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CASE REPORT

A holistic approach for severe flexion 
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joints in a neglected patient with prolonged 
knee–chest positioning on extreme 
undernourishment: a case report and review 
of the literature
Ahmad Jabir Rahyussalim1*, Muhammad Luqman Labib Zufar1 and Tri Kurniwati2 

Abstract 

Background:  Flexion contracture in the lower extremity is a common finding in the patient with neuromusculoskel-
etal disorders. However, severe cases due to prolonged immobilization in knee–chest position are rarely established 
and remain underreported. This condition is associated with high morbidity and reduced quality of life, especially 
when it comes to neglected cases with missed injury and late presentation for adequate primary care and rehabilita-
tive program. It remains a difficult challenge to treat, with no established treatment protocol. In addition, other factors 
related to psychological and socioeconomic conditions may interfere and aggravate the health state of such patients.

Case presentation:  A 19-year-old Javanese man presented with flexion contracture of bilateral hip, knee, and ankle 
joints due to prolonged immobilization in knee–chest position for almost 2 years following a traffic accident and 
falling in the bathroom. The condition had persisted for the last 3 years due to irrecoverable condition and lack of 
awareness. In addition, the patient also presented with paraplegia at level L2–S1, dermatitis neglecta, multiple pres-
sure ulcers, community-acquired pneumonia, and severe malnutrition. Prolonged and sustained passive stretching 
with serial plastering were performed in the patient. By the time of discharge, patient was able to move and ambulate 
using wheelchair. Progressive improvement of range of motion and good sitting balance were observed by 3-month 
follow-up.

Conclusion:  A combination of surgery and rehabilitative care is required in the setting of severe flexion contrac-
ture. Passive prolonged stretching showed a better outcome and efficacy in the management of flexion contracture, 
whether the patient undergoes surgery or not. However, evaluation of residual muscle strength, changes in bone 
density and characteristic, and the patient’s general and comorbid conditions must always be considered when 
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Introduction
Joint contracture is a common clinical finding related to 
any kind of neuromuscular disease or disorder. It may 
occur following traumatic accident, inflammatory con-
ditions, spinal cord or brain injury, and specific neu-
romuscular diseases (Duchenne and Becker muscular 
dystrophies, Emery–Dreifuss muscular dystrophy, con-
genital muscular dystrophies, congenital myopathies, 
arthrogryposis, spinal muscular atrophy, etc), but pro-
longed immobilization remains the most common cause 
[1–5]. Furthermore, lower limb contractures, especially 
flexion contracture, are reported to be more prevalent 
and commonly found compared with upper limb con-
tractures. Such patients present with minimal to exces-
sive deformities, hampered motoric function, prolonged 
and chronic pain, sleep disturbance, and breakdown of 
the skin, ligaments, and tissue structures. This condition 
may also be associated with muscle wasting and progres-
sive bone osteoporosis, and lead to debilitating issues, as 
well. It eventually leads to a higher morbidity rate and 
reduced quality of life in such patients [6–8].

Moreover, other factors such as the psychological 
and socioeconomic conditions of the patient may inter-
fere and aggravate the health state and disease progres-
sion. Accessible healthcare, advances in emergency 
and trauma care, and psychological support become 
important factors [9–11]. However, missed injuries, late 
presentation, inadequate primary care, premature dis-
charge without adequate rehabilitation care, poor socio-
economic condition, and low educational level remain 
as reasons for why patients are not well diagnosed or 
treated. Missed diagnosis and delays in prompt treatment 
will give rise to delayed injuries with poor outcomes and 
prognosis [12–15]. We report herein our experience in 
treating a rare case of severe flexion contracture involving 
bilateral hip, knee, and ankle joints in which the patient 
was lying supine and neglected in prolonged knee–chest 
position. According to the authors’ knowledge, this is the 
first such case to be reported, never mentioned before 
in other studies. The causes, complications, and treat-
ment challenges in managing the patient are discussed 
comprehensively.

Case presentation
A 19-year-old Javanese man was admitted to our spine 
unit in the Orthopedic and Traumatology Department 
of Cipto Mangunkusumo National General Hospital 

with severe flexion contracture of bilateral hip, knee, and 
ankle joints due to prolonged immobilization in knee–
chest position for almost 2 years. The patient had a his-
tory of falling from a motorcycle in a road traffic accident 
3 years ago, followed by a decrease in functional move-
ment of both legs with leg pain. There was no finding of 
radiculopathy, reduction of neck range of movement, or 
sensory deficit. Six months following this first traumatic 
incident, the patient fell in the bathroom with supine 
position. The patient was still able to move his legs. How-
ever, he was not able to stand or walk. The patient mobi-
lized by dragging his body using both hands.

His family as care-givers took the patient to a tradi-
tional massage therapist as the initial management, with-
out seeking any adequate medical treatment at a health 
center. The patient was put in knee–chest position to 
decrease the pain, and it turned out that this position had 
made the patient feel more comfortable. The medicine 
man and the those around the patient considered plac-
ing him in reduced movement and stretching stimula-
tion, believing that this method would allow his injuries 
to heal. The patient was bedridden at best, without any 
other kind of mobilization and limited daily activities. 
This condition gradually worsened over the last 1.5 years. 
A major decrease in body weight accompanied by mul-
tiple painful and itchy skin lesions were found to be due 
to insufficient nutritional support and poor hygiene. The 
patient was then referred to the regional general hospi-
tal and diagnosed with scabies, but no bony and spinal 
cord abnormalities were found. Faced with a lack of ade-
quate medical treatment and progressive deterioration of 
his condition with worsening of the flexion contracture 
and skin condition, as well as a decrease in body weight, 
the patient was eventually taken by a nongovernmen-
tal organization to our spine unit. The patient had no 
remarkable past illness, medication, family, or psychoso-
cial history.

Our physical examination showed no anemic con-
junctiva, icteric sclerae, and bruises over thoracic 
region. There was symmetric movement of both sides 
of the lungs during inspiration and expiration, with 
vesicular breath sounds and normal heart sounds plus 
no rales, murmur, or gallop. Abdominal examination 
was difficult to perform due to his poor nutritional 
status, skin condition, and flexion contractures in the 
lower extremities. The local state of the back showed 
no deformity. However, there were open wounds of 

determining the best treatment of choice for each patient to achieve good outcome and result. A holistic approach 
with comprehensive assessment is important when treating such patients.
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multiple grade 3 pressure ulcers on the thoracic, lum-
bar, and sacral region (Fig. 1). Tenderness on palpation 
was found with pain severity at level 2/3 on a visual 
analog scale. The patient presented sensory deficit 
at levels C5–T1 and L2–S1 with marked hypoesthe-
sia below T1 level and associated paraplegic motor 
deficit over C5–T1 and L2–S1 level on neurological 
examination.

