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Case Report

Abstract
Traumatic anterior dislocation of the hip without fracture of the acetabulum or femoral head is rare. They 
are often secondary to high-energy kinetic accidents. Early therapeutic management in a specialized faci-
lity prevents the risk of complications. 

We report the case of an obturator dislocation of the left hip in a 31-year-old merchant following a road 
traffic accident.

Introduction
	 Traumatic coxofemoral dislocation in adults is defined as total and permanent posterior or anterior 
displacement of the femoral head from the acetabular cavity [1].

	 Hip dislocation has become more and more frequent in recent decades, due to the increase in road 
traffic accidents, particularly motorcycle cabs. There are 2 types of pure hip dislocation: posterior disloca-
tion is the most common (75%) [2], with its two forms, iliac (50%) and ischial (25%), and anterior disloca-
tion (25%), with its two forms, pubic (15%) and obturator (10%) [3]. The obturator variety, which occurs 
during forced flexion, abduction and external rotation [4], is rarely observed.

	 We report a case of obturator dislocation of the left hip in a 31-year-old merchant following a mo-
torcycle traffic accident.

Clinical Observation
	 This is a 31-year-old merchant with no previous morbid history who was the victim of a road traffic 
accident. He was a rear passenger in a motorcycle cab with a shoe bag between his thighs when he collided 
with another motorcycle cab with an impact to the inside of the left knee.
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	 One hour after the accident, he was admitted to the emergency department with pain and functional 
impotence of the left pelvic limb and hip deformity.

	 Clinical examination revealed a pelvic limb in flexion, abduction and external rotation (Figure 1).

	 The vascular and neurological examination was normal, and the rest of the examination was unre-
markable. An emergency radiograph of the pelvis showed an anterior obturator dislocation of the left hip 
(Figure 2).

	 The patient was rushed to the operating room for reduction of his dislocation. The reduction was 
performed 30 minutes after his arrival at the emergency room, under general anesthesia. After sedation, he 
was placed on the floor and reduction was performed using the ALLIS maneuver : an assistant stabilizing 
the pelvis, knee flexed to release the hamstring, operator pulling in the axis of the femur with slight adduc-
tion and internal rotation of the hip. A clicking sound was audible during reduction. On testing, the hip was 
stable after reduction, with no inequality in pelvic limb length (Figure 3).

	 Radiographic control using an image intensifier confirmed reduction without associated bone 
lesions or intra-articular fragments (Figure 4), as did a control radiograph of the front pelvis at D2 (Figure 
5).

	 CT scan before and after immediate reduction could not be performed. Related to what?.

	 Follow-up imaging at M22, in particular X-ray and CT scan, showed no evidence of osteonecrosis of 
the femoral head.

	 The 22-month follow-up showed a PMA functional score of 18, with no hip stiffness or pain.

Figure 1: Clinical image at reception, showing the left 
pelvic limb in a vicious attitude, hip in flexion, abduction 
and external rotation.

Figure 2: Front pelvic X-ray showing left obturator 
dislocation.



Page 3

Vol 11: Issue 04: 2329

Figure 3: Clinical image of the patient after reduction, 
showing normal attitude of the pelvic limbs.

Figure 4: Scopic inspection confirming reduction without 
associated bone lesions or intra-articular fragments.

Figure 5: Front view of pelvis after orthopedic reduction.

Discussion

	 Traumatic obturator dislocation is a rare variety of hip dislocation [5].   

	 The rarity of obturator anterior dislocation of the hip is due to the strong anterior capsule and Y-
shaped ligament of Bigelow [6]. Traffic accidents are responsible for the majority of this type of dislocation, 
and exceptional cases have been described during sports activities [7]. In our case, the dislocation occurred 
after a road traffic accident involving two two-wheeled machines.

	 The anterior dislocation occurred during flexion-abduction-external rotation on impact with the me-
dial aspect of the knee, with a cam effect of the greater trochanter on the ilium in maximum abduction [4].

	 This mechanism was found in our case: the patient supported on a motorcycle with a shoe bag 
placed between the thighs, an attitude which puts the hip in abduction-external rotation flexion. 

	 Several studies in the literature show different classifications of hip dislocations (classification by 
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Levin, Dunn, Bigelow, Castaing, Pipkin etc.) [6,8]. We used Epstein’s classification for our patient.

	 Dislocation is an orthopaedic emergency, and closed reduction is the routine treatment for trauma-
tic forms of the anterior obturator type [2,3]. 

	 The therapeutic management of obturator dislocation is an orthopaedic emergency, and reduction 
should be performed under general anaesthetic, with complete muscle relaxation using a first traction ma-
noeuvre in the axis of the femur, followed by adduction and internal rotation of the femoral head [9]. The 
ideal time to achieve this reduction remains controversial. According to Houggard, it is less than six hours 
[10], but according to Brau AE, it could be up to twelve hours [11].

	 In our case, reduction was performed one hour and thirty minutes after the trauma. Under general 
anaesthesia, the patient was placed on a hard surface and the limb was pulled in line with the femur, fol-
lowed by internal rotation and extension of the limb.

	 After reduction, some authors recommend light traction for analgesic purposes for a few days. A six-
week period of offloading, with gradual resumption of weight-bearing, is the rule. Rehabilitation should be 
carried out early on, focusing on active mobilization [12]. 

	 At present, there are no scientific arguments to justify the benefits of traction and unloading in redu-
cing the risk of cephalic necrosis of the femoral head [13]. Cantonné et al. recommend early weight-bearing, 
then total weight-bearing at d15, with avoidance of external rotation for 03 weeks in the case of anterior 
dislocation [14].

	 Traction was applied for 03 weeks, followed by non-weight-bearing walking for a further three 
weeks. Full weight-bearing was allowed on the 45th day of reduction.

	 The risk of cephalic necrosis increases with the delay in reduction. This risk is 30% in adults [15]. 
Houggard [10] observed 47% necrosis when the reduction delay exceeded 6 hours. 

	 The long-term risk is marked by necrosis of the femoral head (4%); this risk is increased when the 
reduction time exceeds 3 hours [16], with a necrosis rate of less than 15% in the case of reduction before 
12 hours and over 50% beyond that [17].

	 However, these figures mainly concern lesions associated with acetabular or femoral head fractures, 
and the rate is certainly lower in isolated dislocations, as observed in our study.

Conclusion

	 Anterior obturator dislocation of the hip is rare.

	 Its rarity is due to the stability of the hip joint, its deep position and the capsule of strong ligaments 
and muscles surrounding it. Early diagnosis and management are crucial to avoid aseptic necrosis of the 
femoral head.
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