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Asymmetrical Bilateral Complex Dislocations of the Hips: A
Rare Case Report

Papa Kwabena Offeh Kyei', Tamsanga Joseph Mazibuko', Collen Sandile Nkosi'

Learning Point of the Article:
Native hip dislocations are orthopedic emergencies and therefore need to be reduced as soon as possible. Proficiency in reduction
maneuvers for anterior and posterior hip dislocations is necessary to improve patient outcomes.

Introduction: Asymmetrical hip dislocations are rare injuries. The native hip joint is inherently stable, so both joints will dislocate in a high-
energysetting. Therefore, itisimperative to exclude other associated injuries and fractures and ensure both hips are reduced timeously.

Case Report: We present a rare case of a 46-year-old male patient who presented with asymmetrical complex hip dislocations following a
pedestrian-vehicle accident. Both hips were reduced; however, the left acetabulum posterior wall needed open reduction and internal fixation.
Conclusion: Early diagnosis and treatment are crucial in hip dislocations to mitigate the long-term complications. Patients who sustain
asymmetrical complex dislocations should be evaluated for otherinjuries, as these are generally associated with poorer outcomes.
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Introduction after being involved in a pedestrian-vehicle accident and

The hip joint is inherently stable. Therefore, a hip fracture Sustaining bilateral hip injuries. The primary care facility ordered
dislocation requires high-energy transfer [1]. A simple hip joint X-rays and attempted to reduce the bilateral hip injuries he
dislocation occurs without an associated fracture [2]. A complex suffered but was unsuccessful. He was then referred to a tertiary-
hip dislocation is associated with a concomitant acetabulum or level facility. Upon arrival, he was evaluated by both the trauma
femoral head/neck fracture [2]. Hip dislocations account forup Surgery team and the on-call orthopedic team. Although
to 5% of all dislocations [ 1]. Bilateral dislocations of the hip joint intoxicated at the time, he complained of bilateral hip pain only
are rare, accounting for approximately 1% of all dislocations [3]. and an inability to bear weight. He gave no history regarding any
Asymmetrical hip dislocations are even rarer, accounting for head, chest, or abdominal injuries. He confessed to being

0.02% [3]. We present a rare case report of a patient who inebriated. He denied any previous medical or surgical history.
sustained asymmetrical complexhip dislocations. He did not have any allergies, nor was he on any medication. He

wasat the time unemployed.

Case Report He was evaluated according to the advanced trauma life support

principles on clinical examination. He was kept in headblocks as

A 46-year-old male initially presented to a prifigte facility his cervical spine could not be clinically cleared, as he had
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Figure 1: Pre-reduction X-ray: Anteroposterior of the pelvic view.

distracting injuries, and he was intoxicated at the time. His
airway was otherwise self-maintained. He had good air entry
bilaterally, which was clear on the auscultation of his chest. All
his pulses were present, he was hemodynamically stable, and
there were no signs of bleeding from anywhere. His Glasgow
coma scale was 14/15 due to his intoxication; there were no
overtfocal neurological sequelae identified. He did not have any
open wounds on exposure. His musculoskeletal examination
revealed his left hip flexed, adducted, and internally rotated. He
had tenderness in the groin and the lateral aspect of his hip.
Range of motion at the hip was deferred due to the pain. His
dorsalis pedis and posterior tibialis pulses were palpable and
comparable to the contralateral side. He was able to dorsiflex
and plantarflexhis ankle and toes.

His right hip was extended and externally rotated. He was
tender in the groin, and there was also a fullness and a palpable
firmnessin the right groin. Range of motion was also deferred in
that hip secondary to pain. However, he could still dorsiflexand
plantarflex his toes and right ankle, and his dorsalis pedis and
posterior tibialis pulses were present.

The plain radiographs (Fig. 1) that were done showed that he

Figure 2: Post-reduction applied bilateral lower limb skin traction.

had suffered a left posterior hip fracture-dislocation and a right
anterior hip fracture-dislocation. The left hip was classified as a
Thompson and Epstein type 2, and the right hip was classified
as a Thompson and Epstein type 1C. He was then counseled
and given conscious sedation using a combination of ketamine
and propofol under continuous monitoring of his vitals in the
resuscitation bay. We reduced the left hip using the Captain
Morgan technique and the right hip using the Allis leg extension
technique. Both hips were stable post-reduction, and the
patient’s neurological function remained intact. The reductions
were carried out within 24 h from the time of injury. Bilateral
lower limb in-line skin traction (Fig. 2) was applied with 4 kg
weights. Post-reduction plain radiographs (Fig. 3) of the pelvis
(anterior—posterior and Judet views) confirmed that the hips
were reduced. There was a posterior acetabular wall fracture on
the left and a small anterior-superior acetabular wall fracture on
theright.

He then had a pan computed tomography scan done (Fig. 4),
which revealed no acute intracranial injury, no acute bony C-
spine injury, no intra-thoracic injury, no intra-abdominal injury,
a left posterior acetabular wall fracture, and a right superior
margin acetabulum fracture. Biochemically, his renal function

Figure 3: Post-reduction X-rays: Anteroposterior and Judet pelvis views.
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Figure 4: Post-reduction computed tomography scan: Sagittal, axial, and coronal images reveal a displaced left posterior acetabular wall fracture and an

undisplaced fracture of the superior margin of the right acetabulum.

and full blood count were within normal limits. He was then
admitted to the orthopedic ward. We prescribed analgesia,
anticoagulation, and intravenous fluids for him. The left
acetabulum posterior wall fracture was deemed significant and
displaced and warranted surgical fixation. The acetabulum
fracture on the right was minor and could be treated non-
operatively.