The preserved overall magnitude of muscle strength 
in the patient was 2/2 at C5–T1 level and 0/0 at L2–S1. 
Range of movement for hip, knee extension, and ankle 
extension, eversion, dorsiflexion, and plantarflexion were 
limited due to contracture. Reflexes over patellar tendon 
and Achilles tendon were difficult to evaluate due to the 
contractures in the lower extremities. Urinary inconti-
nence without fecal incontinence and no pathological 
reflexes of Babinsky group nor clonus were discovered 
on examination. We further investigated the patient by 
using laboratory and radiography studies. Blood albu-
min and hemoglobin level were at low level (9.0 g/dL and 
1.9 g/dL, respectively). Besides, leukocyte and thrombo-
cyte counts were increased (11,110/µL and 977,000/µL, 
respectively). Culture of skin swab on the base of decubi-
tus ulcers showed Klebsiella pneumoniae and Escherichia 
coli as the main bacteria in the wounds. Plain radiogra-
phy of thorax, pelvis, lumbar vertebrae, bilateral cruris, 
and bilateral femur showed no fracture or destruction, 

except for flexion deformity of bilateral genu and ankle, 
with marked bilateral ankle inversion.

All plain radiographs showed porotic and decreased 
density of the bone (Figs. 2, 3, 4). Whole-spine magnetic 
resonance imaging (MRI) with contrast (Fig.  5) showed 
hyperextension deformity over cervical vertebral column, 
kyphotic and scoliotic deformity over thoracal vertebral 
column, without any increase in contrast intensity related 
to pathological condition across corpus vertebral and 
intra medulla. MRI study did not showed any significant 
compression over the cord or myelomalacia changes. 
We diagnosed this patient with severe flexion contrac-
ture of bilateral hip, knee, and ankle joints due to pro-
longed immobilization in knee–chest position for almost 
2  years with associated medical conditions of dermati-
tis neglecta, multiple pressure ulcers grader 3 in sacral 
region, grade 2 at bilateral femoral shaft and lumbar 
region, and dyspnea due to community-acquired pneu-
monia. Besides, this patient also presented with severe 
malnutrition.

We were highly concerned about and gave attention 
to this case because of its complexity, requiring compre-
hensive multidisciplinary management, not only from 
the orthopedic and traumotology field, but also from 
other departments in our center, Cipto Mangunkusumo 
National General Hospital. We involved our internist and 
clinical nutritionist colleagues for managing the patient’s 

Fig. 1  Patient presented with flexion contractures of bilateral hip, knee, and ankle joints (A and B) with associated condition of multiple pressure 
ulcers at sacral, lumbar, and bilateral femoral shaft region (C)
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general condition, especially related to the comorbid 
condition of pulmonary infection and severe malnutri-
tion. Regarding skin hygiene and wound care in treating 
the skin lesions and multiple pressure ulcers, we involved 
our dermatologist and plastic surgeon colleagues. In our 
orthopedic surgical field, with the help of rehabilitative 
colleagues, we performed passive stretching and move-
ment 3–5 times a day with a total time of 30–60 minutes 
daily for all joints in the upper and lower extremities. 
Besides, we also performed sustained stretching using 
continuous traction over lower extremity, consisting 
of hip, knee, and ankle joints on both sides of the legs 
(Fig. 6). The goal of the treatment in this patient was to 
gradually re-enable independent daily activities. By the 
time of discharge in this first period of treatment, the 
patient was able to move and ambulate using a wheel-
chair with improved contractures in both extremities. 
The patient was reported to have good adherence and 
tolerability regarding rehabilitative care planning exer-
cises in the home given by the time of discharge. Marked 
improvement of hip and knee ROM was observed. Main-
taining good sitting balance was established by 3-month 
follow-up. There was no worsening of contracture or 
general state of the patient. The patient is planned to 
have release surgery for hip, knee, and ankle contrac-
tures following improvement in his general and comorbid 

conditions of community-acquired pneumonia, severe 
malnutrition, skin lesions, and pressure ulcers.

Discussion
Joint contracture, especially flexion contracture in the 
lower limb, is one of the most common complications 
in the musculoskeletal system, aside from muscle weak-
ness and atrophy, soft tissue changes, disuse osteoporo-
sis, and degenerative joint disease following prolonged 
immobilization. It is commonly found when a patient is 
put in static positioning for a continuous length of time, 
such as in patients with wheelchair reliance or bedrid-
den patients with chronic illness or acute critical illness. 
Besides, immobilization used as critical treatment in 
fractures, joint dislocations, and ligament injuries should 
also be considered [1–4]. This condition is consistent 
with our patient in whom immobilization is thought to 
be the main cause of contracture. Our patient was put in 
prolonged knee–chest positioning for almost 2.5 years, 
resulting in severe flexion contracture of bilateral hip, 
knee, and ankle joints. Pathological change is reported 
to begin after 2 weeks of immobilization, while more 
prolonged time is associated with more extensive con-
tractures [16, 17]. Flexion contracture in the lower limb 
contributes significantly to disability in activities of daily 
living due to mobility limitation, decreased functional 
motor function, and reduced range of motion. Moreover, 
severe and chronic cases of this condition are associated 
with debilitating issues in which disease progression may 
affect not only the neuromusculoskeletal system but also 
other organ systems, especially respiratory, cardiovascu-
lar, and genitourinary [18–20].

The pathophysiology of joint contracture is multifacto-
rial and immensely diverse. It involves both histopatho-
logical changes of the various neuromusculoskeletal 
structures and environmental factors. Negative altera-
tion of healthy connective tissue is related to prolonged 
immobilization. Homeostasis of mechanical properties of 
the connective tissue and its function is disturbed with 
the loss of mechanical stimulation of the joint. Regarding 
the type of anatomical structures and tissues involved in 
the restriction of range of movement, muscles, tendons, 
fascia, capsule, ligaments, bone, cartilage, and skin may 
play significant roles. These tissues can be classified into 
two main structural components leading to joint contrac-
ture in immobilization, viz. myogenic and arthrogenic 
contracture components. Myogenic contracture plays 
an important role and becomes the principal component 
in the early stage. It involves mainly muscle, tendon, and 
fascia changes. Arthrogenic contracture, on the other 
hand, accounts for the later stage, in which changes are 
found across cartilage, joint capsule, bone, and ligament 
structures [21–23].

