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Abstract 

Posterior hip dislocation accounts for 75% of hip dislocations; its association with a femoral head fracture is a rare 
condition (6 to 28% of posterior hip dislocations). We report the case of a posterior dislocation with ipsilateral fracture 
of the femoral head classified as PIPKIN II in a 30-year-old man following a road traffic accident, surgically treated with 
reduction of the dislocation and then internal fixation of the femoral head by direct screwing. After 18 months of follow-
up, the patient showed good clinical and radiological progress, with a Merle d'Aubigné score modified by Matta of 16 
points out of a maximum of 18. The main complications are avascular osteonecrosis of the femoral head and 
coxarthrosis, hence the need for rapid and appropriate management. 
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1. Introduction

Traumatic dislocation of the hip joint is defined as the permanent displacement of the femoral head from the acetabular 
cavity. It is generally the result of a violent trauma, most often a road traffic accident [1]. The position of the hip at the 
moment of impact and the site of action of the injury agent determine the direction of displacement of the bones [2]. 
The amount of energy required to dislocate a hip explains the frequency of associated injuries such as fractures of the 
acetabulum, femoral neck, or femoral head. Posterior dislocation is by far the most common (75% of cases), [3] It occurs 
when the point of impact is on the anterior surface of a flexed knee while the hip is in flexion-adduction and internal 
rotation (dashboard injury). 

 Femoral head fractures are rare injuries, occurring in 6 to 28% of posterior hip dislocations, [4] [5] [6] It was in 1869 
that Birkett made the first description.The main complications are avascular osteonecrosis of the femoral head and 
coxarthrosis. 

We report the case of a posterior dislocation with ipsilateral fracture of the femoral head in a 30-year-old man following 
a road traffic accident. 

2. Case Report

2.1. Clinical Findings 

This is a 30-year-old patient with no particular medical history who was the victim of a road traffic accident (Motorcycle 
fall). This resulted in a right hip injury. The initial examination revealed complete functional impairment of the right 
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lower limb with pain, and a deformed posture of the lower limb in adduction, shortening, and internal rotation; without 
associated neurovascular damage. 

2.2. Imaging 

Standard anteroposterior (AP) radiographs of the pelvis and both hips were obtained, demonstrating a posterior 
dislocation of the right hip associated with an ipsilateral femoral head fracture (Figure 1). 

 

Figure 1 Standard pelvic X-ray showing a posterior dislocation of the right hip associated with a fracture of the 
ipsilateral femoral head 

 

Figure 2 Pelvic scans performed after orthopedic reduction revealing an anteroinferior fracture of the right femoral 
head, type II (according to Pipkin) 
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In accordance with established protocols for hip dislocations, which constitute a surgical emergency, a prompt 
reduction was performed in the operating room under general anesthesia. The Böhler maneuver was utilized to achieve 
stable closed reduction. The total time-to-reduction was 7 hours post-injury. 

A post-reduction pelvic scan was systematically performed to confirm the fracture pattern and assess joint congruency. 
The CT confirmed the Pipkin Type II fracture of the right femoral head (Figure 2). 

2.3. Treatment 

The femoral head fracture was surgically managed under general anesthesia with the patient in the lateral decubitus 
position, a limited posterior approach of Kocher-Langenbeck to the hip was utilized. Intraoperative exploration 
revealed a large anteroinferior bony fragment detached from the femoral head, with no evidence of acetabular 
involvement. Following anatomical reduction of the fragment, temporary fixation was achieved using Kirschner wires 
(K-wires), definitive stabilization was then performed using three cortical screws. Great care was taken to countersink 
the screw heads beneath the articular surface to mitigate any atherogenic risk or joint irritation. 

2.4. Follow-up 

Postoperative anteroposterior (AP) pelvic radiographs demonstrated an anatomically accurate and stable internal 
fixation. The femoral head maintained its spherical contour, and Shenton’s line (cervical obturator hanger) was fully 
restored (Figure 4).  

 

Figure 2 Standard postoperative pelvic radiography after direct screw fixation demonstrates satisfactory 
osteosynthesis of a spherical femoral head with restoration of the cervico-obturator arch. 

