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hospital (8 hours after the accident) with a GCS of 6 upon admis-
sion and was hemodynamically stable. The patient was diagnosed 
as suffering from an interpeduncular concussion and subarachnoid 
hemorrhage by the Neurosurgery and Neurological Endovascular 
Therapy Department, and nonsurgical management was decided.

During the orthopedic physical examination of the patient, we 
found clinical signs of a bilateral hip dislocation; the right lower 
extremity was in internal rotation and adduction and was shortened, 
while the left leg was in abduction and external rotation and was 
shortened. Both limbs had normal vascular status distal to the injury 
site.

The clinical diagnosis of a bilateral hip dislocation on the right 
posterior side and the left anterior side (Figure 1) was confirmed 
by plain radiographs of the pelvis. Under sedation and given the 
patient’s neurological condition, we proceeded to perform closed 
reduction maneuvers (Allis method). A concentric reduction of both 
hips could be observed from the simple radiographs taken before 
the reduction maneuvers. We also visualized a Hill-Sachs-type 
injury on the left side (Figure 2). A computed tomography (CT) 
scan was requested, which confirmed an adequate concentric re-
duction. The scan also showed a non-surgical acetabular posterior 
wall fracture and a Hill-Sachs-type injury in the left femoral head, 
as observed on plain radiographs (Figures 3, 4). The post-reduction 
management included not supporting the body weight for 3 weeks. 
During this period, controlled mobility of the hip was allowed with 
a maximum flexion of 90°, extension of 0°, abduction greater than 
40°, free adduction, and internal and external rotation of up to 45°. 
Afterwards, weight bearing and free mobility of both hip joints 
were permitted as tolerated. At 16 weeks of progress, the patient 
had a visual analog scale score of 2 and a Harris score of 70 points. 
Currently, the patient is in his third year after the injury and remains 
asymptomatic, with a Harris score of 92 and a visual analog scale 
value of 0.

Discussion

Etiology and mechanism of injury

A bilateral asymmetric hip dislocation is a rare lesion, 
with only 27 cases reported in the English literature in the 
last 12 years. However, we have observed an increase in the 
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Bilateral asymmetric hip dislocation.  
A case report and literature review

There are few reports in the literature on bilateral asymmetric 
hip dislocations. A total of 27 cases have been described since 
2000, the majority of which (19 cases) were related to some type 
of car accident. Normally, these injuries are associated with 
high-energy mechanisms; in car accidents, these injuries are of-
ten an indirect hip trauma due to the direct impact on the knees 
by the vehicle dashboard. Our report is about a 30-year-old 
male patient who was involved in a rollover crash and was ad-
mitted to our Shock Trauma Unit 8 hours after his accident. We 
performed closed reduction maneuvers (Allis); the post-reduc-
tion management included limited-range hip movement for 3 
weeks and body weight bearing, as tolerated, from the 4th week 
onwards. Currently, the patient is in his third year of progress 
with a satisfactory outcome. We consider it appropriate to un-
dertake a review of the literature on hip dislocation, including 
its etiology, diagnosis, treatment, and possible complications.
Key words: �Hip dislocation - Accidents, traffic - Hip.

The frequency of bilateral hip dislocations is rare, repre-
senting approximately 1.25% of all hip dislocations.1 

We searched PubMed with the keywords “hip”, “traumat-
ic”, “dislocation”, and “bilateral” using the Boolean “and” 
and found 27 reported cases of bilateral asymmetric hip 
dislocations caused by trauma in the literature in English 
within the last 12 years. We found that 19 of these cases 
were associated with car accidents. According to our re-
search, we present the 28th case, reported in English, of a 
30-year-old male patient who was involved in a car acci-
dent and suffered a bilateral asymmetric hip dislocation.