Fig. 2  AP plain radiographs of pelvis, showing decreased density and 
porotic bone without fracture or bone destruction
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Fig. 3  Lateral plain radiographs of cervical spine (A) and thorax (B), showing decreased density and porotic bone without fracture or bone 
destruction

Fig. 4  Lateral plain radiographs of femur (A, B) and AP plain radiographs of cruris bilateral (C), showing decreased density and porotic bone, flexion 
deformity of genu and ankle, and bilateral ankle inversion without fracture or bone destruction
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When a joint goes through continuous and pro-
longed immobilization, skeletal muscle will undergo 
disuse atrophy. Reduced cross-sectional area (CSA) and 
shortened muscle fiber were observed under the micro-
scope. Besides, a decrease in muscle protein synthesis 
with enhancement of proteolysis has also been reported 
[24, 25]. This condition is associated with the catabolic 
phase, involving five main proteolytic pathways, includ-
ing the ubiquitin–proteasome-dependent pathway, cas-
pase system pathway, matrix metalloproteinase pathway, 
autophagy–lysosomal pathway, and Ca2+-dependent 
pathway. With an immobilized muscle put in a shorter 
position, loss of sarcomere will be present as an adap-
tation to muscle functional length [24, 26]. In addition, 
fibrosis over the skeletal muscle tissue is also found as 
pathological changes affecting further progression of 
muscle contracture. There will be accumulation of fibrotic 
tissue in the perimysium, epimysium, and endomysium 
because of overexpression and overproduction of colla-
gen, with type 1 primarily followed by type III collagen. 

Fibril arrangement will adapt to be more circumferential 
with shortening of muscle fibers. Changes with increased 
intramolecular and intermolecular cross-linking also 
restrain skeletal muscle extensibility. Besides, interleukin 
(IL)-1β and transforming growth factor (TGF)-β1 upreg-
ulation by macrophages with significantly higher level of 
protein and messenger RNA (mRNA) level of hypoxia 
inducible factor-1α (HIF-1α)  expression is associated 
with fibroblast differentiation in immobilization-induced 
skeletal muscle fibrosis [24, 27, 28].

Previous studies have reported that ubiquitin–pro-
teasome-dependent proteolysis and the caspase system 
pathway play a key part in the development of contrac-
ture regarding muscle atrophy in disuse skeletal mus-
cle. This is indicated by overexpression and an increase 
in the amount of muscle atrophy F-box protein (MAFbx 
or atrogin-1) and muscle ring finger-1 protein (MuRF-
1) as muscle-specific ubiquitin-protein ligase in muscle 
atrophy due to disuse of skeletal muscle in immobiliza-
tion [29]. Besides, major signaling activators of MAFbx 

Fig. 5  Sagittal MRI of cervical (A), thoracic (B), and whole spine (C) showing no remarkable cord compression or myelomalacia changes, with 
cervical hyperextension and thoracic kyphotic and scoliotic deformity

Fig. 6  Applied prolonged and sustained passive stretching (A) followed by serial plastering and bracing (B) in the patient
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and MuRF-1, protein kinase B (Akt), insulin-like growth 
factor 1 (IGF-1), and phosphatidylinositol 3-kinase 
(PI3K) are increased prior to upregulation of MAFbx, 
MuRF-1, and other proapoptotic genes [30–32]. Inhibi-
tor of nuclear factor kappa-B kinase (IKKβ/NF-κB) may 
also be an important pathway, specifically for MuRF-1 
[33]. The use of MG132 as an inhibitor of the NF-κB 
pathway demonstrated decreased expression of MuRF-1 
[34]. Eukaryotic translation initiation factor 3-f (eIF3-f ) 
and myogenic differentiation (MyoD) become two main 
muscle regulatory factors targeted by muscle-specific 
E3s. EIF3-f and MyoD play an important role in activa-
tion of the proliferation and differentiation of myogenic 
satellite cells into myoblasts, which further fuse to form 
new muscle fibers [35–37].  In addition, the role of the 
ubiquitin–proteasome-dependent system in degenera-
tion of myofibrillar protein works synergistically with the 
calpain system [38].

Regarding the caspase system, an increase in caspase-3 
level is reported during immobilization. Caspase itself is 
a cysteine-rich enzyme that targets aspartic acid residue 
in specific protein. Caspase-3 showed a significant role in 
the initiation of muscle disuse atrophy through apoptosis 
and inflammatory processes [39, 40]. In disuse of skeletal 
muscle due to immobilization-induced joint contracture, 
tissue inhibitor of metalloproteinase (TIMP)-1 and  -2, 
and other MMP pathway are associated with atrophy in 
remobilization. Their levels were increased by 30- and 
2-fold, respectively, in immobilized anterior tibialis mus-
cle at day 8 of observation and remained raised until day 
5 of recovery. This is followed by increased MMP-2 and 
MMP-14 mRNA levels at days 1–9 of recovery [25, 41]. 
Regarding the autophagy–lysosomal pathway, lysosomal 
cathepsin will break down membrane proteins, together 
with receptors, ligands, and transporters. The level of the 
LC3-phosphatidylethanolamine conjugate (LC3-II)/cyto-
solic form of microtubule-associated protein light chain 3 
(LC3-I) was observed to be higher in immobilized mus-
cle. An increase in the value of this ratio was associated 
with increased autophagy–lysosomal activity, since LC3-
II was mainly found in autophagosome membranes [42].

Within a later stage of prolonged immobilization, 
changes over arthrogenic structures may also account for 
further contracture progression. However, early changes 
are associated with proliferation of fibro-fatty tissue 
invading joint space. In a diarthrodial joint, the capsule 
plays a key role in limiting the range of motion. It is made 
of a densely fibrous structure, mainly composed of col-
lagen protein. Fibrotic changes of the joint capsule with 
an increased level of type I collagen have been reported 
in immobilized limbs. Besides, a decreased level of gly-
cosaminoglycan following collagen fiber disorganiza-
tion will further result in a decreased water level and 

accumulation of collagen crosslinking. Other reported 
changes include decreased proliferation of synoviocytes 
with disruption over normal length of synovial intima 
[43, 44]. Genomic study and analysis have also reported 
upregulation of chondroadherin, angiogenic inducer 
CYR61, and SRY-box with decreased casein mRNA. 
These changes were found in tissue fibrosis over poste-
rior capsule of patients with OA and contractures [43].

Other proposed mechanisms in regard to the induction 
of contracture in our patient are due to muscle weak-
ness and spasticity following spinal trauma. We consider 
these mechanisms since our patient had a history of fall-
ing from a motorcycle in a road traffic accident 3  years 
ago and falling down in the bathroom in supine position 
2.5  years ago, leading to a suspected spinal cord injury 
despite normal findings reported in radiological studies. 
This condition may be referred to the spinal cord injury 
without radiographic abnormality (SCIWORA) or spi-
nal cord injury without radiographic evidence of trauma 
(SCIWORET) concept in which a patient with normal 
findings on plain radiographs and computed tomogra-
phy (CT) scans may present with neuromuscular symp-
toms (sensory or motor deficit, or both). The difficulties 
in establishing the diagnosis are associated with its rarity 
and broad variety of symptoms. This condition presents 
commonly following a traumatic accident or degen-
erative process. Neuroimaging studies, especially using 
magnetic resonance imaging, allowed better visualiza-
tion of damage and structural abnormality of spinal soft-
tissue and intramedullary lesions [45, 46]. Nevertheless, 
microscopical changes with chronic disease progression 
in our patient also need to be considered and take into 
account, since confirmation using MRI studies reported 
normal findings.