He was then booked, prepared, and planned for the theater 7
days later. He then underwent left acetabulum open reduction
and internal fixation for the displaced posterior wall fracture
under general anesthesia. We placed him in the right lateral
position. We then cleaned and draped the operative site under
sterile conditions. The left acetabulum was approached using
the Kocher-Langenbeck approach. The gluteus minimus was
noted to be torn but attached to the large posterior wall
fragment. The fracture was then reduced, and a spring plate and
“tiara” plate were then applied to the fracture site, and screws
were inserted to maintain the reduction. The reduction was
acceptable under fluoroscopy imaging. Copious irrigation was
carried out, and the wound was closed in layers, and a dry
dressing was applied to the area. Control X-rays (Fig. S) were
ordered, and his post-operative hemoglobin level was normal.
Postoperatively, he began non-weight-bearing physiotherapy
and was discharged in a wheelchair and on anticoagulation. At
the 2-week follow-up, his surgical wounds healed without
complications, and the 6-week follow-up X-rays showed healing

Figure S: Post-operative X-rays showing a left acetabulum fixed fracture.

fractures. Post-operative rehabilitation included 6 weeks of
wheelchair use followed by ambulation with crutches.

Discussion

The hip joint has a ball-and-socket configuration [4]. The
labrum deepens the socket, which is the acetabulum. The hip
jointis further reinforced by a robust ligamentous complex with
a thick capsule and strong muscles [S]. Therefore, hip joint
dislocations occurin high-velocity settings [6]. Buckwalter etal.
divided the mechanism of injury in asymmetrical hip
dislocations into five categories [6]. They identified motor
vehicle accidents, pedestrian-vehicle accidents, falls from
height, weight from height (collapsing wall), and others, e.g,,
aeroplane accidents [6]. Therefore, these patients must be
evaluated extensively for other associated injuries [7]. As seen
in the patient above, he sustained bilateral acetabulum fractures,
of which the left side warranted surgical fixation. Buckhalter et
al. noted that up to 44% of patients who sustain asymmetrical
hip dislocations have an associated acetabulum or proximal
femur fracture [6].

There are several hip reduction maneuvers [8,9]. Ninety
percent of hip dislocations are posterior [9]. The maneuvers
used for posterior hip dislocations are Allis, Stimson, East
Baltimore, Captain Morgan, Bigelow, Lefkowitz, Piggyback,
and Tulsa, to name a few [8,9]. The Captain Morgan technique

was used in the patient above [9,10]. Hendey and Avila

' r
- ';

described a 92% success rate with the
Captain Morgan maneuver [10,11].
The techniques described for anterior
dislocations are Allis leg extension,
Reverse Bigelow, Stimson, and lateral
traction [8,11]. The Allis leg extension
maneuver was used in the above patient
for his anterior dislocation. A native hip
dislocation is time-sensitive;
physicians must be accustomed to
some reduction techniques to limit
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long-term complications [11]. There is controversy regarding
where the reductions should be, whether in the emergency
department or the operating theater [8]. This patient had a
failed reduction attempt at the primary health care facility
emergency room on presentation. Upon arrival at the tertiary
facility, both hips were reduced in the emergency department.
Muscular relaxation is imperative to achieve reductions in hip
dislocations [6,8]. If achieving adequate relaxation in a safe and
controlled manner in the emergency rooms is possible, then
reduction should be attempted there [6,8]. Propofol has been
noted to be safe and effective in achieving adequate procedural
sedation for hip dislocations [12].

Hip dislocations are orthopedic emergencies [9]. A reduction
of the joint carried out under 6 h from injury has a 5% risk of
avascular necrosis (AVN) [9]. Hip dislocations reduced after 6
h from injury are associated with a 53% risk of AVN [9]. A hip
not reduced within 12 h has a 5.6 times greater risk of
developing AVN [8]. The other benefits of early reduction of
hip dislocations are decreased chondrolysis, which leads to
better hip function and pain management, and a decrease in the
compression oflocal neurovascular structures [8]. Our case had

his hips reduced within 24 h of injury. Therefore, close long-
term follow-up is warranted for at least 2 years [2,13]. The
review from Buckwalter et al. showed that bilateral
asymmetrical hip dislocations generally have good outcomes
[6]. The patients who had poorer outcomes were polytrauma
patients with multiple otherinjuries [6].

Conclusion

Asymmetrical hip dislocations are rarely seen in orthopedic
trauma casualties. Early identification, diagnosis, and reduction
are essential to limiting long-term sequelae. Trauma and
orthopedic doctors must also look for associated injuries,
generally occurring in high-velocity scenarios. Many hip
reduction maneuvers exist, and physicians must be proficient in

some.

Clinical Message

Asymmetrical simultaneous dislocations of the hips are extremely
rare. Awareness of the injuries warrants a holistic evaluation of the
patientto exclude concomitant fractures and other systemicinjuries.
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