Case report

In this case, a 30-year-old male patient was involved in a car 
accident (rollover) on a medium-high speed road and was thrown 
from the vehicle. He was admitted to a secondary hospital in a rural 
area of our state and was hemodynamically stable, with a Glasgow 
Coma Scale (GCS) of 15. In the emergency room, the patient suf-
fered progressive neurological deterioration and a decrease in the 
Glasgow Coma Scale of 6 points, leading to an endotracheal intu-
bation 4 hours after admission. The patient was transferred to our 

Corresponding author: C. Acosta-Olivo, Orthopedics and Traumatol-
ogy, 4th Floor, Hospital Universitario “Dr. Jose E. Gonzalez”, Madero y 
Gonzalitos, Mitras Centro, 64480 Monterrey, NL, Mexico. 
E-mail: dr.carlosacosta@gmail.com

Anno: 2013
Mese: OTTOBRE
Volume: 26
No: 5
Rivista: CHIRURGIA
Cod Rivista: CHIRURGIA

Lavoro: 4138-CHIR
titolo breve: Bilateral asymmetric hip dislocation
primo autore: ACOSTA-OLIVO
pagine: 355-9

M
IN

ERVA
 M

EDIC
A

COPYRIG
HT®

T
hi

s 
do

cu
m

en
t 

is
 p

ro
te

ct
ed

 b
y 

in
te

rn
at

io
na

l c
op

yr
ig

ht
 la

w
s.

N
o 

ad
di

tio
na

l r
ep

ro
du

ct
io

n 
is

 a
ut

ho
riz

ed
.I

t 
is

 p
er

m
itt

ed
 fo

r 
pe

rs
on

al
 u

se
 t

o 
do

w
nl

oa
d 

an
d 

sa
ve

 o
nl

y 
on

e 
fil

e 
an

d 
pr

in
t 

on
ly

 o
ne

 c
op

y 
of

 t
hi

s 
A

rt
ic

le
.I

t 
is

 n
ot

 p
er

m
itt

ed
 t

o 
m

ak
e 

ad
di

tio
na

l c
op

ie
s

(e
ith

er
 s

po
ra

di
ca

lly
 o

r 
sy

st
em

at
ic

al
ly

, 
ei

th
er

 p
rin

te
d 

or
 e

le
ct

ro
ni

c)
 o

f 
th

e 
A

rt
ic

le
 fo

r 
an

y 
pu

rp
os

e.
It 

is
 n

ot
 p

er
m

itt
ed

 t
o 

di
st

rib
ut

e 
th

e 
el

ec
tr

on
ic

 c
op

y 
of

 t
he

 a
rt

ic
le

 t
hr

ou
gh

 o
nl

in
e 

in
te

rn
et

 a
nd

/o
r 

in
tr

an
et

 f
ile

 s
ha

rin
g 

sy
st

em
s,

 e
le

ct
ro

ni
c 

m
ai

lin
g 

or
 a

ny
 o

th
er

m
ea

ns
 w

hi
ch

 m
ay

 a
llo

w
 a

cc
es

s 
to

 t
he

 A
rt

ic
le

.T
he

 u
se

 o
f 

al
l o

r 
an

y 
pa

rt
 o

f 
th

e 
A

rt
ic

le
 fo

r 
an

y 
C

om
m

er
ci

al
 U

se
 is

 n
ot

 p
er

m
itt

ed
.T

he
 c

re
at

io
n 

of
 d

er
iv

at
iv

e 
w

or
ks

 f
ro

m
 t

he
 A

rt
ic

le
 is

 n
ot

 p
er

m
itt

ed
.T

he
 p

ro
du

ct
io

n 
of

 r
ep

rin
ts

 fo
r 

pe
rs

on
al

 o
r 

co
m

m
er

ci
al

 u
se

 is
no

t 
pe

rm
itt

ed
.I

t 
is

 n
ot

 p
er

m
itt

ed
 t

o 
re

m
ov

e,
 c

ov
er

, 
ov

er
la

y,
 o

bs
cu

re
, 

bl
oc

k,
 o

r 
ch

an
ge

 a
ny

 c
op

yr
ig

ht
 n

ot
ic

es
 o

r 
te

rm
s 

of
 u

se
 w

hi
ch

 t
he

 P
ub

lis
he

r 
m

ay
 p

os
t 

on
 t

he
 A

rt
ic

le
.I

t 
is

 n
ot

 p
er

m
itt

ed
 t

o 
fr

am
e 

or
 u

se
 f

ra
m

in
g 

te
ch

ni
qu

es
 t

o 
en

cl
os

e 
an

y 
tr

ad
em

ar
k,

 lo
go

,
or

 o
th

er
 p

ro
pr

ie
ta

ry
 in

fo
rm

at
io

n 
of

 t
he

 P
ub

lis
he

r.