The main mechanisms of primary injury result from 
impact, transient or complete compression, distraction, 
and laceration or transection, with impact together with 
preserved compression being the main form of injury 
[47, 48]. Further changes of secondary injury will follow 
during disease progression. This phase consists of vas-
cular damage, ionic imbalance, neurotransmitter accu-
mulation (excitotoxicity), free radical formation, calcium 
influx, lipid peroxidation, inflammation, edema, and 
necrotic cell death in the acute period. Apoptosis, demy-
elination of surviving axons, Wallerian degeneration, 
axonal die-back, matrix remodeling, and evolution of a 
glial scar occur thereafter in the subacute period. Fur-
thermore, formation of a cystic cavity, progressive axonal 
die-back, and maturation of the glial scar will present in 
the chronic period throughout the injury site. Severity 
and location, and whether the lesion lies over the spinal 
cord completely or not, influence the clinical outcome of 
the patient [47].
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Neurological impairments, presented as paraplegia, 
hemiplegia, tetraplegia, or muscle paralysis, are some of 
the most debilitating issues related to traumatic spinal 
injury. This condition may progress and have an impact 
on the emergence of other complications, especially 
related to the musculoskeletal system. Contracture of the 
extremities in traumatic paraplegic patients is a common 
finding. With muscle weakness due to spinal injury, there 
may be a disruption of balance and stability between 
agonist and antagonist muscles [47, 49, 50]. Lower-limb 
flexion contracture and equinovarus deformity are more 
susceptible to develop as the patient becomes weaker 
during progression of the disease and spends more time 
in the sitting position. Besides, denervation will further 
result in loss of contraction stimulation with size reduc-
tion and necrosis of muscle fibers. Muscle spasticity may 
also be associated with contracture progression develop-
ment in the traumatic patient, whether it affects the brain 
or spinal cord structure, resulting in upper motor neuron 
lesions. Muscle stiffness and imbalance with deformed 
posture, increased binding between actin and myosin, 
increased connective tissue with decreased elasticity, and 
shortening of the myofibril due to sarcomere loss will fol-
low the spastic contraction in the patient.

Psychological and social conditions also play a key role 
and become significant factors regarding disease pro-
gression in our patient. Health beliefs and expectations 
of the patient are associated with vulnerability to ill-
ness. Besides, the patient will adapt and behave to reduce 
the risk of illness in regard to his/her health beliefs and 
expectations, which develop throughout their life. Cul-
turally determined health beliefs, which are still com-
monly found in society, especially in our case, in addition 
to formed individual perception, may influence coping 
behaviors regarding musculoskeletal problems [51]. Our 
patient comes from a family and society with low edu-
cational level. He had already opted for and preferred 
another form of traditional massage treatment before 
presenting to the healthcare facility. Moreover, the tra-
ditional medicine man also emphasized fear-avoidance 
beliefs, in which physical activity and work are associated 
with disability and pain deterioration [52].

This further influenced the beliefs of the patient, his 
family, and environment regarding his care. This con-
cept can also be associated with kinesiophobia, defined 
as “excessive, irrational, and debilitating fear of physical 
movement and activity resulting from a feeling of vulner-
ability to painful injury or re-injury” [53]. When a patient 
is placed under prolonged rest and immobilization, this 
state of freedom from physical and mechanical stress-
ors is believed to allow injuries to heal. However, as we 
know, movement and stretching stimulation are impor-
tant to improve range of motion and prevent contracture 

formation. The presence of fear-avoidance beliefs 
becomes an indicator of poor prognosis and must be well 
managed. In the long term, this condition will trap the 
patient in a vicious cycle of increased fear of more pain 
and disability, which further causes worse disuse, disabil-
ity, and depression [51, 54].

The social aspect, including social support, also has a 
significant impact on physical health in regard to recov-
ery from musculoskeletal injury. More intimate and 
trusting relationships are associated with more beneficial 
effects of support, as suggested by the Convoy model. 
Better physical health and recovery were reported in 
individuals with strong support from family and friends. 
A closer, more intimate, and stable relationship is more 
convenient and beneficial for support. A lack of social 
support, whether that be no social circle, difficulty in 
accessing a support network, or a strong personal belief 
in independence that does not require social support, 
resulted in a higher complication rate and a hampered 
recovery process [55, 56]. Functional support from family 
members is mainly related to material and instrumental 
aid, while emotional support is more frequently provided 
by friends. However, we also need to emphasize patient 
personality traits influencing his/her beliefs regarding the 
need for and and perception of social support.

In our case, the patient’s condition was reported to have 
worsened following the treatment obtained from tradi-
tional massage therapy, with no improvement for almost 
2.5 years. The patient and his family were put in jeopardy 
by pessimistic beliefs and low expectations about dis-
ease prognosis. The patient’s mother was the only fam-
ily member to live with and care for him, yet she started 
to neglect him with the worsening of his condition at the 
end. No support was provided by the patient’s father or 
any other family members. Our patient has low socioeco-
nomic status and lacks financial and psychosocial sup-
port. Furthermore, he lives in a rural area with difficult 
access to healthcare facilities, adequate infrastructure, 
and trained manpower. After 3  years of neglect of his 
condition, some of his neighbors who cared for and wor-
ried about the patient’s condition and prognosis finally 
asked a humanitarian and social aid institution for help 
to bring and refer him to our center at Cipto Mangunku-
sumo General Hospital to obtain the required treatment.

In severe cases of hip flexion contracture exceeding 90°, 
the patient and physician are faced with a difficult chal-
lenge with no fixed treatment protocol and other asso-
ciated chronic complications, including pressure sores, 
hyperlordosis, or even scoliosis. Thorough and consci-
entious physiotherapy combined with surgery play an 
important role in the management of this condition [6]. 
Nicodemo et al. reported five cases of hip flexion con-
tracture treated with either Girdlestone or replacement 
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arthroplasty, or myoarthrolysis [57]. Besides, there were 
12 proximal femoral resection procedures in children 
with spastic and painful hip dislocation and paraple-
gic flexion contracture [58]. Another proximal femoral 
resection procedure was reported by Bhattacharyya et 
al. regarding longstanding hip flexion contracture with 
flaccid paraplegia in a 20-year-old female student. Imme-
diate straight hip joint with the ability to sit, lie on her 
back, and mobilization using a wheelchair was reported 
[6]. Myotomy across iliopsoas and obliquus externus 
showed good results. Hip replacement arthroplasty is 
another common procedure with satisfactory outcome. 
Complete extension of hip and knee with some of the 
patients returning to walking were obtained. However, 
high rates of recurrent dislocation of the hip, infection, 
implant loosening, blood loss, and osteoporosis of the 
bone are associated with hip replacement [59, 60].

