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Abstract
Bilateral posterior hip dislocations are extremely rare. Symmetric dislocations can be easily missed out. A 74-year-old man
presented to the emergency department after sustaining a dashboard injury. The right hip showed a dislocation clinically and
radiographically. The left hip joint had a fracture dislocation which was confirmed radiographically. The right hip joint post-
reduction was stable but the left hip joint was highly unstable after reduction and was managed with posterior fixation. After
fixation, the left hip joint was fully stable and the patient had an excellent prognosis at follow-up of 1 year. The mechanism of
injury must be properly studied and a strong suspicion must be kept for concomitant dislocation in the presence of a high-velocity
injury as clinical examination in these situations can be misleading. Once adequately diagnosed, the treatment protocols are
simple and the outcomes are excellent for the patient.
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Introduction

Posterior hip dislocation is the most common type of hip dis-
location with more than 90% occurrence [1, 2]. Bilateral hip
dislocation is a rare injury with only about 104 cases reported
in the literature. Mostly, reported cases are asymmetric with
one of the hips being anteriorly dislocated and the other pos-
teriorly. The incidence of symmetric bilateral dislocations is
further less [3]. Bilateral posterior dislocation is common in
male patients occurring as a result of dashboard injury. It is an
orthopedic emergency; early detection and reduction is essen-
tial to prevent long-term complications [4, 5]. We present a

case report of a 74-year-old male patient with bilateral sym-
metric posterior dislocation of hip joints. The patient had a
transverse plus posterior wall fracture of the left acetabulum.

Case Report

A 74-year-old male patient presented to the hospital after sus-
taining a dashboard injury. The patient was seated in the back-
seat of a bus and during a collision sustained a dashboard
injury. Multiple abrasions were present over both the knees
and trochanteric regions. There was no neurovascular deficit.
The right lower limb was held in an attitude of flexion, adduc-
tion, and internal rotation.

The radiographs showed posterior dislocation of the right
hip joint with the head lying posterior superiorly. A transverse
plus posterior wall fracture of the left acetabulum was also
visualized with the head lyingmedially and superiorly (Fig. 1).

Closed reduction of the bilateral hip joints was planned
under general anesthesia. The patient was taken to the opera-
tion theater approximately 3 h after injury. The right hip was
reduced using Allis maneuver and the stability of the hip was
checked by loading at 30°, 60°, and 90° of hip flexion. The
right hip was found to be stable. Thereafter, reduction of the
left hip joint was attempted. The left hip joint was found to be
highly unstable, dislocating at even 0 degree of flexion on
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loading (Fig. 2). The CT scan showed the left femoral head to
be dislocated and lying posteriorly. A transverse plus posterior
wall of the left acetabulum was visualized (Fig. 3). The 3D
reconstruction images further helped to delineate the fracture
(Fig. 4 and Fig. 5).

A plan for open reduction and fixation of the acetabular
fracture was made.

Multiple comorbidities in the form of diabetes, poor cardi-
ac output, and chronic kidney disease were observed. The
patient also had fractures of the maxilla and mandible.

Considering the patient’s comorbidities and general status,
a primary plan for posterior fixation was made. The plan for
anterior fixation was to be decided intra-operatively depend-
ing on the stability after posterior fixation.

After general anesthesia, the patient was placed in a left
lateral position. A Kocher-Lagenback approach was used.
Type 2 bleeding of the femoral head was visualized and the
hip joint was inspected for any intra-articular fragments.
Thereafter, reduction of the femoral head was done and

fixation of the posterior column and posterior wall was done.
The hip joint stability was checked and the anterior column
was managed conservatively. After that, the patient was taken
in a right lateral position and the right hip joint was cleared of
intra-articular fragments. The post-operative X-ray showed
both the hip joints in well reduced position (Fig. 6). Skin
traction was applied to bilateral lower limbs and pelvic lifting
was allowed. After 3 weeks, the patient was allowed high
sitting and wheel chair mobilizationwas done.Weight bearing
with walker was allowed at the end of 6 weeks. At 3 months,
the patient was weight bearing with stick (Fig. 7). At 1 year
follow-up, the patient is completely pain-free and walking
without support (Fig. 8, Fig. 9, and Fig. 10).