ACOSTA-OLIVO	 Bilateral asymmetric hip dislocation

356	 CHIRURGIA	 OTTOBRE 2013

incidence of this injury, which is mainly associated with 
car accidents due to the use of “freeways” and high-speed 
vehicles [2]. In the literature in English, 20 cases of bi-
lateral asymmetric hip dislocations had been reported be-
fore 2008; 16 of these cases were due to car accidents.3 
Between June 31, 2008 and July 26, 2012, 20 cases were 
reported that were related to road accidents. Our report de-
scribes a patient with a bilateral asymmetric dislocation as 
a result of a traffic accident on a medium-high speed road 
in which he was thrown from the vehicle.

The common denominator of these lesions is that they 

are caused by a high-energy mechanism (objects falling 
on the back, electrofulguration, seizures, and road acci-
dents).4, 5 When the lesions occur as a result of car acci-
dents, they are caused by an indirect trauma on the knees 
by the dashboard or a “dashboard injury”. “Simultaneous” 
bilateral asymmetric dislocations occur due to the “subma-
rine” effect that occurs when the vector undergoes a sud-
den deceleration. This deceleration causes a hip flexion of 
<90° with regard to the ipsilateral knee, producing a poste-
rior dislocation of the hip caused by the dashboard impact 
on the anterior surface of the knee joint. Simultaneously, 

Figure 4.—CT scan showing a Hill-Sachs-type injury in the left femoral 
head.

Figure 3.—CT scan showing a non-surgical acetabular posterior wall 
fracture

Figure 2.—A Hill-Sachs-type injury on the left side.Figure 1.—Plain radiographs of the pelvis.
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atomically, the hip joint is stable and resistant, with rein-
forcements consisting of anterior and posterior ligaments, 
muscles, and the joint capsule. When a hip is dislocated, 
these anatomical reinforcements are lost; anterior disloca-
tions are strongly associated with fractures of the femoral 
head due to impaction, while posterior dislocations may be 
more frequently associated with fractures of the acetabu-
lum.12 Similar to what has been described in the literature, 
our patient showed an impaction fracture of the left side 
(similar to Hill-Sachs).

There are also reports of extra-skeletal injuries such as 
thoracic and abdominal trauma. These lesions may cause 
a delay in the diagnosis and treatment of a dislocation.11 
Our patient had a lesion in the central nervous system (in-
terpeduncular concussion and subarachnoid hemorrhage) 
with a progressive neurological impairment (Glasgow 15-6 
points) that was managed conservatively.

Treatment

Because most of these patients are polytraumatized, the 
Advanced Trauma Life Support (ATLS) guidelines should 
be followed.

The treatment for this type of injury must be established 
as soon as the patient status allows and is considered an 
emergency because the incidence of avascular necrosis of 
the femoral head increases with delays in the reduction.13, 14 
Treatment is usually first performed by a closed reduction, 
unless there is a fracture of the femoral head, neck, or shaft 
that contraindicates the procedure.

