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Abstract

Case Report

Introduction: Traumatic dislocation of the coxofemoral joint is defined as the permanent posterior or anterior
displacement of the femoral head out of the acetabular cavity. It is generally the consequence of a violent trauma, most
often an accident on the public road. Our case it is a post-traumatic hip obturator dislocation, managed in our
department. Clinical case and results: 16 years old patient, with no particular history, victim of a fall from his
motorcycle during a race, causing a closed trauma to his left hip, right ankle and left wrist. He comes with a vicious
attitude: left lower limb in flexion, abduction, external rotation. An X-ray requested objective obturator dislocation
with a small bone fragment of the head. A bone reconstruction CT was completed in favour of obturator dislocation
with head fracture type 1 according to Pipkin's classification. Patient sent directly to the block, he benefits from a
reduction under sedation according to Boehler's maneuver, control by scopy, then immoblisation by zimmer splint
after testing the stability of dislocation. Patient is hospitalized in our ward for monitoring then follow-up in
consultation. Results were satisfactory, removal of the zimmer splint at the 6th week. Total support was possible at
week 12, with complete mobility, patient reviewed afterworld without clinico-radiological signs of aseptic necrosis of
the femoral-head. Conclusion: Obturator dislocation remains rare, especially in sports, diagnosis and early reduction is
essential for good progress. However, we should not to ignore the associated fracture which still darkens the
prognosis.
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INTRODUCTION
Traumatic dislocation of the coxofemoral joint
is defined as the permanent posterior or anterior
displacement of the femoral head out of the acetabular
cavity. It is generally the consequence of a violent
trauma, most often an accident on the public road [1].
Among these anterior dislocations, Epstein and Wiss [3]
distinguish type a, upper or pubic and type B, lower or
obturator. De Lee et al. [4] specified this classification
with a type 1, upper with two varieties, one pubic and
the other infraspinatus, and a type 2, lower also with
two varieties, one obturator and the other perineal. In
our case it is a post-traumatic hip obturator dislocation,
managed in our department.

OBSERVATIONS
This is a 16 years old patient, with no
particular history, victim of a fall from his motorcycle
during a race, causing a closed trauma to his left hip,

right ankle and left wrist. He comes with a vicious
attitude: left lower limb in flexion, abduction, external
rotation. An X-ray requested objective obturator
dislocation with a small bone fragment of the head. A
bone reconstruction CT was completed in favour of
obturator dislocation with head fracture type 1
according to Pipkin's classification. Patient sent directly
to the block, he benefits from a reduction under
sedation according to Boehler's maneuver, control by
scopy, then immoblisation by zimmer splint after
testing the stability of dislocation. Patient is
hospitalized in our ward for monitoring then follow-up
in consultation.
Results were satisfactory, removal of the
zimmer splint at the 6th week. Total support was
possible at week 12, patient reviewed afterworld with
complete mobility and without clinico-radiological
signs of aseptic necrosis of the femoral-head.
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Fig-1: Clinical view of the hip dislocation: lower limb in flexion abduction rotation externe

Fig-2: Radiography of the disocated hip

Fig-3 : TDM 3D
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Fig-4 : Radigraphy post reduction

DISCUSSION
Very little work has been done on traumatic
obturator dislocations [2]. Percentage of obturator
dislocations reported in traumatic dislocation series is
between 6 % and 10 %.
It is common experience in hip replacement
surgery that hip flexion and an external rotation and
adduction force to the femur produces anterior hip
dislocation after capsulotomy in patients who are
anesthetized. Whether this is the mechanism during a
road traffic accident is not known. The strong anterior
capsule or Y shaped ligament of Bigelow is a strong
disincentive to anterior dislocation, which may be part
of the reason that this pattern of dislocation is less
common. The anterior hip fracture may be produced as
a result of the ligament or capsule failing to yield and
causing an avulsion fracture. Inferior dislocation occurs
when the hip is forced into abduction and external
rotation [6].

recommend early support relieved and then total
support at j15 with eviction of external rotation for 3
weeks as part of the previous dislocations [7]. The risk
of necrosis occurring increases with reduction delay.
Hoogard observed 47% necrosis when the reduction
time exceeded 6 hours. But these figures are mostly
lesions associated with fractures of the acetabulum or
femoral head, this rate is certainly lower in isolated
dislocations [8].
In 1957, Pipkin42 established a four-stage
classification that often referred to. In 2001, Yoon57
described a classification that is simpler to understand
based on the anatomical description of the lesions and
which presents therapeutic implications that should
impose it as a reference classification [1]. The
publications dealing with femoral head fractures are
rare and the series are short, it is difficult to identify a
univocal therapeutic strategy.

CONCLUSION

Anterior capsular lesions (tearing or
disinsertion) are constant. Associated osteoarticular
lesions are frequent, foremost among which are
cephalic osteochondral fractures [5], attributed to an
impact of the femoral head on the lower part of the
anterior acetabular blade. Fracture of the anterior
acetabular blade is also possible other lesions have been
reported: fracture of the ilio and ischio-pubic branches,
contralateral hip dislocation, femoral fractures, neck,
shaft and major trochanter. Lesions of the femoral
vessels and the femoral nerves or obturator must be
sought systematically, even if they are rare. Initial
management involves an attempt at orthopedic
reduction under general anaesthesia with complete
muscle relaxation, with the particularity of: the
difficulty of reduction and the risk of iatrogenic fracture
[2].

Obturator dislocation remains rare, especially
in sports, diagnosis and early reduction is essential for
good progress. However, we should not to ignore the
associated fracture which still darkens the prognosis.

Consequences after reduction orthopaedic or
surgical procedures are not consensual. Currently there
is no scientific argument to justify the interest of
traction and unloading in the reduction of the risk of
cephalic necrosis of the femoral head. Catonné et al.
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