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SUMMARY

This study was done in two parts.

Part I is a retrospective study from Jan 1995 to December 1999 of patients who were

admitted in Kenyatta National Hospital with traumatic posterior dislocation of the hip.

89 patients were studied. It was found that young adults between ages 21 - 30 were the

most commonly injured. Majority of the injured were males (74 or 83%). 69 patients

(77.5%) sustained posterior dislocation following road traffic accidents. Majority of the

patients presented to hospital within Y2 hr - 6 hrs and closed reduction was the most

common method of treatment.The standard radiographs were the only method of

imagmg.

There was no follow-up in the majority of patients (70 or 78.7%) and most of them (72 or

80.9%) had no complications. •

Part 11- This was a prospective study of 9 patients who sustained traumatic

posterior dislocation of the hip. One patient died of diabetic complications during the

study. Male to female ratio was 8: 1 and 5 (55.6%) were in the age group 21 - 30 yrs.

Road traffic accident accounted for the majority (7 or 77.8%) of those injured. 5 (55.6%)

had associated injuries and majority (8 or 88.9%) were treated by closed methods. 7

(77.8%) had no complications. Only one had post traumatic osteoarthritis.



INTRODUCTION

Traumatic posterior dislocation of the hip is a very common injury and presents

management challenges to the orthopaedic surgeon. In the last generation every writer

.ernphasized the rarity of this injury (I). However with violent crashes on high-speed

d h .. h b (2345)roa s t e Injury as ecome very common ", .

It should be noted that these injuries are associated with severe soft tissue injuries and the

patient may be in severe shock. Always during examination the presence or absence of

sciatic nerve function should be recorded. The same examination should be performed

after reduction. Radiographs should include AP and lateral views to show the presence

or absence of acetabular fractures.

Delay in reduction even in terms of minutes may produce severe vascular impairment of

the femoral head and also increase the incidence of ascepjic necrosis (5,6,7) Posterior

dislocation of the hip may complicate a fracture of the shaft of the femur. Other

associated fractures of the lower leg especially patella, tibia plateau and upper end of the

shaft of the tibia may occur. Progno~is is guarded in all cases because of the possibility

of late complications.
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LITERATURE REVIEW

Mechanism of injury

When the femur is flexed and adducted the stability of the hip joint is impaired because in

this position the femoral head is unsupported by the acetabulum and is held in position

only by the capsule. A powerful thrust in the long axis of the limb forces the head

through the capsule onto the dorsum of the ileum (I). The external rotators of the hip (i.e.

the piriformis, gamelli and obturater internus) are usually disrupted. The femoral head

may assume a high (ilial) or a low (ischiatic) position depending on the degree of flexion

of the thigh at the time of the dislocation (8)

The injury has been described as a 'dashboard dislocation' because the usual victim is a

front seat passenger sitting with the hips flexed and knees crossed so that the knee which

lies nearest the dashboard and sustains the impact is that of the flexed and adducted hip
(I).

The injury can also occur from a fall of a roof on the back of a stooping miner. In this

position the flexed joint is not fully adducted and the femoral head is at least protected by

the acetabulum is usually fractured and displaced with it (I).

There is increasing recognition that these injuries can be associated with other activities

including several sports (9,10).

Jennet T.D. reported a case of posterior dislocation of the hip that occurred while the

victim was playing basketball. The player slipped on landing from a jump short, forcing

him into a side split position from which he sustained a posterior dislccation of the hip

resulting in sciatic nerve palsy (II). Bilateral dislocation simultaneously one anterior and

another posterior has been reported where a very drunk driver crushed his car causing

uncontrolled trauma (12).
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PRESENTATION

For the iliac dislocation the hip is flexed, adducted and internally rotated (8) The affected

extremity is shorter and the greater trochanter and the buttock on the affected side are

unusually prominent. The knee of the affected extremity rests on the opposite thigh.

Pre-reduction radiograph shows one femoral head displaced upward and backward. The

head lies on the dorsum of the ileum and posterosuperior to the acetabulum. The femur is

adducted and internally rotated.

