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Bilateral Simultaneous Anterior Obturator and Pubic Dislocation of the
Hip: A Case Report and Literature Review

Jean de Dieu Tumusifu Manegabel'“, Gauthier Bahizire Murhula’, Alain Kabakuli Namugushal’2'3’4,
Paul Budema Munguakonkwa ”, Georges Kuyigwa Toha", Olivier Cornu™

Learning Point of the Article:
Bilateral anterior hip dislocations are rare; it results from high-energy trauma, and early reduction is crucial to minimize complications.

Introduction: Bilateral anterior hip dislocations are exceedingly rare, accounting for only 2—5% of all traumatic hip dislocations. They typically
result from high-energy trauma, with most cases reported in road traffic accidents. Early reduction is crucial to minimize complications such as
avascular necrosis, irreducibility, and post-traumatic osteoarthritis.

Case Report: We report the case of a 32-year-old male who sustained bilateral anterior hip dislocations, pubic type on the right and obturator
type on the left, following a high-energy trauma involving a fall astride a roadside ravine. The patient presented with complete functional
disability of both lower limbs. Radiographs confirmed the diagnosis, and an urgent closed reduction was performed using the modified
Bigelow’s maneuver for the right hip and the Allis maneuver, followed by a levering maneuver for the left hip. Post-operative management
included analgesia and a progressive mobilization protocol. At the 3-month follow-up, the patient had achieved pain-free ambulation, with only
mild movementrestriction.

Conclusion: This case highlights the rarity of bilateral anterior hip dislocations and the importance of early recognition and reduction to ensure
optimal recovery. A structured management approach with timely reduction, imaging, and rehabilitation is crucial for a favorable outcome.
Rehabilitation includes strict bed rest for a week, progressive return to walking with crutches for aweek, then full support.
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Introduction The literature contains numerous case reports and series
discussing the etiology, mechanisms, classification, treatment,

Traumatic hip dislocation (THD) in young individuals typically
and prognosis of THD [2,3,4,5]. There is a consensus among

results from high-energy trauma. Bilateral anterior dislocation of

the hip is exceptionally rare, accounting for only 2-5% of all authors that early reduction, ideally within 6 h after injury, is

THDs [1,2], with only a few cases previously reported [3]. Most crucial to minimizing the risk of complications, such as avascular

of these cases are associated with road traffic accidents or high- Decrosis (AVN), irreducibility, and osteoarthritis. However, no
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Figure 1: Clinical presentation of the patient.

In this report, we present a case that illustrates this rare and
unusualinjury.

Case Report

A 32-year-old male patient was brought to the emergency
department with complete functional disability of both lower
limbs and extensive wounds. According to the bystanders who
transported him, he had been struck by a vehicle and had fallen
astride a roadside ravine. Both lower limbs were widely
abducted, with the left limb in external rotation, abduction, and
flexion, whereas the right limb was in external rotation,
abduction, and extension at the hips. His buttocks had impacted
the ground, acting as a force in this hip position. He did notlose
consciousness but was unable to move.

On examination, he was unable to move his right upper limb,
which exhibited abnormal mobility at the mid-to-distal two-
thirds of the right arm, with bone crepitus. Despite these
findings, the vascular and neurological assessments of the arm
werenormal.

The leftlower limb was flexed, abducted, and externally rotated,
with palpable displacement of the femoral head in the Scarpa’s

triangle and an empty acetabulum. The lower right limb was
extended, abducted, and externally rotated (Fig. 1). The
neurovascular examination of both lower limbs was normal.

The diagnoses were bilateral hip dislocations: obturator type on
theleftand pubic type on the right.

Radiographs of the pelvis and right arm confirmed bilateral hip
dislocations with an associated fracture of the inferior
acetabular margin of the right hip (Fig. 2). The patient was
taken to the operating room 30 min after trauma, where we
performed a closed reduction of the right pubic dislocation and
a challenging reduction of the left obturator dislocation under
general anesthesia without fluoroscopy control. For the
anterior and superior right hip dislocation, the surgeon applied
traction in slight flexion, abduction, and external rotation to
unlock the femoral head from its displaced position. Then, with
continuous traction, the hip was gradually flexed and adducted
while applying a gentle posterior force to guide the femoral head
back into the acetabulum. Controlled maneuvers were essential
to avoid complications, particularly iatrogenic fractures or
neurovascularinjuries.

For the left hip dislocation (anterior), reduction was achieved
by the Allis maneuver: flexing the hip and knee to
approximately 90° to align the femur. Gentle longitudinal
traction was applied along the femoral axis. Progressive
adduction and internal rotation helped disengage the femoral
head from the obturator foramen. Alevering maneuver was then
performed by applying a posterior and superior force to guide
the femoral head back into the acetabulum. A control X-ray
performed 4 h after trauma (Fig. 3) confirmed successful
reduction of the hip dislocations and the associated fracture of
the inferior acetabular margin of the right hip. A computed
tomography (CT) scan was recommended, but the patient
could notafford the examination.

