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Traumatic posterior hip dislocation is an absolute orthope-
dic emergency that is steadily increasing in incidence,

nowadays. But open posterior hip dislocation is a very rare
injury. Early recognition, prompt reduction, proper antibiotic
therapy, and surgical debridement of wound are essential for
the successful management of an open hip dislocation.

We discuss a case of open posterior hip dislocation with
a concomitant ipsilateral subtrochanteric hip fracture with a
follow-up of 4 years, and we analyze the prognostic factors
which influence clinical outcome.

CASE REPORT
A 25-year-old man presented to our institution with left

hip and lower extremity pain after a high-speed traffic crash.
He was admitted to our hospital within half an hour of the
injury. On clinical examination, there were multiple abrasions
over the trunk and both the lower limbs. The left lower limb
was shortened and externally rotated. A wound (5 � 2 cm) in
the buttock was evidenced. On further examination, no asso-
ciated visceral or neurovascular injury of the involved limb,
were detected.

The X-ray revealed a posterior dislocation of the left
hip associated with comminuted subtrochanteric fracture of
ipsilateral femur (Figs. 1 and 2).

After initial resuscitation, the patient was then emer-
gently taken to the operating room within the next hour.
Immediately debridement of the wound was performed and
femur head and neck were protruding out through it. An open
posterior hip dislocation was evidenced. Manipulation for hip
reduction was attempted, by insertion of two large pins into
the trochanteric area for traction, but was unsuccessful. The
lacerated wound was then extended. Gluteus maximus was
found to be ruptured about 10 cm. The capsule had to be
released to reduce the button-holed head. After that the hip
was reduced without difficulty by applying traction through
the two pins of external fixator. The head was stable after
reduction. Other two pins were placed at distal femur for
temporary stabilization of subtrochanteric fracture. The cap-
sule was saturated and small fragments of posterior wall of
acetabular were removed. The wound was primarily closed.

Broad-spectrum antibiotics had already been started in the
emergency room and were continued postoperatively.

To avoid further damage of blood supply of femoral
head and capsule rupture during traction on fracture table,
intramedullary nailing for permanent stabilization of subtro-
chanteric fracture was performed after 1 month (Fig. 3).

Weight bearing and active hip flexion were allowed
immediately after intramedullary nailing. Six months after
surgery, the two distal screws were removed for dynamiza-
tion. One year after surgery, functional range of hip motion
had been achieved.

The patient had returned to previous activities, and
radiographs showed excellent bony healing. At 4 years after
the injury, the patient has symmetrical range of motion versus
his contralateral normal hip and radiographs of the hip show
no signs of avascular necrosis of the femoral head (Fig. 4).

DISCUSSION
In contrast with shoulder, the hip joint is inherently

stable and significant force to dislocate is demanded.1 How-
ever, hip dislocation can occur in young children under 5
years of age more easily because of joint laxity and pliable
acetabulum, after trivial trauma. But traumatic hip disloca-
tions in older children and adults result from significant
high-energy trauma.2

Nowadays, with the rise in the number of road crashes,
dislocation of the hip has become more common, especially
when seat belts are not worn.3

These dislocations are usually posterior in direction and
may have severe associated injuries. Whereas traumatic hip
dislocations are not uncommon, open hip dislocation is rare.
In large series of hip dislocations, there are no open disloca-
tions mentioned.4 Probably open posterior fracture disloca-
tion of the hip is an extremely rare injury, because the hip is
deeply placed and is covered by bulky muscles and subcuta-
neous tissue on all sides, especially at the buttock area.
Till date, only two such cases have been reported in the
literature.5,6

The mechanism of injury in our case was due to the
violent impact of our patient after a high-speed traffic crash.
The complex resultant force led the knee against to the
dashboard causing upwards thrust of the femur and removed
femoral head out of its socket, with hip flexed. Finally the
femoral head came to rest posterior to the acetabulum. The
wound in this case appeared to be the result of a progressive
buttock soft tissue injury secondary to the extreme internal
rotation and posterior dislocation of the hip. This progression
started with posterior capsule disruption and joint dislocation

Submitted for publication January 20, 2007.
Accepted for publication April 19, 2007.
Copyright © 2009 by Lippincott Williams & Wilkins
From the Orthopaedic Department of Evangelismos Hospital, Athens, Greece.
Address for reprints: Mouzopoulos George, MD, MSc, Sof. Venizelou 23, Ag.

Antonios Peristeri Attikis 12131, Greece; email: gmouzop@ yahoo.gr.

DOI: 10.1097/TA.0b013e318076b4e4

E54 The Journal of TRAUMA® Injury, Infection, and Critical Care • Volume 67, Number 2, August 2009



and continued till the gluteus maximus muscle and buttock
skin rupture. Also twisting forces transmitted to the femur
and resulted to concomitant comminuted subtrochanteric hip
fracture. The neurovascular structures were unharmed as the
zone of injury.