For the ischiatic dislocation the affected hip is flexed, markedly adducted and the knee

lies on the opposite thigh (8). The greater trochanter and buttock on the affected side are

unusually prominent. Pre-reduction radiographs show a femoral head lying inferior to,

lateral to and behind the acetabulum. The lesser tuberosity is not seen. The femoral shaft

is in extreme adduction. The findings resemble those of coxavara.

TREATMENT

Thompson and Epstein formulated a classification for the posterior dislocation of the hip

before advent of computerized tomography (1,2,6,13,14). The proper treatment of this injury

depends primarily on the type of injury but regardless of the type of dislocation a few

guidelines apply.

• The severity of initial injury determines long term results.

• Reduction must be performed within the first 12 hours

• Only one or two attempts at closed reduction should be made. If this fails open

reduction must follow.

Epstein classification is as follows:

Type 1 Posterior dislocation of the hip with no more than minor chip fractures
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Type II

Type III

Type IV

Type V

A dislocation with a single large fracture of the posterior acetabular wall.

There is comminution of posterior acetabular wall

There is associated fracture of acetabular floor.

The dislocation is associated with fracture of the femoral head.

Unusual dislocation with ipsilateral fractures of the femoral head and neck has been

reported. (15)

Type I dislocation

This is treated by closed reduction. There are various types:

1. Bigelow Manouver

Jacob Begelow of Boston (I) first described this classical method of reduction of the

dislocation. As a young man at Massachussets General Hospital he established his skill

in the correction of this dislocation so that on one occasion he differed with his senior for

side tracking and obligingly he redislocated the joint only to be called later to reduce it.

His method depended on circumducting the limb through the opposite position of

deformity into the neutral position. In posterior dislocation the limb is flexed, abducted,

laterally rotated and brought down into extension and the neutral position.

2. ALLI'S Maneuver

The patient lies supine and an assistant stabilizes the pelvis by applying pressure to the

anterior superior iliac spines. The surgeon applies longitudinal traction in the line of the

deformity followed by flexion of the hip to 90° while continuing traction. Internal and

external rotation of the hip is performed until reduction is achieved (6)
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3. Gravity Method of Stimson

The patient lies prone on a table with both lower extremities hanging off end. The

involved knee and hip are flexed at 90° while the assistant stabilizes the pelvis. The

surgeon grasps the leg just distal to the flexed knee and applies longitudinal force. Gentle

internal rotation of the hip may aid the reduction (16).

This method IS said to be less traumatic but it IS impractical in-patients with other

injuries(6)

4. The Rochester Method

This method described by Stefanich RJ in the American Journal of Orthopaedics (Jan

1999 vol. 28) is unique in that it can be done by one trained medical care provider (17).

The patient is placed in the supine position and reduction p~rformed while the patient is

sedated, although some patients may require general anaesthesia. The non-dominant arm

is used for pelvic counter-force while the other arm provides longitudinal traction and

rotation control.

In all these methods reduction is typically performed in the emergency room with I.V.

sedation and muscle relaxation based on the diagnosis obtained with AP films.

If reduction cannot be achieved, the patient is taken to theatre where one more attempt is

made at closed reduction with the patient under general anaesthesia.' If one is not

successful open reduction is performed.

Causes of failed closed reduction (7,18) are:

1. Button holing of the femoral head through the posterior capsule.

2. Interposition of short lateral rotators

3. A torn acetabular labrum

6



4. Osteochondral acetabular fragments and fracture fragments from the femoral head

being lodged into the joint.

Preoperative computerized tomography (CT scans) helps identify the location and nature

of the obstructing structures. It also helps in planning of open surgery.

After reduction radiographs are taken to ensure that the reduction is concentric.

Postreduction management (8) includes skin traction to the lower leg by keeping the hip

extended and slightly abducted. Traction is the simplest way to rest the limb that has

sustained this severe injury. This is maintained [or 3 weeks during which time passive

and active motion at the hip joint and muscle exercises are instituted within five days of

starting traction. After 3 weeks the patient is ambulated on crutches without weight

bearing on the affected limb.

