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Bilateral asymmetric traumatic hip dislocation with
bilateral acetabular fracture: case report

Iki tarafli asimetrik travmatik kalga ¢ikig ve iki tarafli asetabulum kirig::
Olgu sunumu

Ercan OLCAY,' Oktay ADANIR,2 Erdem OZDEN,'# Alican BARIS' 1

Bilateral traumatic hip dislocation is a very rare condition.
Simultaneous anterior and posterior traumatic dislocation of
both hips is even more unusual. A case report of a bilateral
asymmetrical hip joint dislocation with bilateral acetabular
fracture in a 28-year-old man is presented.
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Iki tarafli travmatik kalga ¢ikig1 nadir gériilen bir durum-
dur. Her iki kalganin ayni zamanda 6ne ve arkaya ¢ikig
daha da nadirdir. Bu yazida, 28 yasindaki bir erkek hastada
iki tarafl asimetrik kalga ¢ikigr ile birlikte gortilen iki taraf-
11 asetabulum kirigi sunuldu.

Anahtar Sozciikler: Asetabulum kirigr; travmatik kalca ¢ikigi.

Traumatic hip dislocation is a true orthopedic
emergency, which generally occurs as a result of high-
energy trauma and can cause serious complications. Its
frequency has increased with technological advances,
and traumatic hip dislocations currently represent 5%
of all dislocations.!"! In a review of the literature to
date, we found totally 58 reported cases of bilateral
traumatic hip dislocation.**) Only four cases of asym-
metric hip dislocations with unilateral acetabular frac-
ture have been reported to date.*®! A single case of
asymmetric hip dislocation with bilateral acetabular
fracture has been reported.?!

In this article, a 28-year-old male with right anteri-
or and left posterior hip dislocations and right acetabu-
lar anterior and left acetabular posterior rim fractures
is presented.

CASE REPORT

A 28-year-old male patient was admitted to our
emergency department approximately one hour after
being involved in a motor vehicle accident. He was
previously healthy and had no prior history of pelvic
trauma, hip abnormality or ligamentous laxity. On ar-
rival, he was conscious (Glasgow coma score 15), but
did not remember the time period in which the accident

occurred. His vital signs (arterial blood pressure, pe-
ripheral pulse rate and respiratory rate) were normal.
The patient complained of severe pain in both hips.
On the physical examination, he had a 5 cm wound at
the occipital region and multiple dermal abrasions on
his face and extremities. On examination of the ex-
tremities, the left limb had an adduction, flexion and
internal rotation deformity and the right limb had an
abduction, flexion and external rotation deformity.
There was no neurovascular deficit. In the radiological
evaluation, anterior dislocation of the right hip and an-
terior rim fracture and posterior dislocation of the left
hip and posterior rim fracture were determined. Both
anterior and posterior dislocations were evaluated as
type 1 according to the Thompson-Epstein classifica-
tion (Fig. 1)."8

Both hips were reduced under general anesthesia
approximately 90 minutes after trauma using the Big-
elow method, and then stability of the hips was evalu-
ated. Skeletal traction was applied on both distal fe-
murs. The wound at the occipital region was sutured.
Before the patient was hospitalized in the ward, post-
reduction radiographs and computerized tomographic
(CT) views were obtained (Fig. 2). Post-reduction
views revealed congruent reduction of both hips and
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Fig. 1. The initial radiograph.

associated bilateral non-displaced acetabulum frac-
ture. The patient was hospitalized in the ward and
consultations were obtained from the general surgery,
chest surgery, neurosurgery, and urology departments.
Appropriate medication for the prevention of pain, in-
fection, deep vein thrombosis, and heterotopic ossifi-
cation was started.

