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A bilateral asymmetrical hip dislocation: A rare case report
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1 | INTRODUCTION

The hip joint is the most stable joint in the body.
Dislocation of the hip joint occurs following high-energy
trauma. 85%-90% of these dislocations are posterior.
Anterior hip dislocation is rare (10%-15% of hip disloca-
tions). Bilateral hip dislocation is very rare, accounting for
only 1% of all hip dislocations, and asymmetry of disloca-
tion is even rarer, accounting for 0.01%—-0.02% of all joint
dislocations."? The first published case report of bilateral
hip dislocation described a right posterior superior dislo-
cation and a left anterior-inferior dislocation after an ac-
cident of a vehicle loaded with furniture.® Precise trauma
evaluation is essential to rule out the associated injuries
that may lead to chronic morbidities. An early reduction

A 17-year-old male was ejected from the motorcycle and brought to the Emergency
Department with bilateral hip dislocation and absence of pelvic or femur frac-
tures or sciatic nerve injury. Closed reduction and postreduction examination
were performed with a bilateral stable full range of motion in all directions.
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must be applied early to avoid avascular necrosis.* In this
article, we report a case of 17-year-old male with bilateral
hip dislocation with no associated injuries. This rare case
report will add to the limited data about bilateral hip dis-
location through discussing the mechanism, diagnosis,
management, and follow-up.

2 | CASE REPORT

A 17-year-old male was the third person in the back of the
motorcycle while the driver was showing off by his motor-
cycle, in which he was ejected outside the road. He arrived
at our Emergency Department 4 h after the trauma, on
arrival, the patient was conscious of Glasgow Coma Scale
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(GCS) 15/15, hemodynamically stable, C/O: severe pelvic
pain and inability to stand or even sit, we follow Advanced
Trauma Life Support (ATLS) protocol as the first step in
management. Also, we noticed his right leg was internally
rotated, adducted, and flexed, while the left leg was held
in slight flexion, external rotation, and abduction. A pel-
vic radiograph performed in the emergency room revealed
bilateral hip dislocation with the femoral head displaced
anterosuperior on the left side and posteriorly on the right
side, and there was no associated fracture of the pelvis,
acetabulum, or femur (Figure 1). The lack of prereduc-
tion computerized tomography (CT) scan is a shortcom-
ing of our report. Although prereduction CT is premordial
in the treatment protocol of such high-energy injury, not
all patients can afford it due to the limited financial ca-
pacity. Both hips were reduced within 40 min of admis-
sion (about 5 h from the trauma) by closed manipulation
under general anesthesia and muscle relaxants. We used
the Allis maneuver in a supine position to reduce the right
hip, and the left hip was reduced by reverse Bigelow's ma-
neuver in lateral decubitus position. On table examina-
tion, both hips were stable in all directions. A radiograph
after reduction confirmed concentric reduction in both
hips (Figure 2). A CT scan excludes any intra-articular
fragments or associated fractures (Figure 3). The patient
was admitted for 1-day postreduction without traction,
discharged on the second day with instructions of non-
weight bearing for 2weeks and physiotherapy as local
protocol. At 2-week follow-up, the patient was well and
pain-free and had no mechanical symptoms, with full
range of movement (ROM) in all directions and he started
a partial weight-bearing using a walking frame. At 6-week
follow-up, the patient was well, with full ROM in all di-
rections and started a full weight-bearing. In addition to
the bilateral asymmetrical injury, there was an absence of

@ Pre-reduction

FIGURE 1 Pelvic X-RAY revealed bilateral hip dislocation,
without associated fracture of the pelvis, acetabulum, or femur.

Post reduction

FIGURE 2 Pelvic radiograph after reduction confirmed
concentric reduction in both hips.
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FIGURE 3 Pelvic CT scan excludes any intra-articular
fragments or associated fracture.

associated pelvic or femur fracture or sciatic nerve injury
in such a high-energy injury.

3 | DISCUSSION

Bilateral hip dislocation is rare. Furthermore, the asym-
metry of the dislocation is even rarer, that is because of
the stability of the hip joint which comes from the intrin-
sic factors such as the anteverted femur and acetabulum,
depth of the acetabulum cavity augmented by the la-
brum, extrinsic factors like the thick capsule and a strong
group of muscles and ligaments around the joint. That
makes the asymmetric dislocation a high-energy trauma
that needs a high level of medical suspicion of other inju-
ries else than the dislocation itself.” Since the hip joint
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is the most stable joint in the body, the dislocation needs
high-energy force. ATLS protocol should be done after
such trauma. Associated injuries that are present in up
to 95% of patients including proximal femoral fractures,
pelvis, acetabular fractures and fractures of the ipsilat-
eral lower limb are always to be looked for carefully.'®™*2
In contrast to our case which has no associated fracture,
head, chest, and abdominal injuries are associated with
hip dislocations, which is inconsistent with our patient
who reported no associated injury.'’™** Similar to our
study Alshammari A et al. reported a bilateral asym-
metrical hip dislocation with no concomitant fractures.*
Unlike our case, many cases reported associated acetabu-
lum fractures.'>'® Clinical examination is the most es-
sential technique to diagnose hip dislocation. Plain X-ray
pelvic is enough to confirm the dislocation, and CT scan
postreduction is mandatory to confirm the accepted re-
duction, concentric without a loose body inside the joint
and to exclude any pelvic or femur fracture as done in
our case.'” Hip dislocation classification in our case is
as follows: right posterior hip dislocation radiographic
classified according to Thompson-Epstein as type 1, sim-
ple dislocation with at most insignificant posterior wall
fracture. Left anterior hip dislocation radiographic clas-
sified according to Epstein as 1A: superior dislocations
with no associated fracture. Dislocation reduction must
be applied expediently to avoid complications including
avascular necrosis.* That explains the dependence on
clinical examination in the presence of bad quality plain
radiograph as in our case who was brought to us after 4 h
from the trauma in the absence of a CT scan machine
in the Emergency Department. The reduction should be
done with a properly closed maneuver to prevent the iat-
rogenic acetabulum or pelvic fractures and to prevent the
risk of open reduction complications. Open reduction is
chosen in case of associated fracture in pelvic or femur,
if the dislocation is irreducible or if the reduction is not
concentric'®" After closed reduction, weight-bearing
should be avoided for only 2weeks starting mobilization
as soon as the pain permits, which is consistent with our
protocol.”

4 | CONCLUSION

Bilateral hip dislocation injury may affect the functional
prognosis if the reduction was not performed in the first
6h after the trauma. Clinical management and radiologi-
cal planning must be performed before the reduction.
Associated lesions must be systematically explored and
well treated following ATLS protocol. Interprofessional
cooperation between the surgeon (who decides the
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amount of mechanical load needed for pelvic ring fixa-
tion), and the physical therapy staff is needed for efficient
rehabilitation.
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