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CASE REPORT

The hip joint is an inherently stable joint, with 
a significant force being required for dislocation 
to take place.[1] Dislocation of the hip presents an 
extremely low proportion of all joint dislocation. In 
the literature, asymmetrical bilateral hip dislocation 
and bilateral dislocation account for 2 to 5% of joint 
dislocations of any nature and for only 1% of all hip 
dislocations.[1-3]

In this article, we present a rare case of 
asymmetrical bilateral hip dislocations combined 
with acetabulum and bilateral pubis fractures. In 
addition to other forms of hip dislocation, the 
morbidity rate of such a case is quite low. Relevant 
literature reveals no record of similar cases with a 
corresponding injury mechanism.

CASE REPORT

A 49-year-old male was working at a mine unrestrained 
was involved in a serious tramcar accident. He was 
admitted to the local emergency department with 
an open injury of the left lower limb, bilateral hip 

Traumatic bilateral hip dislocation is a rare phenomenon. 
Simultaneous traumatic asymmetrical bilateral hip dislocation is 
even more unusual. There is no report in the literature regarding 
the mechanism of injury in tramcar squeezing. A 49-year-old 
male who had a serious tramcar accident and developed 
asymmetric bilateral hip dislocations (left posterior, right 
anterior) combined with fracture of left acetabulum and multiple 
injuries was admitted. Right hip dislocation was treated with 
manual reduction. Left hip dislocation, fracture of acetabulum 
and bilateral pubis, and open wound of left thigh were treated 
with open reduction and internal fixation. In conclusion, hip 
dislocation should be performed with manual reduction within 
6 h. If manual reduction fails, open reduction and even internal 
fixation can be performed to prevent complications, such as 
avascular necrosis of the femoral and heterotopic ossification.
Keywords: Asymmetrical hip dislocation, trauma, traumatic hip 
dislocation.
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pain and deformity combined with and abdominal 
injury 5 h after the accident. Bilateral supracondylar 
traction of the femur and debridement and suture of 
the left thigh were performed immediately at the local 
hospital. Due to the concomitant visceral injury, an 
exploratory laparotomy was performed and, one day 
later, the patient was transferred to the emergency 
department of our hospital after hemodynamic 
stability was achieved.

In our hospital, the left lower extremity was 
adducted, flexed, and internally rotated, with 20 cm 
infectious wound on the back of his thigh. The right 
lower extremity was abducted, flexed and externally 
rotated (Figure 1). In the emergency department, pelvis 
computed tomography (CT) revealed asymmetrical 
bilateral hip dislocation (left posterior, right anterior) 
and fractures of the left acetabulum and bilateral 
pubis (Figure 2). Other injures included fractures 
lumbar 1-5 transverse processes, liver, kidney, and 
lung dysfunction. The patient was transferred to 
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the operating room where manual reduction was 
performed under general anesthesia. The anterior 
dislocation of the right hip joint was successfully 
reduced. Manual reduction of the posterior 
dislocation of the left hip joint was also attempted; 
however, reduction failed after the second attempt. 
Due to hemodynamic instability, manual reduction 
was not attempted and open reduction was not 
considered. Meanwhile, the patient was transferred 
to the monitoring room of the trauma center to 
maintain its hemodynamic stability. Postoperative 
three-dimensional CT scan showed that the right 
femoral head was in place and the left femoral head 
was located behind and above the acetabulum. After 
the evaluation of the anesthesiology department, 
emergency operation was performed on the second 
day. Open reduction and internal fixation of the 
left acetabular posterior wall were performed 
combined with open reduction of the left hip joint 
and debridement of the left thigh.

After surgery, deformities of both lower limbs 
were corrected. Due to severe systemic symptoms 
and multiple injuries, the patient was transferred to 
the surgical intensive care unit for the supportive 
treatment. Postoperative CT scan revealed that 

the fracture fragment in the posterior wall of left 
acetabular was successfully reduced. Three weeks 
after the injury, the left acetabular anterior wall 
fracture was treated with open reduction and internal 
fixation (Figure 3). After the operation, the patient 
received physical therapy in bed including quadriceps 
strengthening exercises and active range of motion. 
The left hip pain was relieved successfully after 
surgery.

FIGURE 1. The picture of general appearance after the 
injury.

FIGURE 2. Three-dimensional computed tomography scan 
of the patient after injury revealed asymmetric bilateral hip 
dislocation.