Regarding knee flexion contracture with severe pres-
entation, a combination of knee arthroplasty followed 
by serial casting and rehabilitative knee mobilization 
plays an important role in achieving a favorable out-
come. However, residual flexion contracture of 7–10° was 
found, especially in severe cases with contracture greater 
than 80–90° [61, 62]. Additional distal femur resection 
and Z-plasty procedure over iliotibial tract and biceps 
tendon after knee arthroplasty may be needed in severe 
cases. Performing a Z-plasty procedure before knee 
arthroplasty is associated with a high rate of tibial dislo-
cation [63]. Postsurgery serial casting or other orthotic 
management by gradual and controlled knee extension 
with regular continuous passive stretching resulted in 
increased range of movement. Besides, casting is pre-
ferred to be applied continuously for no longer than 5 
weeks due to the increased stiffness and thermal injury 
complications [64]. Regarding nonoperative treatment, 
serial casting and wedging can extend the knee to a full 
range of extension [65, 66]. Moreover, contractures over 
the ankle region, whether plantar or dorsiflexion, with or 
without inversion or eversion of the soles, are commonly 
found in patients with central nervous system injury. The 
prevalence was reported to be as high as 57% in patients 
with spinal injuries [67]. Combined treatment to achieve 
terminal stretch may involve several methods of passive 
stretching, active ROM, antagonist strengthening, and 
release surgery. Compared with short duration with high 
tension strength, passive prolonged stretching is reported 
to have better outcome and efficacy. Adjustable dynamic 
orthoses provide good and effective results in the treat-
ment of contractures. Besides, sustained stretch can also 
be achieved by using serial casting [68].

However, there are several factors one must con-
sider before deciding on and performing surgery as 
the main management of contracture in such patients. 

First, residual muscle strength should be taken into 
account. With appropriate and adequate rehabilitative 
training, nerve and muscle can regain their functional 
capacity and strength through the preserved plasticity 
mechanism. We also need to evaluate whether there are 
marked changes of the density and characteristics of 
the bone. Loss of weight bearing and contraction with 
associated increased catabolic state result in osteoporo-
sis. The rate of bone loss was reported to be 5–20 times 
higher compared with metabolic diseases. Rigorously 
intensive postoperative rehabilitation combined with 
muscle imbalance is associated with an increased risk 
of fracture. Higher rates of periprosthetic fractures and 
implant loosening were also reported. Furthermore, the 
patient’s general condition and associated comorbid 
disease must always be taken into account. Paraplegic 
patients have impaired microvasculature over skin and 
subcutaneous tissues, with long-lasting proprioception 
and exteroception damage. Occlusion across capillaries 
and small vessels followed by metabolic alteration may 
cause improper wound healing and further deteriora-
tion of the postoperative general state of such patients 
[69].

Regarding our case, the patient presented with missed 
injury and overlooked diagnosis, mainly due to the late 
presentation to healthcare facilities with inadequate 
treatment in the initial contact. Furthermore, the lack of 
adequate further follow-up, sociopsychological support, 
and rehabilitative care, subsequent to the discharge from 
the initial treatment, also played an important role in the 
deteriorating progression toward the worsened condi-
tion of the patient (Fig.  7). Rehabilitation with physical 
therapy became the preferred treatment modality for 
the patient. We implemented several principles of physi-
cal therapy, including passive stretching of muscles and 
joints, promotion of extension positioning of the limb, 
splinting or serial plastering/casting to manage, prevent, 
and delay further progression of the contracture in our 
patient.

We performed passive stretching with assisted continu-
ous skin traction and serial plastering. Passive stretching 
3–6 times a day with a total duration of 30–60 minutes 
was conducted at the beginning of the first 2 weeks, fol-
lowed by continuous traction for 3 weeks. Serial plaster-
ing and bracing were changed toward the new limit of 
range at regular times. In the end of the fifth week, range 
of movement (ROM) in our patient had improved with a 
final ROM of hip flexion of more than 90° bilateral, 110° 
in right knee, and 115° in left knee. At 3 months postdis-
charge, hip flexion ROM was 90° bilaterally, with knee 
extension ROM increased to 25° bilaterally. The patient 
was not burdened by a bedridden condition anymore and 
could ambulate using a wheelchair.



Page 10 of 13Rahyussalim et al. Journal of Medical Case Reports          (2022) 16:225 

Although the effectiveness and success of passive 
stretching are influenced by the characteristics of the 
contracture and predisposing factors in each patient, 
prolonged and sustained passive stretching over the 
contracture region had showed favorable outcomes 
compared with shortened duration. Daily stretching of 
30 minutes over the immobilized joint was reported to 
prevent sarcomere loss. Another study showed that sus-
tained stretching of 50 minutes was effective to counter-
act the dynamic changes in muscle and connective tissue 
[49]. Prolonged stretching with the help of other modali-
ties may be considered when a passive movement pattern 
has failed to achieve the expected ROM of the contrac-
ture. Besides, the presented static postures sustained by 
spasticity of the neuromuscular changes must be taken 
into account as well [49, 68].

Application of serial plastering plays an important 
role in maintaining continuous immobilization. In addi-
tion, antagonist muscle of the stretched muscle may suf-
fer changes due to the shortening and the emergence of 
minimal atrophy. The use of serial plastering in a lower 
limb flexion contracture has showed positive outcome 
with full extension accomplished in the best case [64, 70]. 
The length–tension curve may shift toward the flexion or 
opposite direction of the contracture as well. Cusick et al. 
reported the application of serial casting in a case study, 
showing regained full extension of the right leg with 
residual 5° contracture of the left leg prior to bilateral 40° 
flexion contracture. Increased ankle range of dorsiflexion 

was reported by Brouwer et al. in the 3 weeks after serial 
casting. Plantar-flexor strength was preserved in the 
study [49]. Increased range of dorsiflexion and decreased 
tone of plantar-flexor were also observed in a patient 
with cortical lesion undergoing serial casting [71]. How-
ever, recurrence may occur due to persisting spasticity. 
Besides, prolonged immobilization in serial plastering 
may cause alter the muscle/tendon ratio with a length–
peak torque shift of the muscle, further resulting in mus-
cle atrophy, muscle weakness, and decreased elasticity of 
the connective tissue.