Postoperatively, the patient was managed with a regimen of two
analgesics (paracetamol and tramadol) and two antibiotics for 1
week (ampicillin and gentamicin). Strict bed rest for a week,
progressive return to walking with crutches for a week, then full
supportand discharge after 3 weeksin hospital.

At the 3-month follow-up, the reduction remained stable, and
despite some mild movement restrictions, the patient was able
to walk without pain, demonstrating good functional recovery.

Discussion

THD is a critical emergency requiring immediate evaluation
and treatment. Various mechanisms have been proposed for
bilateral hip dislocation, including traffic accidents, excessive
anterior and posterior forces, and falling on the back in a flexed
position [6].
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Figure 2: Initial X-ray.

Hip dislocations occur more frequently in males, particularly in
younger and working-age individuals, due to greater exposure
to high-energy trauma. Gender and age are thus considered
independentrisk factors [2]. Although bilateral hip dislocations
are rare, their management does not typically differ from
unilateral cases, provided that promptreductionis achieved.

High-energy trauma is typically required to dislocate the hip
joint, and multiple complications may arise, especially in cases
involving fractures. Reported complications include post-
traumatic arthritis, AVN, heterotopic ossification (myositis
ossificans), sciatic neuropathy, deep vein thrombosis, and
recurrent dislocation [ 7].

Several factors influence the prognosis, including the time
elapsed before reduction, the type of fracture-dislocation, the
stability and accuracy of the reduction, and the extent of soft-
tissue damage [8].

Anterior hip dislocations are less common than the posterior
type, representing 10~15% of all cases [7]. Inferior dislocation
accounts for more than 70% of anterior dislocations [9].
Anterior hip dislocations include different patterns: superior or
pubic type, inferior or obturator type, and luxatio erecta of the
hip [9].

The principles of closed hip reduction vary based on the type of
dislocation [9]. In posterior dislocations, reduction involves
flexion, internal rotation, and adduction of the hip. Techniques,
such as the Bohler maneuver [10], Allis maneuver, Bigelow
maneuver, and Captain Morgan approach, are commonly used
[7,8,11]. In anterior dislocations, the modified Bigelow’s

Figure 3: X-ray control after reduction.

maneuver, consisting of linear traction in the axis of the
deformation with the hip in external rotation, is usually required
due to the anterior displacement of the femoral head. Obturator
and pubic dislocations require external rotation to disengage
the femoral head from the obturator foramen before using
standard reduction techniques [2, 11]. After reduction, careful
documentation of the degree of flexion, adduction, and rotation
during sedation is mandatory [6,11].

Cold packs, analgesics, and radiographic confirmation of
proper hip alignment after reduction are also required.

Irreducibility remains a rare complication of THD. It accounts
for only 3% [12] of cases, and among the various potential
causes, soft-tissue incarceration is the most frequent etiology.
Surgical exploration allows for an initial assessment of the
injuries and subsequently enables surgical reduction of the
dislocation after removing the obstacle.

The incidence of AVN after THD is variable, and it depends on
causative factors.

For anterior hip dislocations, the event rate for AVN ranged
from 0.087 to 0.333, whereas posterior hip dislocations
revealed that the event rate for AVN ranged from 0.106 to 0.430;
the odds ratio of AVN for those hip dislocations reduced after
12 hversus those reduced before 12 hwas 5.627 [13].

The time between injury and reduction strongly influences the
occurrence of femoral head necrosis. Failure to perform
reduction within 6 h after the injury canlead to a 50% incidence
offemoralhead necrosis [ 14].

Rehabilitation includes, in our case, strict bed rest for a week,
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progressive return to walking with crutches for a week, and,
finally, full support allowing a nearly complete functional
recovery at 3 months.

Conclusion

Double hip dislocation is an exceptionally rare injury typically
resulting from high-energy trauma without a predisposing
factor such as underlying disease, hip dysplasia, or medication
use. Early recognition and prompt reduction are essential to
minimize complications. Radiographs determine the direction
of dislocation, whereas CT scans, when available, can assess
associated fractures or soft-tissue injuries. Bed rest for 1 week

followed by walking with crutches for 1 week allowed rapid
recoverywithout further complications.

Clinical Message

This case highlights the rarity of bilateral anterior hip dislocations
and the importance of early reduction to prevent complications. It
underscores the role of high-energy trauma in such injuries and the
need for prompt orthopedic management. Proper imaging and
timely intervention with appropriate reduction maneuvers ensure
optimal functional recovery. Rehabilitation includes strict bed rest
for a week and a progressive return to walking with crutches for a
shortperiod to achieve fullrecovery.
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