Treatment principles for patients with open hip dislo-
cation include immediate gentle closed or open reduction,
assessment of hip stability, careful evaluation to detect neu-
rovascular damage or associated fractures, and appropriate

antibiotic therapy to avoid wound infection or septic avascu-
lar necrosis.

It is very important to obtain an anatomic reduction
with congruous hip joint surfaces.7 Every open dislocated hip
should be reduced as soon as possible, but multiple attempts
at closed reduction are contraindicated. Concentric reduction
absolutely should be confirmed by radiographs of the pelvis
and, if necessary, by computerized tomography scan. Any
widening of the joint space should alert the surgeon to the
possibility of loose fragments in the joint, incomplete re-
duction of the fractured head fragments, or soft tissue
interposition.8 So removal of the intra-articular loose frag-

Figure 2. Intraoperative X-ray showing posterior hip dislo-
cation.

Figure 4. X-ray showing no avascular necrosis of femoral
head after a 4-year follow-up.

Figure 1. X-ray showing posterior hip dislocation with con-
comitant subtrochanteric hip fracture. The gauze indicates
the open wound in the buttock.

Figure 3. Intramedullary nailing of subtrochanteric fracture.
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ments and surgical stabilization of an unstable hip joint are
indicated.

Occasionally, the superior gluteal artery is torn and
bleeding may be profuse after posterior hip dislocation.9 If
this is suspected an arteriogram should be performed. The
torn vessel may need to be ligated. Similarly, immediate
assessment of nerve function is important, however, because
potentially reversible nerve injury by compression-induced
ischemia can rapidly progress to permanent loss of function.
Numerous series of hip dislocations and fracture dislocations
have reported injury to the sciatic nerve, mainly affecting the
peroneal division of it. The incidence among adults at the
time of injury varies between 0% and 20% and this finding is
common after associated acetabular fracture.10 At the time of
injury, the sciatic nerve may be directly injured, compressed
or lacerated by the dislocated femoral head or displaced
acetabular fragments and trapped in acetabular fractures.
Besides traction injury to the sciatic nerve by reduction
manipulation may result to nerve paresis. Also, late sciatic
nerve compression from scar formation and massive hetero-
topic ossification have been reported.11

Furthermore the presence of a concomitant limb frac-
ture is accompanied with a poor outcome and may result in
significant morbidity and long-standing disability, as has
been shown previously.12 Associated fractures including
proximal femoral, acetabular, other lower limb fractures or
soft tissue injuries, and disruption of the pelvic ring may
hamper the ability to achieve closed reduction by manipula-
tion. The greater degree of displacement of the femoral head
allows a greater opportunity for a soft tissue or bone struc-
ture, to be interposed between the head and the acetabulum,
thus preventing reduction. The most common structure block-
ing reduction are the fragments of the posterior acetabular
wall, followed by the entrapment of soft tissue structures such
as the capsule and labrum with a buttonhole effect or loose
bodies.13

Technically, the irreducibility of the hip made the
surgical approach difficult. Great care must be taken to
identify and protect the sciatic nerve before attempting to
remove the obstructing lesion and reduce the hip. Manipula-
tion that facilitates reduction includes complete muscle re-
laxation of the patient, insertion of a large pin into the
femoral neck for traction, and the use of large clamps to
remove intra-articular loose fragments with a minimum of
damage of the remaining cartilage.14

Prompt reduction has been shown to be important in
reducing the rate of avascular necrosis after posterior fracture
dislocation of the hip. If the hip reduced within 6 hour, the
avascular necrosis has been reported in the range of 0% to 10%.2

The requirement of an open reduction to reduce the hip
will prolong this time, as will dealing with systemic or
life-threatening injuries, which are common in this patient
group. The extent of operative dissection required to facilitate
open reduction of the hip may destroy the blood supply of the
femoral head leading more easily to avascular necrosis. Other
factors include the severity of trauma (cartilage damage and
injury to the femoral head vascular supply), the age of the

patient (poor if more than 60 years), and accuracy of the
reduction.15

Even in closed dislocations, the risk of avascular
necrosis varies from 1.7% to 40% in various series (more
in case of posterior dislocations). Reviewing five cases of
open anterior hip dislocation with at least 12 months to 18
months of follow-up, the 3 of 5 patients developed avas-
cular necrosis.1

Presumably, the greater energy dissipated through the
hip during the creation of such an injury also has implications
for the degree of chondral damage suffered. Despite of
accurate bony reduction, early osteoarthritis may occur be-
cause of chondral damage.16 Also, the presence of retained
loose bodies or retained fragments in the hip joint and
avascular necrosis predisposes to secondary osteoarthritis.

We think that good clinical outcomes, after open hip
dislocation, obtained in patients with wound surgical debride-
ment and early, stable, and accurate reductions by either
closed or open methods and with proper antibiotic therapy.
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