Other major complications associated with the 
neglected case of prolonged knee–chest positioning 
in our patient were severe malnutrition, CAP, multiple 
skin lesion with pressure ulcer grade 2 and 3, and poor 
skin hygiene. Besides, radiographic studies also showed 
decreased density and porotic bone over both limbs and 
the body. Severe malnutrition impairs the tissue repair 
response to the disequilibrium state of the patient. Our 
patient presented toward a catabolic state with the devel-
opment of body wasting. Increased nutritional demand 
with decreased nutritional intake was found in our 
patient. Severe malnutrition was also associated with 
impaired immune system, resulting in the patient’s being 
susceptible to infection in the pulmonary, genitourinary, 
and gastrointestinal tracts. Tissue changes in the patient 
resulted from thicker reduplicated basement membrane 
with enlarged endothelial cells. These further led to 
occlusion of capillaries and small vessels and disruption 

Fig. 7  Biopschyosocial model affecting disease progression in our patient
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of skin microvasculature [69]. Skin functions as a barrier 
to protect against pathogens and mechanical stress, and 
temperature, and for peripheral circulation regulation, 
as well as a sensing organ, being impaired here. Pressure 
ulcers may increase the risk of contracture formation. 
However, pressure ulcers in our patient emerged due to 
the contracture in the bedridden condition. This pres-
sure ulcer itself may aggravate the existing contracture 
through a pain and infection mechanism. In our case, 
we decided to perform a nonsurgical approach to the 
patient due to his general condition with these associated 
comorbidities.

Conclusion
Prolonged immobility remains the most common cause 
of joint contracture. Besides, this condition is a common 
musculoskeletal finding following congenital conditions, 
chronic diseases, and traumatic accident. Physicians 
are faced with challenges in management due to intra-
operative difficulties and problems, intraoperative and 
postoperative complications, inferior outcomes and 
results, and the need for an additional surgical proce-
dure after the initial surgery. Chronic complications of 
patients with associated comorbidities may impair their 
prognosis and aggravate rehabilitative care, whether the 
patient undergoes a surgical procedure or not. Further-
more, psychological and socioeconomic conditions may 
become significant factors in regard to the recovery and 
rehabilitation of musculoskeletal disorders. These aspects 
include health beliefs, patient expectations and attitude 
to healing, educational level, and socioeconomic support. 
Furthermore, inadequate treatment at the first contact 
health center, late presentation, and missed injury fol-
lowing difficult access to healthcare facilities, adequate 
infrastructure, and trained manpower become the main 
problems related to the quality of healthcare, which may 
interfere with and aggravate the patient’s health condi-
tion. In addition, no fixed protocol or treatment has been 
established to date. The combination of surgery and reha-
bilitative care plays an important role in successful man-
agement of such cases. An evaluation of residual muscle 
strength, changes of bone density and characteristic, 
and the patient’s general and comorbid conditions must 
always be taken into account when considering the treat-
ment choices. Eventually, a holistic approach was impor-
tant in the management of this patient, in which not only 
physical, but also emotional, mental, spiritual, and social 
concerns associated with the patient must be compre-
hensively assessed.

Acknowledgements
We thank Dody Kurniawan, MD for his assistance in data acquisition and for 
English-language proofreading and review.

Author contributions
AJR contributed to the study concept, data interpretation, and writing the 
paper; MLLZ contributed to the study concept, data collection, data interpre-
tation, and writing the paper; TK contributed to the study concept and data 
collection. All authors read and approved the final manuscript.

Funding
The authors received no financial support for the research, authorship, and/or 
publication of this article.

Availability data and materials
The data used to support the findings of this study are available from the cor-
responding author upon request.

Declarations

Ethics approval and consent to participate
This study has been approved by the Ethics Committee of the Faculty of 
Medicine, Universitas Indonesia, and written informed consent was obtained 
from the patient for publication in the journal article.

Consent for publication
Written informed consent was obtained from the patient for publication of 
this case report and any accompanying images. A copy of the written consent 
is available for review by the Editor-in-Chief of this journal.

Competing interests
The authors declare that there are no conflicts of interest regarding the 
research, authorship, and/or publication of this article.

Author details
1 Department of Orthopaedic and Traumatology, Cipto Mangunkusumo 
National Central General Hospital and Faculty of Medicine, Universitas Indo-
nesia, Jl. Pangeran Diponegoro No.71, RW.5, Kenari, Kec. Senen, Kota Jakarta 
Pusat, Daerah Khusus Ibukota, Jakarta 10310, Indonesia. 2 Stem Cell and Tissue 
Engineering, IMERI Universitas, Jakarta, Indonesia. 

Received: 21 May 2020   Accepted: 9 March 2022

References
	1.	 Wong K, Trudel G, Laneuville O. Noninflammatory joint contractures aris-

ing from immobility: animal models to future treatments. BioMed Res Int. 
2015;2015: 848290.

	2.	 Kaneguchi A, Ozawa J, Kawamata S. Development of arthrogenic joint 
contracture as a result of pathological changes in remobilized rat knees. J 
Orthop Res. 2017;35:1414–23.

	3.	 Zhou Y, Zhang QB, Zhong HZ. Research progress on animal model of 
joint contracture. Austin Surg Case Rep. 2016;1:1006.

	4.	 Aihara M, Hirose N, Katsuta W. A new model of skeletal muscle atrophy 
induced by immobilization using a hook-and-loop fastener in mice. J 
Phys Ther Sci. 2017;29:1779–83.

	5.	 Skalsky AJ, McDonald CM. Prevention and management of limb 
contracture in neuromuscular diseases. Phys Med Rehabil Clin N Am. 
2012;23(3):675–87.

	6.	 Bhattacharyya S. Paraplegic flexion contracture of hip joints: an unsolv-
able problem. Indian J Orthop. 2016;50:686.

	7.	 Sharpe AN, Forsyth R. Acute paediatric paraplegia: a case series review. 
Eur J Paediatr Neurol. 2013;17(6):620–4.

	8.	 Dalyan M, Sherman A, Cardenas D. Factors associated with contractures 
in acute spinal cord injury. Spinal Cord. 1998;36(6):405–8.

	9.	 Rosenbloom BN, Khan S, McCartney C, Katz J. Systematic review of persis-
tent pain and psychological outcomes following traumatic musculoskel-
etal injury. J Pain Res. 2013;6:39–51.

	10.	 Laisné F, Lecomte C, Corbière M. Biopsychosocial predictors of prognosis 
in musculoskeletal disorders: a systematic review of the literature. Disabil 
Rehabil. 2012;34(5):355–82.



Page 12 of 13Rahyussalim et al. Journal of Medical Case Reports          (2022) 16:225 

	11.	 Harms L. After the accident: survivors’ perceptions of recovery following 
road trauma. Aust Social Work. 2004;57(2):161–74.

	12.	 Rathore MFA, Hanif S, Farooq F, Ahmad N, Mansoor SN. Traumatic spinal 
cord injuries at a tertiary care rehabilitation institute in Pakistan. J Pak 
Med Assoc. 2008;58(2):53–7.

