hospital in the past year, prompt-
ing a review of newer methods of diagnosis and
treatment of this illness.

From the Departments of Medicine and Community Medi-
cine, Coney Island Hospital, and the Department of Medi-
cine, Downstate Medical Center, Brooklyn, New York. Re-
quests for reprints should be addressed to Dr. Leon
Rosenkranz, 395 South End Avenue, New York, NY 10280.

Case Report

A 40-year-old white man, alcoholic since the
age of 20 years, presented to the clinic with severe
right hip pain that had begun one year before. He
was unable to place weight on the hip without
pain, and he walked with great difficulty. The left
hip was also painful. The patient had been admit-
ted twice previously for pancreatitis. The physical
examination showed limited range of motion of the
right hip in all directions. The opposite hip was
less symptomatic. Laboratory data, including liver
function tests, rheumatoid factor, antinuclear anti-
body, and a serum cholesterol level, were normal.
X-ray examination revealed dense sclerosis of
both femoral heads with preservation of the joint
spaces (Figure 1). These changes were consistent
with aseptic necrosis. A bone scan showed in-
creased uptake in both hips; there were no other
abnormal joints. After a trial of medical therapy
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ASEPTIC NECROSIS AND ALCOHOLISM

Figure 1. Roentgenogram of the pelvis showing bilateral aseptic necrosis

of the hips

with anti-inflammatory agents failed to alleviate
the symptoms, the patient underwent total hip re-
placement on the right side. One year after sur-
gery, the patient was pain-free and able to bear
weight on the right hip. Symptoms were increased
on the opposite side and further surgery is being
considered.

Discussion

Osteonecrosis of bone is an uncommon compli-
cation of alcoholism. It was detected in 0.25 percent
of 800 patients who had x-ray examination of the
femur performed routinely on admission to an al-
cohol treatment unit.2 The clinical features, roent-
genograms, and histology are no different from
other nontraumatic causes of aseptic necrosis. The
femoral head is involved in the vast majority of
cases. Bilateral involvement, as in this patient, has
been observed in 25 to 75 percent of the cases,
depending on the study cited.3 A majority of the
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patients are men, usually aged under 50 years, ad
many have a history of pancreatitis.4

Without a high index of suspicion, the primary
physician caring for alcoholic patients will find it
difficult to make an early diagnosis of aseptic
necrosis. Early symptoms of hip pain are non-
specific. The onset may be sudden or gradual, ad
the pain may be referred to the knee.5Since osteo-
necrosis is such an infrequent complication of
alcoholism, it is likely that some patients with
early disease are misdiagnosed as having osteo-
arthritis. However, anti-inflammatory drugs hae
little effect, and their use will only delay te
appropriate surgical referral.

X-ray films of the hip taken early in the disease
process may be normal, although a radionuclide
bone scan will be positive and a bone biopsy will
show changes typical of aseptic necrosis.6 Tre
earliest roentgen abnormalities are wedge-shaped
densities, which represent areas of microinfarction
with new bone formation. A subchondral lucency
representing a small fracture zone is subsequently
seen. With disease progression, the films depict a
characteristic dense sclerosis. If the condition is
Continued on page 326
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AFTER-HOURS TELEPHONE CALLS

Continued from page 327

ten years. The remaining three clinics were large
having 12 to 16 physicians, and although they hed
been in operation for more than ten years, nay
physicians had been with their clinics for shorter
periods of time. Because of the variation in dinic
size and volume of telephone calls, data collection
took from one to six weeks and occurred over an
eight-week period in the summer of 1980. Eaxh
clinic reported between 100 to 160 patient visits
per physician per week during that time.

Results

The average of after-hours telephone calls was
1.5 calls per night for each physician in the dinic
group. The distribution of these calls throughout
the week was relatively constant at 10 to 11 per-
cent of calls each week night, with slightly more n
Monday and fewer on Wednesday, and 48 percent
of all calls coming on the weekend, 22 percent ;n
Saturday, and 26 percent on Sunday. Approximate-
ly 26 percent of all after-hours calls were neck
between 7 am and 5 pm; 11 percent came after
midnight. The majority of calls, almost 64 percent,
were received between 5 pm and midnight.

A calculation comparable to data from an aca-
demic setting would be the number of office visits
per after-hours call, which may be a more mean-
ingful number than just the number of registered
patients divided by the number of calls, since it
would relate more closely to the amount of medi-
cal care required by a population. In this study,
using the lower end of the range of office visits,
there were at least ten clinic visits for each after-
hours call. Bergman and Rosenblatt,2 who re-
ported their call frequency to be “comparable” to
that of Curtis and Talbot, recorded 4.5 and 67
office visits per after-hours call in 1973 and 1978,
respectively.

