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INTRODUCTION 
 

Anterior hip dislocations account for approximately 5% 

to 11% of traumatic dislocations,
[1-3]

 Epstein classified 

hip dislocations as anterior or posterior and subclassified 

anterior dislocations as pubic (superior) or obturator 

(inferior).
[4]

 

 

Obturator dislocations occur with forced abduction, 

flexion, and external rotation of the femur Prompt 

reduction may reduce the risk of avascular necrosis of 

the femoral head,
[5]

 For that, a combination of hip 

flexion, internal rotation, and adduction is associated 

with elevating the femoral head into the acetabulum.
[2]

 

 

We came across a 21 year old male victim of a fall from 

a horse during a horse race resulting in obturator type of 

hip dislocation. 

 

CASE REPORT 
 

A 21-year-old male patient was brought to the 

emergency department following a fall during a horse 

race. 

 

The patient was admitted after 3 hours of his injury in 

hospital, He complained about severe pain in his hip and 

inability to move the right lower limb. 

 

In the clinical examination, her airway was intact and he 

was hemodynamically stable. The lower limb was found 

in flexion, abduction and external rotation (Figure 1). 

The patient's neurologic and vascular status was intact in 

the bilateral lower extremities. 

Radiographic examination of the pelvis revealed an 

obturator dislocation of the right hip (Figure 2) and no 

associated fracture was seen. 

 

The dislocation was immediately reduced under general 

anesthesia by traction in the line of the deformity 

followed by a gentle adduction and internal rotation, the 

pelvis was stabilized by an assistant. At that moment, the 

hip was flexed and internally rotated (Figure 3) and the 

fluoroscopic examination showed accurately relocated 

hip. (Figure 4). 

 

Following reduction, X-ray and computed tomography 

was revealed a congruent right hip and no fracture signs 

(Figure 5 and 6). 

 

The patient had an uneventful post-operative course and 

was immobilized for 3 weeks with progressive weight-

bearing for 6 weeks. At 6–8 months follow-up, the 

patient is out of any complaints with a full range of 

motion of the right hip. 

 

The patient is still under follow-up and advised follow-

up after every 6 months to rule out avascular necrosis of 

femoral head or osteoarthritis.  

 

 

 

 

 

 

 

 

wjpmr, 2021,7(4), 20-23 

 

 

SJIF Impact Factor: 5.922 

Case Report 

ISSN 2455-3301 

Wjpmr 

 

 

 

WORLD JOURNAL OF PHARMACEUTICAL 

AND MEDICAL RESEARCH 
www.wjpmr.com 

*Corresponding Author: Ismail Kabbaj 

Orthopedic Surgery Department of Ibn Sina Hospital, University Mohamed V, Rabat 10100, Morocco. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

ABSTRACT 
 

Obturator type traumatic anterior hip dislocation in adult is rare of all types of hip dislocation. It can occur as a 

result of a high-energy trauma, il must be reduced immediatly. A delay in relocation of more than 6 hours has been 

associated with a high risk of avascular necrosis of the femoral head. We describe a case of traumatic obturator hip 

dislocation in 21 years old male practicing horseriding. Closed reduction was done under general anesthesia. 
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Figure 1: Clinical picture of obturator dislocation in flexion, abduction and external rotation. 

 

 
Figure 2: Anteroposterior view of the right hip revealing the obturator dislocation. 

 

 
Figure 3: Clinical picture of the limb after reduction. 
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Figure 4: Fluoroscopic picture showing relocated hip. 

 

 
Figure 5: Anteroposterior view of the pelvis showing the relocated hip. 

 

 
Figure 6: Computed tomography revealing a congruent right hip and no fracture signs. 
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DISCUSSION 
 

Traumatic dislocations are rarely isolated. In most cases, 

an association with an acetabulum or femoral head 

fracture is common. They represents less than 5% of all 

dislocations. Bigelow's Y-shaped ligament and the strong 

anterior capsule tend to decrease the incidence of these 

dislocations.
[6]

 

 

The mechanism of occurrence is a forced abduction, 

external rotation and flexion of the hip joint. Anterior 

capsular lesions are constant.
[7] 

These lesions can lead to 

irreducibility by the buttonhole effect.
[8]

 Also osteo-

articular injuries are very frequent and depend on the 

mechanism and the violence of the initial trauma. In 52% 

of cases, there is an associated femoral head fracture.
[9]

 

and in 64% of cases, cartilaginous lesions are present.
[9]

 

Dislocation of the hip is an orthopedic emergency. The 

initial treatment for a patient with hip dislocation is 

gentle and prompt reduction within 6 hours and 

preferably under general anesthesia with curarization to 

prevent and minimize complications. This reduction can 

be difficult in muscular subjects.  

 

There are several reduction methods for reduction. 

According to Epstein.
[10]

 and Brav,
[11]

 the reduction 

technique is traction in the axis of the femur followed by 

progressive flexion of the hip in internal rotation and 

abduction, while maintaining traction. Whereas Toms 

and al,
[12]

 recommend using the orthopedic table and 

associating axial traction with lateral traction of the thigh 

and then gradually releasing the traction while 

impregnating an internal rotation adduction movement. 

 

The interest of post-reduced traction and unloading to 

reduce the risk of cephalic necrosis of the femoral head 

is still disputed. Currently, there is no consensus.
[4]

 An 

early relief then total support on day 15 with eviction 

external rotation for 3 weeks are recommended by 

Catonné et al in the context of anterior dislocations.
[9]

 

 

Complications can occur. The most frequent one is 

osteonecrosis due to prolonged and irreversible ischemia 

of the head of the femur. It occurs in 12–32% or more of 

cases, particularly if the dislocation is accompanied by 

severe bone destruction. Also, osteoarthritis is a common 

complication, even in the absence of associated fractures. 

 

Other complications have been described by Beebe and 

al, namely heterotopic ossification, and sciatic nerve 

palsy in addition to osteoarthritis and osteonecrosis.
[13]

 

 

CONCLUSION 
 

Obturator dislocation without fracture is rare injury with 

severe high-energy trauma. Prompt diagnosis and 

treatment are crucial in the management of these injuries 

because it involves the functional prognosis of the hip by 

the risk of necrosis of the femoral head and subsequent 

osteoarthritis. 
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