	13.	 Khatri K, Farooque K, Sharma V, Gupta B, Gamanagatti S. Neglected 
thoraco lumbar traumatic spine injuries. Asian Spine J. 2016;10(4):678–84.

	14.	 Chhabra HS, Arora M. Neglected traumatic spinal cord injuries: causes, 
consequences, and outcomes in an Indian setting. Spinal Cord. 
2013;51(3):238–44.

	15.	 Sengupta DK. Neglected spinal injuries. Clin Orthop Relat Res. 
2005;431:93–103.

	16.	 Clavet H, Doucette S, Trudel G. Joint contractures in the intensive care 
unit: quality of life and function 3.3 years after hospital discharge. Disabil 
Rehabil. 2015;37(3):207–13.

	17.	 Trudel G, Uhthoff HK, Goudreau L, Laneuville O. Quantitative analysis of 
the reversibility of knee flexion contractures with time: an experimen-
tal study using the rat model. BMC Musculoskelet Disord. 2014;15(1): 
article338.

	18.	 Parry SM, Puthucheary ZA. The impact of extended bed rest on the mus-
culoskeletal system in the critical care environment. Extreme Physiol Med. 
2015;4:16.

	19.	 Dittmer DK, Teasell R. Complications of immobilization and bed rest. Part 
1: musculoskeletal and cardiovascular complications. Can Fam Physician. 
1993;39:1428–35.

	20.	 Teasell R, Dittmer DK. Complications of immobilization and bed rest. Part 
2: other complications. Can Fam Physician. 1993;39:1440–5.

	21.	 Nagai M, Aoyama T, Ito A. Contributions of biarticular myogenic compo-
nents to the limitation of the range of motion after immobilization of rat 
knee joint. BMC Muscoskelet Disord. 2014;15:224.

	22.	 Trudel G. Differentiating the myogenic and arthrogenic components 
of joint contractures. An experimental study on the rat knee joint. Int J 
Rehabil Res. 1997;20:397–404.

	23.	 Trudel G, Uhthoff HK. Contractures secondary to immobility: is the restric-
tion articular or muscular? An experimental longitudinal study in the rat 
knee. Arch Phys Med Rehabil. 2000;81:6–13.

	24.	 Okita M, Yoshimura T, Nakano J. Effects of reduced joint mobility on 
sarcomere length, collagen fibril arrangement in the endomysium, and 
hyaluronan in rat soleus muscle. J Muscle Res Cell Motil. 2004;25:159–66.

	25.	 Slimani L, Micol D, Amat J. The worsening of tibialis anterior muscle atro-
phy during recovery post-immobilization correlates with enhanced con-
nective tissue area, proteolysis, and apoptosis. Am J Physiol Endocrinol 
Metab. 2012;303:E1335–47.

	26.	 Slimani L, Vazeille E, Deval C. The delayed recovery of the remobilized 
rat tibialis anterior muscle reflects a defect in proliferative and terminal 
differentiation that impairs early regenerative processes. J Cachexia 
Sarcopenia Muscle. 2015;6:73–83.

	27.	 Honda Y, Sakamoto J, Nakano J. Upregulation of interleukin-1beta/trans-
forming growth factor-beta1 and hypoxia relate to molecular mecha-
nisms underlying immobilization-induced muscle contracture. Muscle 
Nerve. 2015;52:419–27.

	28.	 Yoshimura A, Sakamoto J, Honda Y. Cyclic muscle twitch contraction 
inhibits immobilization-induced muscle contracture and fibrosis in rats. 
Connect Tissue Res. 2017;58:487–95.

	29.	 Bodine SC, Latres E, Baumhueter S. Identification of ubiquitin ligases 
required for skeletal muscle atrophy. Science. 2001;294:1704–8.

	30.	 Vazeille E, Codran A, Claustre A. The ubiquitin-proteasome and the 
mitochondria-associated apoptotic pathways are sequentially downregu-
lated during recovery after immobilization-induced muscle atrophy. Am J 
Physiol Endocrinol Metab. 2008;295:E1181–90.

	31.	 Frost RA, Nystrom GJ, Jefferson LS. Hormone, cytokine, and nutritional 
regulation of sepsis-induced increases in atrogin-1 and MuRF1 in skeletal 
muscle. Am J Physiol Endocrinol Metab. 2007;292:E501–12.

	32.	 Nystrom G, Pruznak A, Huber D. Local insulin-like growth factor I prevents 
sepsis-induced muscle atrophy. Metabolism. 2009;58:787–97.

	33.	 Pantano C, Reynaert NL, van der Vliet A. Redox-sensitive kinases of the 
nuclear factor-kappaB signaling pathway. Antioxidants Redox Signal. 
2006;8:1791–806.

	34.	 Caron AZ, Haroun S, Leblanc E. The proteasome inhibitor MG132 reduces 
immobilization-induced skeletal muscle atrophy in mice. BMC Mus-
coskelet Disord. 2011;12:185.

	35.	 Asakura A, Hirai H, Kablar B. Increased survival of muscle stem cells 
lacking the MyoD gene after transplantation into regenerating skeletal 
muscle. Proc Natl Acad Sci U S A. 2007;104:16552–7.

	36.	 Watanabe R, Fujita N, Takeda S. Ibandronate concomitantly blocks 
immobilization-induced bone and muscle atrophy. Biochem Biophys 
Res Commun. 2016;480:662–8.

	37.	 Edmondson DG, Olson EN. Helix-loop-helix proteins as regulators of 
muscle-specific transcription. J Biol Chem. 1993;268:755–8.

	38.	 Furuno K, Goldberg AL. The activation of protein degradation in mus-
cle by Ca2+ or muscle injury does not involve a lysosomal mechanism. 
Biochem J. 1986;237:859–64.

	39.	 Zhu S, Nagashima M, Khan MA. Lack of caspase-3 attenuates immo-
bilization-induced muscle atrophy and loss of tension generation 
along with mitigation of apoptosis and inflammation. Muscle Nerve. 
2013;47:711–21.

	40.	 Kang C, Yeo D, Ji LL. Muscle immobilization activates mitophagy 
and disrupts mitochondrial dynamics in mice. Acta Physiol (Oxf ). 
2016;218:188–97.

	41.	 Vaday GG, Schor H, Rahat MA. Transforming growth factor-beta sup-
presses tumor necrosis factor alpha-induced matrix metalloprotein-
ase-9 expression in monocytes. J Leukoc Biol. 2001;69:613–21.

	42.	 Nishimura S, Inai M, Takagi T. Preventive effects of the dietary intake 
of medium-chain triacylglycerols on immobilization-induced muscle 
atrophy in rats. J Oleo Sci. 2017;66:917–24.

	43.	 Campbell TM, Trudel G, Wong KK, Laneuville O. Genome wide gene 
expression analysis of the posterior capsule in patients with osteoar-
thritis and knee flexion contracture. J Rheumatol. 2014;41(11):2232–9.