The calls concerned adults 72 percent and chil-
dren 28 percent of the time. Of all calls, 66 percent
came directly from the patient, 17 percent from the
hospital, 10 percent from the emergency room, 4
percent from nursing homes, and 3 percent from
pharmacies or miscellaneous other sources. Medi-
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AFTER-HOURS TELEPHONE CALLS

Table 1. Comparative Studies of After-Hours Telephone Calls

Bergman and Curtis and

Mayer et al Rosenblatt2 Talbotl

No. office visits per 10
after-hours call

No. calls annually per
1,000 registered patients

1973 1978
45 6.7 -
708*  348* 474

Percent Response

Calls on weekdays 52 43 42 50
Calls on weekends 48 47 58 49
"Late" calls 1 14 9 14
Trauma 14 7 n =22
Obstetrics 41 6 10 —
Psychosocial 5.8 — — 6
Involving children 28(=s12 yr) - — 32(«14 yr)
Known to physician 46 30 23 —
Necessary 40 50 46 20
Reasonable 50 32 31 60
Unnecessary 10 18 23 20
Treated over the telephone 77 73 68 72
To emergency room or seen 17 23 28 28

by physician (includes

hospitalized)

Hospitalized 55 3.8 3.9

*Average of the two studies is 528

Discussion

cal problems constituted 75 percent of all calls,
trauma 14 percent, obstetrics 4 percent, psycho-
social matters 6 percent, and prescription refills 1
percent. One half of the calls were felt to be rea-
sonable, 40 percent necessary, and 10 percent un-
necessary. Advice alone was sufficient to handle
63 percent of all calls, while calling in a prescrip-
tion took up an additional 14 percent. Hospitaliza-
tion was required for 6 percent of the callers, a trip
to the emergency room for 13 percent, and a physi-
cian visit for 4 percent. About 46 percent of all
patients were known to the physician receiving the
call, although this was predictably higher for the
small clinics (75 percent) than for the larger clinics
(22 percent).
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Table 1 summarizes data from this study in
comparison with that reported by the previously
mentioned studies from residency programs. This
comparison shows the patterns of utilization to be
quite similar outside the sheer number of calls per
patient visit. Distribution of calls throughout the
night and over the week is almost identical. The
proportion of different problem categories, as well
as of patient age, is also very similar.

The physician-patient familiarity demonstrates
an understandable difference that is present only
for small family practice clinics, as the large clinics
had familiarity scores comparable to those of the
residents. The subjective evaluation of appropri-
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SOCIAL IDENTITIES OF MEDICAL STUDENTS

ateness of the calls differs somewhat, but may be
dependent upon a more stable population and
greater familiarity than is present in the academic
setting.

The care resulting in response to the after-hours
calls shows private family physicians handling
more problems by telephone and sending patients
to the emergency room or seeing them personally
less often. Again, however, the large clinic group
in this study performed more closely to the resi-
dents, while the small clinic group created most of
the savings in utilization.

Bergman and Rosenblatt conclude that
“changes in after-hours utilization reflect practice
maturation,” but that “after-hours utilization
bears a stable relationship to practice size and vol-
ume.” Thus, they feel “further studies in other
settings are needed.” These results are useful as
the first descriptive study of after-hours telephone

utilization in private family practice in the United
States.

This study supports the hypothesis of con
stancy of utilization in most areas, although te
frequency of calls per patient visit is lower in -
vate practice. Physician-patient familiarity is
greatest in small, private family practice dinics
and may result in different utilization of after-
hours services. Before concluding that the pat-
terns of after-hours utilization can be generalized
to the private practice setting, further studies
should be done outside academic centers witha
view toward the effect of the physician-patient re-
lationship on that utilization.
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Social Identities of
Medical Students Oriented Toward
Careers in Family Medicine

David R. Cole, EdD, Thomas G. Fox, PhD, and Joseph A. Lieberman Ill, MD
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Underlying the design of this study is the as-
sumption that medical students choosing to spe-
cialize in family medicine share a common pattern
of social characteristics. Gouldner’s worklon la-
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tent and manifest social identities provides atheo-
retical basis for isolating these characteristics ad
determining whether they form a pattern that can
distinguish family medicine students from their
colleagues choosing other specialties.

Methods

This study identifies the manifest role as that of
being a medical student. The manifest identities
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