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Abstract 

Asymmetrical traumatic bilateral hip dislocations are rare in comparison to unilateral dislocations. In the present case report, we presented a 
20-year-old man suffering from the asymmetrical traumatic bilateral hip dislocation, anterior dislocation on the left side, and posterior 
dislocation associated with acetabulum fracture on the right side. Both dislocations were closely reduced in the operating room, and skeletal 
traction was applied to the right side due to the instability. A week later, the acetabular fracture went through the open reduction and internal 
fixation via the posterior Kocher-Langen beck approach. The 4-year follow-up of the patient was favorable. 
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Introduction 

Hip dislocations almost always occur as a result of a high energy 
trauma and up to 90 percent of these dislocations are posteriorly 
displaced (1, 2). Bilateral hip dislocation, as a rare clinical 
occurrence, accounts for less than 2 percent of all cases of hip 
dislocation (3, 4). To add to this scarcity, asymmetrical traumatic 
bilateral hip dislocation has been only reported in 34 cases in 
English medical literature (5). 

We herein presented a case of asymmetrical traumatic 
bilateral hip dislocation with left-sided anterior dislocation and 
right-sided posterior dislocation associated with posterior 
column and posterior wall fracture of the acetabulum.  

Case Report  

A 20-year-old gentleman was referred to the emergency 
department of Emam Hossein Hospital, Tehran, Iran institute 
complaining of bilateral severe hip pain five hours after a high-

velocity motor vehicle accident (MVA). During the initial 
trauma survey, he was found to be hemodynamically stable with 
no obvious signs of head trauma (Glasgow Coma Scale (GCS): 
15/15). On the physical examination, both lower extremities had 
a gross deformity, with left-sided abduction and external 
rotation as well as right-sided adduction and internal rotation 
deformities. The range of motion of both hips was thoroughly 
restricted in passive and active movements. Neurovascular 
examination of both lower limbs revealed normal distal arterial 
pulses with sensory functions and intact motor. 

An anteroposterior pelvic projection was obtained and a 
posteriorly dislocated right hip associated with acetabular 
fracture and a left anterior-inferior hip dislocation were 
uncovered (Figure 1). 

The patient was urgently transferred to the operating room, 
and both hips were reduced by the closed means under general 
anesthesia. The left hip was reduced first using the Allis 
maneuver and then the right-sided reduction was reduced with 
the modified Allis maneuver. The right hip was unstable after the  
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Figure 1. Anteroposterior X-ray of the pelvis showing bilateral hip 
dislocations with an associated right acetabular fracture 

 

Figure 2. The post-reduction X-ray showing satisfactory reduction of 
both hips 

 
reduction; therefore, the distal femoral skeletal traction was 
applied. Post-reduction radiographs revealed a satisfactory 
reduction of both hips (Figure 2). Also, a post-reduction CT scan 
showed a comminuted right posterior column and wall acetabular 
fracture with retained intraarticular fragments (Figure 3). 

Internal fixation of the right acetabular fracture was carried 
out seven days later during the course of admission through the 
posterior Kocher– Lange beck approach. The intra-articular 
fragments were also removed and articular reduction was 
directly visualized. Two lag screws were placed in the wall 
fragment and then the posterior column. Finally, the wall was 
fixed using pre-contoured 3.5-mm pelvic reconstruction plates 
with proximal and distal screws in the ilium and ischium 
respectively (Figure 5).  

Figure 3. Axial CT showing right acetabular fracture with intra-
articular fragments 

 

Postoperative X-rays (Figure 4) and CT scan (Figure 5) 
confirmed acceptable reduction of the right acetabulum and 
removal of the intra-articular fragments. 

The early postoperative period was uneventful. The patient 
remained non-weight bearing for 12 weeks and returned to his 
normal activity at 6 months. He was also followed for a four-year 
period with regular visits at 6 weeks, 3 months, 6 months, 1 year 
post-operatively, and then yearly thereafter by taking pelvic 
radiographs (Figure 6). He is currently pain-free and use no 
walking assistance devices with a normal range of motion of his 
left hip and near-normal range of his right side. 

Discussion  

Comprising less than five percent of all joint dislocations, 
traumatic hip dislocations are relatively uncommon (6). 
Automobile and motorcycle high-velocity accidents constitute 
the main mechanism of energy transfer in up to 60 percent of 
hip dislocation cases (3, 7). 

The femoral head may dislocate anteriorly, posteriorly, or 
inferiorly relative to the acetabulum. With a prevalence of more 
than 85 percent, posterior hip dislocations are the most 
commonly diagnosed type and mainly occur when a flexed knee 
is rapidly decelerated as seen in “dashboard injuries”. 