	44.	 Trudel G, Jabi M, Uhthoff HK. Localized and adaptive synoviocyte 
proliferation characteristics in rat knee joint contractures secondary to 
immobility. Arch Phys Med Rehabil. 2003;84(9):1350–6.

	45.	 Szwedowski D, Walecki J. Spinal cord injury withour radiographic 
abnormality (SCIWORA)—clinical and radiological aspects. Pol J Radiol. 
2014;79:461–4.

	46.	 Schellenberg M, Islam O, Pokrupa R. Traumatic spinal cord injury 
withour initial MEI abnormality: SCIWORA revisited. Can J Neurol Sci. 
2011;38:364–6.

	47.	 Alizadeh A, Dyck SM, Karimi-Abdolrezaee S. Traumatic spinal cord 
injury: an overview of pathophysiology, models, and acute injury 
mechanisms. Front Neurol. 2019;10:282.

	48.	 Choo AM, Liu J, Liu Z, Dvorak M, Tetzlaff W, Oxland TR. Modeling 
spinal cord contusion, dislocation, and distraction: characterization of 
vertebral clamps, injury severities, and node of Ranvier deformations. J 
Neurosci Methods. 2009;181:6–17.

	49.	 Farmer SE, James M. Contractures in orthopaedic and neurologi-
cal conditions: a review of causes and treatment. Disabil Rehabil. 
2001;23(13):549–58.

	50.	 Singh A, Tetreault L, Kalsi-Ryan S, Nouri A, Fehlings MG. Global preva-
lence and incidence of traumatic spinal cord injury. Clin Epidemiol. 
2014;6:309–31.

	51.	 Prada SV, Coggon D. Psychological and psychosocial determinants 
of musculoskeletal pain and associated disability. Best Pract Res Clin 
Rheumatol. 2015;29(3):374–90.

	52.	 Pincus T, Vogel S, Burton AK, et al. Fear avoidance and prognosis in 
back pain: a systematic review and synthesis of current evidence. 
Arthritis Rheum. 2006;54:3999–4010.

	53.	 Kori SH, Miller RP, Todd DD. Kinesiophobia: a new view of chronic pain 
behavior. Pain Manag. 1990;3:35–43.

	54.	 Larsson C, Hansson EE, Sundquist K, Jakobsson U. Kinesiophobia and its 
relation to pain characteristics and cognitive affective variales inolder 
adults with chronic pain. BMC Geriatr. 2016;16:128.

	55.	 Prang KH, Gisolg JB, Newnam S. Recovery from musculoskeletal injury: 
the role of social support following a trasport accident. Health Qual 
Life Outcomes. 2015;13:97.

	56.	 Prang KH, Newnam S, Gisolf JB. The impact of family and work-related 
social support on musculoskeletal injury outcomes: a systematic 
review. J Occup Rehabil. 2015;25(1):207–19.

	57.	 Nicodemo A, Arrigoni C, Bersano A, Massè A. Adult hip flexion contrac-
ture due to neurological disease: a new treatment protocol—surgical 
treatment of neurological hip flexion contracture. Case Rep Med. 
2014;2014: 349014.



Page 13 of 13Rahyussalim et al. Journal of Medical Case Reports          (2022) 16:225 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	58.	 Ackerly S, Vitztum C, Rockley B, Olney B. Proximal femoral resection for 
subluxation or dislocation of the hip in spastic quadriplegia. Dev Med 
Child Neurol. 2003;45:436–40.

	59.	 Healy WL, Iorio R, Clair AJ, Pellegrini VD, Valle CJD, Berend KR. Com-
plications of total hip arthroplasty: standardized list, definitions, and 
stratification developed by the hip society. Clin Orthop Relat Res. 
2016;474(2):357–64.

	60.	 Lu Y, Xiao H, Xue F. Causes of and treatment options for dislocation fol-
lowing total hip arthroplasty. Exp Ther Med. 2019;18(3):1715–22.

	61.	 Massin P, Petit A, Odri G, Ducellier F, Sabatier C, Lautridou C, Cappelli C, et 
al. Total knee arthroplasty in patients with greater than 20 degrees flexion 
contracture. Orthop Traumatol Surg Res. 2009;955:S7–17.

	62.	 Bellemans J, Vandenneucker H, Victor J, Vanlauwe JJ. Flexion contracture 
in total knee arthroplasty. Clin Orthop Relat Res. 2006;452(452):78–82.

	63.	 He Q, Xiao L, Ma J, Zhao G. A case report of successful treatment of 90° 
knee flexion contracture in a patient with adult-onset Still’s disease. BMC 
Surg. 2016;16:7.

	64.	 Al-Oraibi S, Tariah HA, Alanazi A. Serial casting versus stretching tech-
nique to treat knee flexion contracture in children with spina bifida: a 
comparative study. J Pediatr Rehabil Med. 2013;6:147–53.

	65.	 Al-Oraibi S. Non-surgical intervention of knee flexion contracture in chil-
dren with spina bifida: case report. J Phys Therapy Sci. 2014;26(5):793–5.

	66.	 Pierce T, Cherian J, Mont MA. Static and dynamic bracing for loss of 
motion following total knee arthroplasty. J Long-Term Effects Med 
Implants. 2015;25(4):337–43.

	67.	 Grissom SP, Blanton S. Treatment of upper motorneuron plantarflexion 
contractures by using an adjustable ankle-foot orthosis. Arch Phys Med 
Rehabil. 2001;82:270–3.

	68.	 Harvey LA, Katalinic OM, Herbert RD, Moseley AM, Lannin NA, Schurr 
K. Stretch for the treatment and prevention of contractures. Cochrane 
Database Syst Rev. 2017;2017(1): CD007455.

	69.	 Zietek P, Dobiecki K. Total knee arthroplasty in patient with paraplegia 
after spinal cord injury. What factors should be considered before a pro-
cedure? A case report and review of literature. Acta Chirurgiae Orthopaed 
Traumatol Čechosl. 2015;82:84–8.

	70.	 Leung J, Stroud K. Long-term resolution of severe ankle contracture using 
botulinum toxin, serial casting, splinting, and motor retraining. Physi-
otherapy Can. 2018;70(2):152–9.

	71.	 Pohl M, Rückriem S, Mehrholz J, Ritschel C. Effectiveness of serial casting 
in patients with severe cerebral spasticity: a comparison study. Arch Phys 
Med Rehabil. 2002;83(6):784–90.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	A holistic approach for severe flexion contracture of bilateral hip, knee, and ankle joints in a neglected patient with prolonged knee–chest positioning on extreme undernourishment: a case report and review of the literature
	Abstract 
	Background: 
	Case presentation: 
	Conclusion: 

	Introduction
	Case presentation
	Discussion
	Conclusion
	Acknowledgements
	References


