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Abstract
The hip is a stable ball-and-socket joint that can tolerate considerable mechanical strain. The anterior hip
dislocation is the least common type of dislocation, accounting for around 8–15% of total hip
dislocations. Bilateral anterior are even rarer and account for less than 1% of all dislocations.

We report a unique case of a bilateral anterior dislocation that presented to our institute within 6 hours of
trauma and was reduced immediately in an operation theatre under propofol anaesthesia.

Hip dislocations constitute a medical emergency and should be detected clinically as soon as possible,
con�rmed radiographically, and treated quickly. If the anterior dislocation is treated promptly, the outcome
is favourable. Follow-up X-rays are recommended every six months for the next two years following
reduction to rule out any late problems.

Introduction
The hip is a stable ball and socket joint capable of withstanding a great deal of mechanical force. The
acetabulum's depth, surrounding ligaments, labrum, and muscles contribute to its stability.(1) Hip
dislocations are categorized as congenital or acquired, depending on the mode of aetiology, and as
anterior or posterior, based on the position of the femoral head following dislocation. Acquired unilateral
posterior dislocation of the hip is typical of a dashboard accident and accounts for most native hip
injuries, with bilateral symmetric hip dislocations being extremely rare.(2) Because of the severity of the
trauma, acetabular fractures often accompany bilateral dislocations.

The treatment of hip dislocation is closed reduction. It is imperative that it should be reduced within 6
 hours to prevent the avascular necrosis of the hip.(3,4) Several maneuvres have been described in the
literature for closed reduction.(1) If the closed reduction is unsuccessful, it is often associated with
fracture of the head of the femur or posterior acetabular wall and should be treated with open reduction.
(1)

We report a unique case of a bilateral anterior dislocation that presented to our institute within 6 hours of
trauma and was reduced immediately in an operation theatre under propofol anaesthesia. The patient
has consented in writing to use his clinical data and photos for submitting the article for publication.

Case Report
A 50-year-old male labourer presented to our institution with excruciating bilateral hip pain and an
inability to walk following a fall off his bike after a head-on collision with a heavy vehicle from behind.
According to the patient, he was seated in the rear seat, with both his hips �exed, abducted, and in mild
external rotation, with his feet �rmly planted on the foot paddles. They were travelling at twenty miles or
thirty kilometres an hour. There had been no concussions, vomiting, or ear bleeds after the impact. The
patient had no prominent family or prior medical history. He was neither intoxicated nor under the
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in�uence of any other substance. The patient's vital signs were steady, and his GCS score was 15. There
was no open wound on either lower leg, and both lower limbs were in 85 degrees �exion, abduction, and
35 degrees external rotation.

There were no signs of motor, sensory, or vascular impairments. There were no injuries to the chest,
abdomen, or spine. IV access and portable X-rays were ordered following analgesic administration per the
ATLS protocol. An antero-posterior X-ray of the pelvis with both hips revealed bilateral anterior dislocation
of both hips (Image 1). Due to the position of both heads adjacent to the obturator foramen, the
dislocations were classi�ed as obturator type. We recommended the patient for a pelvic CT scan to rule
out the possibility of an accompanying acetabular fracture. Due to the arrangement of both lower limbs,
he could not undertake the scan (Image 2). The patient was then taken to the operation theatre for closed
reduction under anaesthesia. We were able to reduce the joints using the Howard manoeuvre.(4) 

 

In this manoeuvre, longitudinal and lateral tractions were applied �rst to the right lower limb and later to
the left. We used external and internal rotation to reduce the hips in conjunction with the traction. The
reduction restored the range of motion and alleviated the pain. The neurovascular status was normal, and
the clinical examination suggested that the hips were stable. Post-reduction joint stability and fractures
were checked in �uoroscopy. The hip joints appeared stable, and �uoroscopy pictures con�rmed no
fractures. Post-operatively, an X-ray veri�ed concentric reduction of both hip joints with no fracture. The
patient was given skin traction for two weeks and then ambulated with partial weight-bearing.(5) The
abduction and external rotation of the limbs were maintained with an A-shaped pillow between the
thighs. Full weight-bearing was allowed after six weeks.

He had no di�culties walking or completing other daily duties. After two years, six-monthly X-rays
revealed no avascular necrosis or osteoarthritis changes (Image 3). The patient can squat and sit cross-
legged, just as before the accident.

Discussion
The anterior dislocation of the native hip is the least prevalent type of dislocation and accounts for
approximately 8–15% of total hip dislocations.(6) Bilateral anterior dislocations comprise less than 1% of
all hip dislocations. Anterior dislocations are more uncommon than posterior dislocations because the
anterior capsule of the hip joint is thicker than the posterior capsule, and the insertion of the iliofemoral
ligament reinforces the anterior capsule.(7)

Most hip dislocations occur due to high-impact injury, particularly in unrestrained passengers. The patient
was riding a bike in the rear seat in our scenario. The direction of applying forces and the local anatomy
of the femur and acetabulum dictate the type of dislocation. If the applied force drives the hip into
abduction and �exion, anterior femoral head dislocation occurs.(2, 8) These forces may act from the knee
up or along the inner thigh. The location of the hip dictates the femoral head's eventual position outside
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the pelvis. Before the application of deforming stress, the hip in its resting �exion and extension postures
results in obturator and pubic anterior dislocations, respectively.

Types

The anterior dislocations have been classi�ed into antero-inferior and antero-superior. These have further
been classi�ed as follows under the Epstein system:

Type I - Superior dislocations

• IA: no associated fractures • IB: associated fracture or impaction of the femoral head • IC: associated
fracture of the acetabulum.

Type II - Inferior dislocations

• IIA: no associated fractures • IIB: associated fracture or impaction of the femoral head • IIC: associated
fracture of the acetabular.(8, 9)

Our patient sustained a dislocation of type 2A. The timing of the reduction is critical. Delay in reduction
causes an increased risk of avascular necrosis of the femur head. Our patient arrived six hours after the
accident.

The patient's initial visit to a primary health care centre and subsequent referral to us caused the delay.
We promptly took the patient to be reduced under propofol anaesthesia. Avn risk is signi�cantly increased
in patients with dislocated hip and concomitant fractures. Numerous factors have a role in the
development of AVN in the aftermath of anterior dislocation.(9)

The primary explanation is that the femur head's blood supply is compromised due to mechanical injury
to the vasculature caused by the head itself. Another cause is spasms of the major blood vessels in the
absence of pathology.(9)

Complications following anterior dislocation have been divided as either early or late. Acetabular
fractures, femoral head fractures, femoral nerve or artery damage, sciatic nerve damage, and ipsilateral
knee injuries such as meniscal tears are early sequelae. Late-term complications include AVN (2–10% of
cases), post-traumatic osteoarthritis (20% of cases), and heterotopic ossi�cation (10% of cases) (2.8 to 9
per cent).(1)

Conclusion
Anterior hip dislocation is rare, and bilateral anterior hip dislocations are infrequent, yet they are a medical
emergency. The dislocations should be promptly detected clinically, veri�ed radiologically, and reduced
immediately. The anterior dislocations should be reduced within six hours to prevent complications. If
closed reduction is unsuccessful, the head should be reduced by open reduction. Before attempting an
open procedure, a CT scan should be performed to rule out intra-articular or impacted fragments. Follow-
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up X-rays should be performed every six months for two ensuing years of reduction to screen any late
complications.
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Figure 1

X-ray demonstrating bilateral anterior dislocation of the hip

Figure 2

position of legs

Figure 3

Post-op X-ray after two years showing no avascular necrosis