The most frequently associated fracture with posterior hip 
dislocation is the posterior-wall acetabular fractures (8, 9). The 
less common anterior hip dislocations, which constitute less 



A rare case of bilateral hip dislocation with posterior column acetabulum fracture                                                                                                              e51 
 

Journal of Clinical Physiotherapy Research. 2021;6(4): e51 

This open-access article distributed under the terms of the Creative Commons Attribution NonCommercial 3.0 License (CC BY-NC 3.0). Downloaded from: http://journals.sbmu.ac.ir/ physiotherapy 

 

Figure 4. Post-operative X-rays showing both congruent hips 
 

Figure 5. Post-operative coronal and axial CT showing acceptable reduction and removal of the intra-articular fragments 
 

Figure 6. AP (a) and oblique (b) X-rays four years after the surgery 
 

than 12 percent of cases, are usually inferior, however superior 
dislocations also take place. Forceful abduction and external 
rotation are believed to be the injury mechanism in 
anteroinferior dislocations (8, 9). 

Only about 1.25 percent of hip dislocations are bilateral, 
which comprises about 0.05% of all hip joint dislocations (5, 10-
12). First described by Anderini in 1845 (13), cases’ presenting 
with bilateral asymmetric hip dislocations associated with 
acetabulum fractures has been scantily reported in the literature 
(9, 14-20). 

In a total of 204 traumatic hip dislocations analyzed by 
Thompson and Epstein (21), less than 10 bilateral dislocations 
were identified. 

Sahin et al. (20) reported a case of bilateral asymmetric hip 
dislocation with bilateral acetabular fractures. However, unlike 
our case, the fractures were nonoperatively managed with a fair 
outcome. Mortazavi et al. (22) reported a similar case, but with 
bilateral femoral head (Pipkin) fractures that unlike our case 
was operated via anterior hip approach. In a 32-year-old 
patient reported by Pathinathan et al. (23), the bilateral hip 
dislocations were irreducible and went through emergent open 
reduction. 

We believe that adduction and internal rotation of the right 
hip and abduction and external rotation of the left hip resulted 
in such fracture-dislocation pattern in our case. 

Despite the distinguished signs and symptoms, bilateral 
traumatic hip dislocations are reported to be missed in as many 
as half the patients in the initial survey. This is believed to be due 
to the failure to attain one of the so-called “big three films” in the 
multiple trauma patients that underwent the anteroposterior 
pelvic radiograph (24). Upon initial diagnosis, complementary 
imaging including Judet oblique views can help identify 
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associated acetabular fractures or intra-articular fragments 
which may cause a subsequent incongruent reduction. 

Although being very informative, a pre-reduction CT scan is 
often considered not necessary because of the potential delay in 
the time-sensitive joint reduction. After the emergent reduction, 
obtaining a pelvic CT scan especially with three-dimensional 
reconstructions of the bony structures plays an important role in 
the definitive treatment planning and fixation of patients with 
complex acetabular fractures. As with our case, CT also helped 
detect intra-articular fragments too small to be identified on a 
plain X-ray (9, 25-29).  

We used more common Allis maneuver to reduce the right 
hip but the anteriorly dislocated hip joint on left side was 
reduced by adding an adduction force to the maneuver along 
with mediolateral traction. As it is less frequently encountered, 
reducing the anterior hip dislocation is more difficult than 
posterior dislocation (30, 31). This added lateral traction to the 
conventional Allis maneuver extricates the trapped femoral head 
from the soft tissues about the obturator foramen in cases of 
anteroinferior dislocation. Dudkiewicz et al. (32) reported that a 
routine post-reduction CT must be obtained in all cases of hip 
dislocation to assess congruency and to rule out the presence of 
possible unnoticed bony fragments. In our patient, CT revealed 
a posterior wall and column fracture with incongruent reduction 
and intraarticular loose fragment on the right side and 
congruent reduction on the left side without any fragments.  

Many previous studies recommended applying traction, 
either skeletal or skin, to the dislocated hip after reduction for a 
duration of three to eight weeks (16, 33), although some authors 
opposed such prolonged duration of immobilization. We kept 
the index case on 15 pounds of distal femur skeletal traction for 
one week before the surgery. 

Timely reduction of a dislocated hip might play an essential 
role in the progression of late complications such as 
osteonecrosis of the femoral head. Many studies recommend 
that a reduction, either closed or open, performed within 6 hours 
of dislocation may reduce the risk of subsequent avascular 
necrosis of the femoral head (9, 27, 34-36). In our case, both hips 
were reduced within 6 hours of trauma and the long-term 
outcome of the patient was favorable. 

Conclusion   

Although asymmetrical bilateral hip dislocation is a rare entity, 
it is considered an orthopedic emergency. Missed or prolonged 
dislocations may result in debilitating complications such as 
avascular necrosis of the femoral head and subsequent arthritis. 

Thus, early diagnosis with timely management of the dislocation 
is essential for the long-term prognosis of such injuries.  
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