Traditionally, three methods of closed reduction have 
been reported for these injuries:

1.  the Allis method: traction applied in line with the 
deformity, with the patient in a supine position. The trac-
tion is applied in line, gently flexing to approximately 70º 
with traction while an assistant stabilizes the pelvis. Rota-
tion movements are usually applied with a slight abduction. 
Occasionally, a lateral force must be applied to the proxi-
mal thigh, and the reduction is obtained with an audible 
“clunk”;

2.  gravity method of Stimson: the patient is placed in 
pronation, with the affected limb hanging over the side. 
The hip and knee are flexed at 90°, and an assistant stabi-
lizes the pelvis and applies an anterior force. Gentle rota-
tion maneuvers may be needed;

3.  Bigelow’s maneuver and reverse Bigelow’s maneu-
ver: not usually used, associated with femoral neck frac-
tures. This method involves a longitudinal traction. In its 
position, the hip is flexed to 90°, and the femoral head is 
then externally rotated and abducted with hip extension. 
The reverse maneuver is used for anterior dislocations, 
with traction in line with the deformity, followed by adduc-
tion, internal rotation, and extension.

After the reduction, a radiographic confirmation is usu-
ally required. The stability of the hip is tested by a hip 
flexion to 90° in the neutral position and by a posterior or 
anterior traction force, depending on the direction of the 
reduced dislocation. A CT scan is usually ordered to evalu-
ate the presence of loose bodies within the hip joint. In situ-
ations where hip instability is detected, skeletal traction is 
usually needed.

the contralateral hip is in abduction and external rotation, 
clearing the way for the dashboard to strike the medial por-
tion of the contralateral knee, thereby causing an anterior 
dislocation of the hip.6, 7 There is a tendency for the right 
hip to dislocate before the left hip. This is due to the ap-
plication of the brakes, which leaves the joints (knee and 
hip) in a vulnerable position for dislocation.8 Our patient 
exhibited a simultaneous bilateral asymmetric dislocation 
on the right posterior side and anterior left side.

Classification

Several classification systems have been reported for 
this type of injury, such as the Stewart-Milford 9 and 
Thompson-Epstein 10 systems, which permit the estab-
lishment of a prognosis for fractures and a description of 
the association of a fracture in the acetabulum or femoral 
head, which is often associated with a poor prognosis.11 
The Thompson-Epstein classification is based on radio-
graphic findings and is defined as follows: type 1, with or 
without minor fracture; type 2, simple fracture of the pos-
terior acetabular ring; type 3, acetabular ring comminu-
tion with or without large fragments; type 4, with fracture 
of the floor of the acetabulum; and type 5, with fracture 
of the femoral head. The Stewart-Milford classification is 
based on the stability of the hip and is divided as follows: 
type 1, without fracture or insignificant fracture; type 2, 
associated with a fragment or comminution of the poste-
rior wall with the hip remaining stable in functional move-
ment ranges; type 3, associated with instability related to 
loss of bone support; and type 4, associated with femoral 
head fracture.

In our case, both hip dislocations were classified as type 
1 according to both the Thompson-Epstein and Stewart-
Milford classifications.

Diagnosis

With these injuries, a clinical evaluation is imperative 
and usually indicates the site of the displacement of the 
dislocation. When the dislocation is anterior, the extremity 
is usually externally rotated and abducted and has some de-
gree of flexion. By contrast, a limb with a posterior disloca-
tion usually shows internal rotation, abduction, and flexion. 
This can be confirmed by an anteroposterior (AP) radio-
graph of the pelvis, which shows the articular incongruity. 
Radiographic data support the direction of the dislocation; 
for example, the femoral head is usually smaller and is 
above the acetabular roof when the dislocation is posterior. 
However, in an anterior dislocation, the femoral head ap-
pears larger and is usually located in a lower position, close 
to the obturator foramen or overlying the medial acetabu-
lum.12 In our patient, the dislocated left hip was classified 
as anterior and obturator with a Hill-Sachs-type lesion.

Associated injuries

Associated injuries may be due to the car accident or 
directly related to the affected hip. Associated injuries of 
the musculoskeletal system can be fractures of the femoral 
head, neck, or shaft, fractures of the acetabulum or pelvis, 
sciatic nerve injuries, or knee, foot, and ankle injuries. An-
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dence of coxarthrosis with isolated dislocations and up to 
an 88% incidence of coxarthrosis with dislocations associ-
ated with acetabular fractures.24 The nature of the injury 
to the joint and to the surrounding tissues is crucial in the 
incidence and severity of post-traumatic osteoarthritis. Re-
ports have found an incidence of post-traumatic osteoar-
thritis of 23%,25 and up to 35% of those treated with closed 
maneuvers develop changes, compared with 17% of those 
managed with open surgical access and the removal of os-
teochondral fragments. Hougaard and Thomsen 22 reported 
an incidence of up to 25% of post-traumatic arthritis in Ep-
stein type I dislocations that were managed with a closed 
reduction.