FIGURE 3. Postoperative anteroposterior radiograph of the 
pelvis showing bilateral hip joints in place and good reduction 
of acetabular fractures.
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Five months after the injury, the patient was 
usually in a good condition. The quadriceps muscle 
strength of both lower limbs at level V, the posterior 
muscle group of the lower leg at level IV+, and the 
anterior muscle group at level IV+ with a good range 
of motion was achieved. The flexion of the left knee 
joint was slightly impaired due to tissue necrosis 
at the back of the left thigh and partial removal of 
the biceps femoris. Radiological evaluation showed 
that both hips, pelvis, and acetabulum were in a 
good shape. However, heterotopic ossification of the 
left hip joint was observed. No osteonecrosis of the 
femoral head in bilateral hip joints was observed. The 
patient was lost-to-follow-up due to noncompliance 
to scheduled visits. A written informed consent was 
obtained from the patient.

DISCUSSION

Traumatic hip dislocations account for 2 to 5% of all 
dislocation, while bilateral hip dislocation accounts 
for 1% of all hip dislocations. Hip dislocation is 
usually common in traffic accidents, but asymmetrical 
bilateral hip dislocation is rare.[4,5] We reviewed 
the literature reports associated with asymmetrical 
bilateral hip dislocation. The most common injury 
mechanism in the English literatures is “instrument 
panel injury”.[5-12] The second most common mode of 
injury was weight from above (n=17, 19%), followed 
by pedestrian struck by motor vehicle (n=14, 15%) and 
fall (n=5, 5%).[10] Currently, it is mainly believed that 
the type of traumatic hip dislocation is determined 
by the position of the lower limb at the time of the 
impact and the direction of the vector applied. The 
force acts on the knee relative to the adduction of 
the hip joint, creating a backward force, resulting 
in posterior dislocation. The force acts on the knee 
relative to the abduction and rotation of the hip 
joint, creating a forward force, leading to anterior 
dislocation.[6] In posterior dislocation, the hip rotates 
inward, bends and adducts, while the hip rotates 
outward and abducts in anterior dislocation.[7] In 
the present case, the tramcar hit the lumbosacral 
area from the left and back of the patient, causing 
the body to rotate to the right and flexion of the 
hips and knees, and flexion of the waist. The right 
femoral head was displaced downward and forward 
relative to the acetabulum, and the left femoral head 
was displaced backward and forward relative to the 
acetabulum. The tramcar, then, pushed the patient 
to the wall and both knees hit the wall, causing 
asymmetrical bilateral hip dislocation (Figure 4).

Fang[13] reported a case of interesting and mild 
similar injury mechanism. If a heavy object falls on 

the lumbosacral region of a person who is bending 
down, the lower extremity is in a posture of hip and 
knee flexion, the pressure on the lumbosacral area 
increases and causes the head of the femur head to 
move backward, leading to posterior dislocation. 
Meanwhile, the hip joint that is further back is in 
extension, and the increased force in the lumbosacral 
area causes anterior dislocation of the hip joint. This 
kind of dislocation may also occur, if one of the hip 
joints is flexed and adducted, and the other abducted 
and flexed during the process of the injury.[13] In our 
case, the movement of the hip joint was restricted 
after manual reduction, and the T-shaped pillow was 
used to maintain abduction and external rotation. 
Abdulfattah Abdullah et al.[14] reported that the 
patient should rest in bed for three weeks, and use an 
T-shaped pillow, then remove the traction and start 
physical therapy. Karaarslan et al.[15] concluded that 
successful treatment, early full-load mobilization, 
and early passive motion plus active auxiliary motion 
were very useful.

Once associated injuries are ruled out, reduction 
should be performed as soon as possible under 
general anesthesia or conscious sedation. If full 
muscular sedation is available in a safe manner 
in the emergency room and there are no other 
contraindications to attempted reduction; e.g., femoral 
neck fracture or acetabulum fracture, and reduction 
can be performed in a safe and timely manner in the 
emergency room setting.[10] The current main view is 
that hip dislocation should be reduction within 6 h 
as far as possible, and at least within 24 h. The earlier 
reduction, the risk of avascular necrosis of the femoral 

FIGURE 4. Schematic diagram of the patient's injury 
mechanism.
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head would decrease.[8,10] The rate of osteonecrosis 
varies from 5% if the hip dislocation is reduction in 
less than 6 h after injury to 50%, if the hip dislocation 
is reduction more than 6 h after injury.[16]

In conclusion, given the severity of the associated 
complications, every effort should be made to ensure 
prompt diagnosis and immediate therapy. The 
optimal management of a patient presenting with 
asymmetrical hip dislocations and hemodynamic 
instability is disputed. A special attention must be 
paid to early rescue procedures, including initial 
circulation support and elimination of bleeding, as 
well as manual reduction or open reduction and 
internal fixation. With the application of enhanced 
recovery after surgery in traumatic orthopedics and 
the rapid coordination of various departments, the 
effect of hip dislocation treatment would be enhanced, 
and the rate of complications would decrease.
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