Discussion

The first case of bilateral hip dislocation was reported by
Singowitz in 1830 [6]. A total of 13 reported cases were
reviewed by Packard in 1883 in which there were 8 asym-
metric, 3 bilateral posterior, and 2 bilateral anterior dislo-
cations highlighting the rarity of bilateral symmetric dislo-
cations [7]. Epstein’s series of 583 hip dislocations identi-
fied 10 bilateral dislocations with 8 being asymmetric and 1
each symmetric [8, 9]. Brav’s review of 517 patients iden-
tified 6 bilateral dislocations with 3 being asymmetric and
only 1 being bilateral posterior dislocation further
highlighting the rarity of the injury [10]. Thus, bilateral
posterior dislocations of the hip joint are among the rare
injuries reported in literature.

The effect of gender on dislocations is seen as most of the
reported cases are male. The higher incidence is attributed to
greater retroversion or reduced anteversion in males making
them susceptible to posterior dislocations [11]. Furthermore,
the females also have more anteverted acetabuli in addition to
anteverted femoral heads for acceptance of greater axial fem-
oral loads thus being less susceptible to posterior dislocations
[12].

The hip joint capsule is weakest in the posterior region so
the chances of posterior dislocation are higher. The
iliofemoral ligament is located anteriorly, being the strongest
ligament in the body helps to prevent dislocation anteriorly.
The ischiofemoral ligament helps to prevent dislocation pos-
terior superiorly but it is not as strong as the iliofemoral liga-
ment. Furthermore, as the hip joint is in a position of flexion,
the force vector causes it to dislocate posteriorly [13]. The
most common mechanism of injury is a road vehicle accident.
Both the hip joints may have dislocated simultaneously or one
by one with the first one occurring at the time of injury and the
second during extrication [2, 14].

A thorough clinical examination is not able to always es-
tablish the diagnosis of a bilateral dislocation. As both the hip
joints are dislocated, so limb length discrepancy does not help.

Fig. 1 Showing posterior dislocation of bilateral hip joints

Fig. 2 After reduction of right hip joint. Left hip joint dislocated
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Fig. 3 Showing transverse CT section with fracture dislocation of left hip joint
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The lower limbs may be held in a position of flexion, adduc-
tion, and internal rotation but if there is a fracture of the pos-
terior wall, the dislocation can be missed [15]. In addition to
routine X-rays, a CT scan should also be done before reduction if the X-ray is suggestive for wall and/or column

fractures. This can help in establishing the diagnosis [16]. It is
also imperative to document neurovascular status as the pos-
terior dislocation can lead to pressure on the sciatic nerve [9].
The presence of other concomitant injuries must be looked
into as both the hip joints are dislocated. The presence of
bilateral dislocation itself suggests that the injury is a high-
velocity injury [2].

Emergent reduction is the standard protocol of manage-
ment that should be essentially followed. Following reduc-
tion, the stability of the joint should be assessed by loading

Fig. 4 Showing 3D posterior view of the fracture of left hip joint

Fig. 5 Showing 3D anterior view of the fracture of anterior column of the
left hip joint

Fig. 6 Showing immediate post-operative reduction X-ray showing both
the hip joints in well reduced position

Fig. 7 Showing X-ray at 3 months follow-up with the fracture uniting
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at 30°, 60°, and 90° [10, 17]. Weight bearing should be
based on the pattern of injury, although weight bearing does
not affect the outcome. The maximum literature suggests
limiting weight bearing for some time after the injury [9,
17].

The general outcome of bilateral dislocations is good [7].
Considering the number of limited cases reported in literature,
a consensus is difficult to establish.

Conclusion

Bilateral symmetric dislocations of the hip joint are a rare
injury. These injuries are even less common than asym-
metric bilateral hip dislocations. The mechanism of injury
must be properly studied and a strong suspicion must be
kept for concomitant dislocation in the presence of a
high-velocity injury as clinical examination in these situ-
ations can be misleading. Once adequately diagnosed, the
treatment protocols are simple and the outcomes are
excellent.

Compliance with Ethical Standards

Conflict of Interest The authors declare that they have no conflict of
interest.

Ethical Approval All procedures performed in studies involving hu-
man participants were in accordance with the ethical standards of the
institutional and/or national research committee and with the 1964
Helsinki declaration and its later amendments or comparable ethical
standards.

Informed Consent The patient was informed that the data concerning
the treatment would be published and consented for the same.

Fig. 8 Showing AP view of the fracture dislocation at 1 year of follow-up

Fig. 9 Showing internal oblique view of the fracture dislocation at 1 year
of follow-up

Fig. 10 Showing external oblique view of the fracture dislocation at
1 year of follow-up
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