Conclusions

The treatment of a bilateral dislocation of the hip is dou-
bly important to prevent the development of complications. 
Early treatment, as well as the association with the acetabu-
lum fracture, are the main factors to take into account to 
determine the prognosis of hip.

Riassunto

Lussazione bilaterale asimmetrica dell’anca. Segnalazione di un 
caso e review della letteratura

Esistono poche segnalazioni nella letteratura di lussazioni bilate-
rali asimmetriche dell’anca. Dal 2000, sono stati descritti un totale 
di 27 casi, la maggior parte dei quali (19 casi) associati a qualche 
tipo di incidente automobilistico. Normalmente, tali lesioni sono 
associate a meccanismi a elevata energia; negli incidenti d’auto, 
tali lesioni derivano spesso da un trauma indiretto dell’anca, do-
vuto all’impatto diretto sulle ginocchia del cruscotto del veicolo. 
Segnaliamo il caso di un paziente di sesso maschile di 30 anni di 
età che è stato coinvolto in un incidente con ribaltamento ed è stato 
ricoverato presso la nostra unità di traumatologia 8 ore dopo il suo 
incidente. Abbiamo effettuato manovre di riduzione chiusa (Allis); 
la gestione di post-riduzione includeva un limitato range di movi-
mento dell’anca per 3 settimane, mentre il carico del peso corpo-
reo è stato consentito, come tollerato, dalla 4ª settimana in avanti. 
Attualmente, il paziente è nel suo terzo anno di progressi con esito 
soddisfacente. Consideriamo appropriato intraprendere una review 
della letteratura sulla lussazione dell’anca, inclusa la sua etiologia, 
diagnosi, trattamento, e possibili complicanze.
Parole chiave: Anca, dislocazione - Incidenti stradali - Anca.
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Up to 15% of hip dislocations tend to be irreducible by 
closed methods.11 In these cases, it is often necessary to 
perform an open reduction. Absolute indications for an 
open reduction of hip dislocations include an irreducible 
dislocation by external maneuvers and a non-concentric 
reduction with the presence of intra-articular loose bod-
ies. The surgical approach usually corresponds to the di-
rection of the dislocation. Another indication is an unsta-
ble fracture-dislocation requiring an acetabular fracture 
fixation.12

There are reports of the general use of hip arthroscopy in 
treatment after a closed reduction of a dislocation. This ap-
proach leads to a finding of mainly loose intra-articular la-
bral or chondral bodies and ligamentum teres disruption.15 
However, in a recent review by Stevens et al.16 evidence 
supporting the use of hip arthroscopy for the removal of 
intra-articular loose bodies and acetabular labral ruptures 
was determined to be of poor quality.

Monitoring and progress

In subsequent handling of these patients after reduc-
tion, it should be noted that prolonged immobilization 
may cause adhesions, mobility limitations, and arthritis. 
Controlled passive movements are advised, avoiding ex-
treme ranges of motion for 4-6 weeks. Some studies advise 
weight bearing as soon as the patient can tolerate it.12 A 
retrospective review 17 of 50 patients who were managed 
with closed reductions found no differences in the progress 
of patients regardless of post-reduction treatment and the 
onset of patient weight bearing. The recommendation of 
the start of weight bearing is at the discretion of the ortho-
pedist.18

Complications

Avascular necrosis

Letournel and Judet 19 suggest that the reduction time 
has little predictive value. They presented a series of dis-
locations with acetabular fractures with a low incidence of 
avascular necrosis, regardless of the time between injury 
and reduction (5% less than 6 hours, 8% between 6-24 
hours, and 4% over 24 hours). Other studies have shown 
the same prevalence of avascular necrosis (3%) with a pos-
terior dislocation and associated acetabular fracture.20