At the 18-month follow-up, the patient was reviewed in the outpatient clinic, demonstrating a favorable clinical and 
radiological evolution (Figure 4). He has successfully returned to all daily activities without limitations.  

Clinically, the patient successfully regained full active and passive range of motion in the right hip. Functional 
assessment was conducted using the Merle d'Aubigné score modified by Matta. The patient achieved a final score of 
16 out of 18 points, indicating a "good to excellent" postoperative functional outcome. 
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Figure 4 Standard radiographs of the pelvis taken 18 months post-operatively show good progress without signs of 
avascular osteonecrosis or osteoarthritis. 

3. Discussion 

Posterior hip dislocations associated with a femoral head fracture are rare injuries [4]. They result from violent trauma 
and most often occur as part of multiple injuries. 

Publications dealing with femoral head fractures are rare and the series are short, [4] [7] [8], it is difficult to identify a 
single therapeutic strategy, but the objectives of treatment are well defined: reduction of the dislocation, reduction and 
fixation of the head fragment. 

If orthopedic reduction is not easily achieved, it should not be forced to avoid the risk of femoral neck fracture, which is 
the most serious complication. In cases of irreducibility, the hip must be approached to reduce the fragment and then 
perform open surgery to correct the dislocation. [7, 6]  

Attitude towards the head fragment: This is frequently a subject of debate. Nevertheless, it appears that a conservative 
approach should be adopted whenever possible. In 26 cases reviewed with 10 years of follow-up, Vielpeau [8] [9] found 
the least favorable results when the fragment was removed (17% good results) versus when it was preserved (60% 
good results). Resection of the fragment should be reserved for very small fragments less than a quarter of the articular 
surface, which are not fixable and do not involve a weight-bearing area [10]. Resection can be performed 
arthroscopically or via open surgery using an approach adapted to the position of the fragment. [4] [11]. Removing even 
a small fragment is not without consequences and increases the risk of arthropathy; [8] [9] moreover, it would expose 
the patient to the risk of recurrent dislocation. Generally speaking, the fragment should be preserved and reattached, 
which allows for an expected 60% rate of excellent and good results at 10 years. 

Several approaches have been proposed to fix this fragment. In young patients with a Pipkin I and II fracture, in which 
the hip is congruent after reduction and the fragment is anterior or anterolateral, it is preferable to use an anterior 
approach according to Hueter or an anterolateral approach according to Watson-Jones [12]. 

In our case, we performed direct screw fixation of the femoral head via a limited posterior Kocher-Langenbeck 
approach. 

The synthesis must be anatomical and ensured by a solid screw (3.5 or 2 mm); this screw can be direct with the screw 
head buried, or indirect by pulling back (elegant but technically difficult solution). In elderly patients and those suffering 
from femoral head impaction, primary total hip arthroplasty is preferable [12]. 

Long-term complications of dislocation are numerous: necrosis of the femoral head, reported by all authors, and 
osteoarthritis, a probable consequence of cartilage damage. [13] The rate of coxarthrosis is estimated differently due to 
the varying follow-up periods of the studies; Those with at least 5 years of follow-up have around 20% osteoarthritis. 
Long-term functional results are poor. Vielpeau, [8] [9], with 26 cases at 10 years, found 50% fair to poor results and 
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50% good or excellent results. Radiologically, he found only seven hips with normal radiographs (27%), 19 abnormal 
radiographs (73%), including 16 cases of osteoarthritis and three cases of necrosis. 

4. Conclusion 

Posterior hip dislocation associated with a femoral head fracture is a rare condition resulting from high-energy trauma. 
The choice of surgical approach depends on the type of dislocation; the surgical indication will be determined based on 
the size and location of the fragment, and the Pipkin classification. Anatomical and stable reconstruction of the femoral 
head using countersunk screws provides satisfactory functional results. The main risk of progression is the occurrence 
of cervical necrosis, which can occur within 2 months to 5 years; the patient must therefore be closely monitored and 
must be clearly informed of this risk. 
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