•
Unprotected weight bearing is permitted by the end of 12 weeks.

Light work 14 to 16 weeks and full activity 6 to 10 months after injury.

The patient is followed up to a period of I to 2 years. At each examination check

radiographs to note any changes in the femoral head and acetabulum are taken. The range

of motion in the hip is checked and recorded. Recommended time for follow up IS

approximately 3 months.

TYPE II, III, IV POSTERIOR DISLOCATIONS.

These types of dislocations can be reduced by the same closed techniques used for

uncompl icated dislocation. (6,19)

Once the femoral head has been reduced accurately within the intact acetabulum open

reduction of acetabular fragments can be delayed for up to 5 to 10 days. While waiting
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the patients are put on skeletal traction and radiographs AP lateral and Judet views are

taken including CT scan. This helps in planning management.

Epstein however prefers pnmary open reduction because osteocartilaginous fragments

commonly within the joint prevent concentric reduction. Further if surgery is performed

after closed reduction dislocation of the joint is necessary and this adds trauma to the
. I '1 (67142021)articu ar carti age " , .

It should also be noted that progressive sciatic nerve deficit is an absolute indication for

operative exploration.

TYPE V DISLOCATION

This is rare.

Treatment is by closed reduction. If this fails operation is indicated

PROGNOSIS

After a dislocation of the hip, excellent function usually can be expected, provided that

neither avascular necrosis nor traumatic arthritis of the joint develops (2,6.22)

Early complications

1. Sciatic nerve injury

If there is progressive deficit exploration is required.

2. Vascular injury

Superior gluteal artery

3. Associated fractures of femoral shaft.

Late complications

1. Avascular necrosis

2. Myositis ossificans

3. Unreduced dislocation
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4. Osteoarthiritis due to

cartilage damage

presence of retained fragments

ischaemic necrosis

RATIONALE

With the ever increasing road traffic accidents the incidence of posterior dislocation of

the hip is bound to rise. Delay in treatment is the cause of poor prognosis. The purpose

of this study is to find the pattern of presentation, the mode of management and

complications of posterior dislocation of the hip.

About 20 patients are seen every year at Kenyatta National Hospital with traumatic

posterior dislocation of the hip. The information derived from this study will help in the

formulation of management protocols for the patients with posterior dislocation of the

hip. •
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OBJECTIVES

Broadobjectives

To determine the management and outcome of traumatic posterior dislocation of the hip

at Kenyatta National Hospital.

Specific objectives.

\. To determine the incidence pattern of posterior dislocation of the hip.

2. To.determine the causes of the injury

3. To determine the kind of investigations carried out.

4. To determine the mode of treatment for various types

i.e. closed, closed followed by open reduction or open reduction primarily.

5. To determine complications and their incidence.

MATERIALS AND METHODS.

Study design

The study was carried out in two parts.

.•

Part I -

Part II -

This was a retrospective study from January 1995 to December 1999.

This was a prospective study over a period of 6 months - January 2001 to

June 2001.

Study population

All patients in the adult orthopaedic wards who had traumatic posterior dislocation of the

hip were included in the study.

Sample size

The study population was determined by the sample size. This was based on patients

who were admitted in the adult orthopaedic wards and fitted the criteria mentioned

below.
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STUDY METHODOLOGY.

Thestudy was conducted by the principal investigator under the guidance of a supervisor

fromthe department of orthopaedic surgery, University of Nairobi.

The instruments comprised of the medical records and radiographs of patients who had

beenadmitted with traumatic posterior dislocation of the hip.

The principal investigator studied the records in order to determine the cause of injury,

the mode of investigations and treatment given. Follow-up notes were studied to find

complications. The information gathered was tabulated and analysed.

ELIGIBILITY CRITERIA

Inclusions

1. Those patients who had clinical and radiographic evidence of traumatic posterior

dislocation of the hip.