However, some studies that report a dislocation without 
fracture have indicated that the reduction of a hip disloca-
tion within the first 12 hours of injury reduces the incidence 
of avascular necrosis. The incidence of avascular necrosis 
of the hip in dislocations that are reduced within the first 12 
hours is 2.9-17.6%. After 12 hours, the incidence is 14.8-
58.8%.17, 21, 22

Post-traumatic osteoarthrosis

Post-traumatic coxarthrosis is referred to as the most 
common complication after a hip dislocation [18]. It may 
or may not be associated with osteonecrosis. Upadhyay et 
al.23 have reported a 16% incidence of post-traumatic cox-
arthrosis and an 8% incidence of coxarthrosis secondary 
to osteonecrosis, while others have reported a 24% inci-

M
IN

ERVA
 M

EDIC
A

COPYRIG
HT®

T
hi

s 
do

cu
m

en
t 

is
 p

ro
te

ct
ed

 b
y 

in
te

rn
at

io
na

l c
op

yr
ig

ht
 la

w
s.

N
o 

ad
di

tio
na

l r
ep

ro
du

ct
io

n 
is

 a
ut

ho
riz

ed
.I

t 
is

 p
er

m
itt

ed
 fo

r 
pe

rs
on

al
 u

se
 t

o 
do

w
nl

oa
d 

an
d 

sa
ve

 o
nl

y 
on

e 
fil

e 
an

d 
pr

in
t 

on
ly

 o
ne

 c
op

y 
of

 t
hi

s 
A

rt
ic

le
.I

t 
is

 n
ot

 p
er

m
itt

ed
 t

o 
m

ak
e 

ad
di

tio
na

l c
op

ie
s

(e
ith

er
 s

po
ra

di
ca

lly
 o

r 
sy

st
em

at
ic

al
ly

, 
ei

th
er

 p
rin

te
d 

or
 e

le
ct

ro
ni

c)
 o

f 
th

e 
A

rt
ic

le
 fo

r 
an

y 
pu

rp
os

e.
It 

is
 n

ot
 p

er
m

itt
ed

 t
o 

di
st

rib
ut

e 
th

e 
el

ec
tr

on
ic

 c
op

y 
of

 t
he

 a
rt

ic
le

 t
hr

ou
gh

 o
nl

in
e 

in
te

rn
et

 a
nd

/o
r 

in
tr

an
et

 f
ile

 s
ha

rin
g 

sy
st

em
s,

 e
le

ct
ro

ni
c 

m
ai

lin
g 

or
 a

ny
 o

th
er

m
ea

ns
 w

hi
ch

 m
ay

 a
llo

w
 a

cc
es

s 
to

 t
he

 A
rt

ic
le

.T
he

 u
se

 o
f 

al
l o

r 
an

y 
pa

rt
 o

f 
th

e 
A

rt
ic

le
 fo

r 
an

y 
C

om
m

er
ci

al
 U

se
 is

 n
ot

 p
er

m
itt

ed
.T

he
 c

re
at

io
n 

of
 d

er
iv

at
iv

e 
w

or
ks

 f
ro

m
 t

he
 A

rt
ic

le
 is

 n
ot

 p
er

m
itt

ed
.T

he
 p

ro
du

ct
io

n 
of

 r
ep

rin
ts

 fo
r 

pe
rs

on
al

 o
r 

co
m

m
er

ci
al

 u
se

 is
no

t 
pe

rm
itt

ed
.I

t 
is

 n
ot

 p
er

m
itt

ed
 t

o 
re

m
ov

e,
 c

ov
er

, 
ov

er
la

y,
 o

bs
cu

re
, 

bl
oc

k,
 o

r 
ch

an
ge

 a
ny

 c
op

yr
ig

ht
 n

ot
ic

es
 o

r 
te

rm
s 

of
 u

se
 w

hi
ch

 t
he

 P
ub

lis
he

r 
m

ay
 p

os
t 

on
 t

he
 A

rt
ic

le
.I

t 
is

 n
ot

 p
er

m
itt

ed
 t

o 
fr

am
e 

or
 u

se
 f

ra
m

in
g 

te
ch

ni
qu

es
 t

o 
en

cl
os

e 
an

y 
tr

ad
em

ar
k,

 lo
go

,
or

 o
th

er
 p

ro
pr

ie
ta

ry
 in

fo
rm

at
io

n 
of

 t
he

 P
ub

lis
he

r.