On the second day, strengthening exercises for the
quadriceps were begun. In the third week, skeletal
tractions were removed and the patient was permit-
ted to sit in the bed. In addition, passive exercises for
the hip and active and passive exercises for the knees
were started. The patient was permitted to walk with
complete weight-bearing from the fourth month. He
was followed for 32 months, with quarterly visits in
the first year and at six-month intervals thereafter. The
patient’s clinical and radiological findings were evalu-
ated as excellent according to Thompson-Epstein
clinical and radiological criteria. At the last visit, no
sign of avascular necrosis or osteoarthritis was found
on the hip radiograph or magnetic resonance imaging
(MRI) (Figs. 3, 4).

DISCUSSION

Fig.3. The follow;up radiograph at the 32nd month.
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Fig. 2. The post-reduction CT view.

The hip joint is a rather stable articulation with its
anatomical structure, strong ligaments and muscles.
(19 Therefore, dislocations of the hip joint can only be
caused by high-energy trauma. Nowadays, frequency
of hip dislocation is increasing because of technologi-
cal advances and the changing lifestyle of the popula-
tion.

It has been reported that traumatic hip disloca-
tions represent 5% of all dislocations.["! In the English
literature, there have been a total of 58 cases with bi-
lateral hip dislocation.**! Those are cases with pure
dislocation or with accompanying injuries like sciatic
nerve injury, femoral fracture, patellar fracture, and
acetabulum and femoral head fracture.'"'? Only four
cases with asymmetric hip dislocation and unilateral
acetabular fracture have been reported to date.** Fur-
thermore, a single case with asymmetric hip dislocation
and bilateral acetabular fracture has been reported.”

The hip position during trauma defines the direc-
tion of dislocation. According to the opinion generally
accepted, if the leg is adducted-flexed and internally
rotated, posterior dislocation occurs, whereas if the leg
is abducted-flexed and externally rotated, anterior dis-

Fig. 4. The follow-up MRI at the 32nd month.
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Bilateral asymmetric tfraumatic hip dislocation with bilateral acetabular fracture

location occurs.[!313]

For traumatic hip dislocations, the most important
prognosing factor is the time period prior to the reduc-
tion.t'*!%1”) Many authors emphasize that the reduction
should be performed within the first six hours.!¢-
181 The rates of avascular necrosis for the cases with
early and delayed reduction were reported as 6-27%
and 48%, respectively.!'*!!® In addition, the force of
trauma and recurrent maneuvers for reduction increase
the risk of avascular necrosis.'”! Tt has been reported
that the risk of coxarthrosis is proportionally increased
with the severity of the trauma. This rate has ranged
from 17-48.8% proportionally related to the follow-up
period.”? Another prognosing factor is the direction of
dislocation. While the prognosis for central disloca-
tions is the worst, it is best for anterior dislocations.
Associated acetabular and femoral head fractures also
worsen the prognosis.”!*131719 Tn addition, in hip
dislocation, sciatic nerve injury can occur at a rate of
7-19%.55291 Other potential complications are hetero-
topic ossification, deep venous thrombosis and limita-
tion of hip motion.

In hip dislocation, weight-bearing after reduction
is controversial. It has been emphasized that traction
is unnecessary if the hip joint is stable on post-reduc-
tion examination.''”) Though there are publications
reporting better results with early mobilization,!'*!®)
there are also publications that declare that delayed
weight-bearing does not alter the prognosis or the risk
of avascular necrosis.'”’

In the follow-up, quarterly radiological monitor-
ing is necessary in the course of 18 months.?!! Post-
reduction CT scan is recommended to determine in-
tra-articular free fragments, reduction and associated
femoral head and acetabular fractures; however, the
most efficient and harmless method for diagnosis and
follow-up of avascular necrosis is MRI.[*

There are no statistical data available in the litera-
ture about complication rates of bilateral dislocations
because of the insufficient number of the cases, but
it is obvious that complications can occur more often
with bilateral than unilateral dislocations. Thus, more
careful attention should be given to these cases.

In conclusion, traumatic hip dislocation is a true
orthopedic emergency. Proper diagnosis, early closed
or open reduction, and evaluation of the reduction
with CT are important for a good outcome.
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