Bilateral asymmetric hip dislocation	 ACOSTA-OLIVO

Vol. 26 - No. 5	 CHIRURGIA	 359

matic dislocation and fracture-dislocation of the hip: A long-term 
follow-up study. J Trauma 2003;54:520-9.

18.	 Foulk DM, Mullis BH. Hip dislocation: evaluation and manage-
ment. J Am Acad Orthop Surg 2010;18:199-209.

19.	 Letournel E, Judet R. In: Elson RA, editor. Fractures of the acetabu-
lum. New York: Springer-Verlag; 1993.

20.	 Bhandari M, Matta J, Ferguson T et al. Predictors of clinical and 
radiological outcome in patients with fractures of the acetabulum 
and concomitant posterior dislocation of the hip. J Bone Joint Surg 
Br 2006;88-B:1618-24.

21.	 Brav EA. Traumatic dislocation of the hip. Army experience and 
results over a twelve-year period. J Bone Joint Surg Am 1962;44-
A:1115-34.

22.	 Hougaard K, Thomsen PB. Coxarthrosis following traumatic poste-
rior dislocation of the hip. J Bone Joint Surg 1987;69-A:679.

23.	 Upadhyay SS, Moulton A, Srikrishnamurthy K. An analysis of the 
late effects of traumatic posterior dislocation of the hip without 
fractures. J Bone Joint Surg Br 1983;65:150-2.

24.	 Upadhyay SS, Moulton A. The long-term results of traumatic poste-
rior dislocation of the hip. J Bone Joint Surg Br 1981;63:548-51.

25.	 Epstein HC, Harver JP. Traumatic anterior dislocations of the hip, 
management and results: an analysis of fifty-five cases. J Bone Joint 
Surg 1972;54A:1561.

Received on February 6, 2013.
Accepted for publication on June 21, 2013.

bilateral hip dislocation: a case report and literature review. Eklem 
Hastalik Cerrahisi 2011;22:177-9.

  8.	 Rupp JD, Schneider LW. Injuries to the hip joint in frontal motor 
vehicle crashes: biomechanical and real-world perspectives. Orthop 
Clin North Am 2004;35:493-504.

  9.	 Stewart M, Milford M. Fracture-dislocation of the hip: an end-result 
study. Fracture-dislocation of the hip: an end-result study. J Bone 
Joint Surg Am 1954;36(A:2):315-42.

10.	 Thompson VP, Epstein HC. Traumatic dislocation of the hip: a sur-
vey of two hundred and four cases covering a period of twenty-one 
years. J Bone Joint Surg Am 1951;33-A:746-78.

11.	 Tornetta P, Mostafavi H. Hip dislocation: current treatment regi-
mens. J Am Acad Orthop Surg 1997;51:527-36.

12.	 Sanders S, Tejwani N. Asymmetric bilateral hip dislocation after 
motor vehicle accident. A case study and review of the literature. 
Bulletin of NYU 2008;66:320-6.

13.	 Stewart M, Milford M. Fracture-dislocation of the hip: an end-result 
study. J Bone Joint Surg Am 1954;36(A:2):315-42.

14.	 Thompson R. A new physical test in dislocation of the hip. J Bone 
Joint Surg Am 1972;54:1326.

15.	 Philippon MJ, Kuppersmith DA, Wolff AB, Briggs KK. Arthroscop-
ic findings following traumatic hip dislocation in 14 professional 
athletes. Arthroscopy 2009;25:169-74.

16.	 Stevens MS, LeGay DA, Glazebrook MA, Amirault D. The evi-
dence for hip arthroscopy: grading the current indications. System-
atic Review. Arthroscopy 2010;26:1370-83.

17.	 Sahin V, Karakas ES, Aku S, Atlihan D, Turk CY, Halici M. Trau-

M
IN

ERVA
 M

EDIC
A

COPYRIG
HT®

T
hi

s 
do

cu
m

en
t 

is
 p

ro
te

ct
ed

 b
y 

in
te

rn
at

io
na

l c
op

yr
ig

ht
 la

w
s.

N
o 

ad
di

tio
na

l r
ep

ro
du

ct
io

n 
is

 a
ut

ho
riz

ed
.I

t 
is

 p
er

m
itt

ed
 fo

r 
pe

rs
on

al
 u

se
 t

o 
do

w
nl

oa
d 

an
d 

sa
ve

 o
nl

y 
on

e 
fil

e 
an

d 
pr

in
t 

on
ly

 o
ne

 c
op

y 
of

 t
hi

s 
A

rt
ic

le
.I

t 
is

 n
ot

 p
er

m
itt

ed
 t

o 
m

ak
e 

ad
di

tio
na

l c
op

ie
s

(e
ith

er
 s

po
ra

di
ca

lly
 o

r 
sy

st
em

at
ic

al
ly

, 
ei

th
er

 p
rin

te
d 

or
 e

le
ct

ro
ni

c)
 o

f 
th

e 
A

rt
ic

le
 fo

r 
an

y 
pu

rp
os

e.
It 

is
 n

ot
 p

er
m

itt
ed

 t
o 

di
st

rib
ut

e 
th

e 
el

ec
tr

on
ic

 c
op

y 
of

 t
he

 a
rt

ic
le

 t
hr

ou
gh

 o
nl

in
e 

in
te

rn
et

 a
nd

/o
r 

in
tr

an
et

 f
ile

 s
ha

rin
g 

sy
st

em
s,

 e
le

ct
ro

ni
c 

m
ai

lin
g 

or
 a

ny
 o

th
er

m
ea

ns
 w

hi
ch

 m
ay

 a
llo

w
 a

cc
es

s 
to

 t
he

 A
rt

ic
le

.T
he

 u
se

 o
f 

al
l o

r 
an

y 
pa

rt
 o

f 
th

e 
A

rt
ic

le
 fo

r 
an

y 
C

om
m

er
ci

al
 U

se
 is

 n
ot

 p
er

m
itt

ed
.T

he
 c

re
at

io
n 

of
 d

er
iv

at
iv

e 
w

or
ks

 f
ro

m
 t

he
 A

rt
ic

le
 is

 n
ot

 p
er

m
itt

ed
.T

he
 p

ro
du

ct
io

n 
of

 r
ep

rin
ts

 fo
r 

pe
rs

on
al

 o
r 

co
m

m
er

ci
al

 u
se

 is
no

t 
pe

rm
itt

ed
.I

t 
is

 n
ot

 p
er

m
itt

ed
 t

o 
re

m
ov

e,
 c

ov
er

, 
ov

er
la

y,
 o

bs
cu

re
, 

bl
oc

k,
 o

r 
ch

an
ge

 a
ny

 c
op

yr
ig

ht
 n

ot
ic

es
 o

r 
te

rm
s 

of
 u

se
 w

hi
ch

 t
he

 P
ub

lis
he

r 
m

ay
 p

os
t 

on
 t

he
 A

rt
ic

le
.I

t 
is

 n
ot

 p
er

m
itt

ed
 t

o 
fr

am
e 

or
 u

se
 f

ra
m

in
g 

te
ch

ni
qu

es
 t

o 
en

cl
os

e 
an

y 
tr

ad
em

ar
k,

 lo
go

,
or

 o
th

er
 p

ro
pr

ie
ta

ry
 in

fo
rm

at
io

n 
of

 t
he

 P
ub

lis
he

r.