All patients above the age of 12 and fit criteria 1
•

2.

Exclusions

1. All patients with posterior dislocation of the hip not due to trauma.

2. All patients with posterior dislocation of the hip below 12 years.

LIMITATIONS OF THE STUDY

1. Failure by the surgeons to record the type (Epstein) of posterior dislocation. This

was overcome by looking at the radiographs.

2. Failure by surgeons to record sciatic nerve function before reduction of the

dislocation. The prospective study did not have this limitation.

3. The medical records department does not specifically indicate posterior

dislocation of the hip as a diagnosis in their records. The diagnosis is indicated as

sprains and injuries around the hip. This was sorted out by specifically looking at

the files, the ward and theatre books.
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ETHICAL CONSIDERATIONS

J. Permission to carry out the study was sought from the Ethical and Research

Committee based at Kenyatta National Hospital for approval.

2. All the information obtained was confidential and only used for intended

purposes.

3. All questionnaires and entry tables bore no patient name or ethnicity and were

identified by serial numbers.

4. Informed consent was sought from the patient.

5. Any relevant information will be made available to interested party/parties on

request from the principal investigator.

Data Collection and Management

A pretested questionnaire was used for data collection. The principal investigator under

the guidance of the supervisor did this. The case records of patients were retrieved from

the records department of KNH and the radiographs from tht! X-ray department of KNI-l.

All the questionnaires were coded and data entered into SPSS data sheet. Analysis was

then done using SPSS computer software program.

Data presentation

Data is presented in tabular and geographical forms. Bar charts and pie charts are used as

necessary.
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Part 1 - Retrospective study

Thiswas from January 1995 to December 1999. A total of 89 files were retrieved from

themedical records department of Kenyatta National Hospital.

1. Incidence
Theaverage per year was 17.8 with the lowest of 9 and the highest of 26

Incidence per year

95 96 97 98 99

Fig.1

2. AGE DISTRIBUTION.

Frequency Percent
13-20 11 12.4

21-30 39 43.8
31-40 19 2l.3

41-50 11 12.4

51-60 7 7.8
>60 2 2.2

Total 89 100
Table 1

Age Distribution
--,

i .
I
I
I
I

50 1 - . - - -. 39 --- -.- --- .. ------ 00-

g:~~~ 19

I~~. ~ :::::::::::::::::7::::::::::::::::-=-=~-
o . '----,-1.0_-'-----"_=:::1.....-.

13-20 21-30 31-40 41·50

Age

si eo >60

----------------_._--
Fig 2.
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3. SEX DISTRIBUTION

Sex Frequency Percent
Male 74 83%
Female 15 17%
Total 89 100

Table 2

SEX DISTRIBUTION

17%
: j:OMale I
. I

I ~ Female I

83%
I
I

------------------------------~

4. CAUSES
Fig 3

Causes Frequency Percent
R.T.A 69 • 77.5
Fall from height 15 16.9
Others 5 5.6
Total 89 100

Table 3

CAUSES
6%

[--- I
IDR.TA

i ~ Fall from height I

I·0 Others I
J I77%

Fig. 4
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5. TIME OF PRESENTING TO HOSPITAL.
Time of presenting to Frequency
hos ita I

Percent

Half an hour 5 5.6
112 hr to 6 hours 38 42.7
6 to 24 hours 29 32.6
> 24 hours 17 19.1

Table 4
Total 89

40
35
30

~ 25
c
~ 200-
Q)

U: 15

10

5

100

TIME (hrs)

Presentation
PRESENTATION.

38 .__
TIME OF PRESENTING TO HOSPITAL

-1 r- ---- ---~I
o Half an hour II

II
II

rn1/2hrt06 II
hours i I

I 06 to 24 hours Ii

I 0> 24 hours
I
i__ -'-_----' __ i ,-"i _'-- __

29

L:~------------------
Fig. 5

6.

Posterior dislocation alone
Percent

48.3

J

Posterior dislocation with other
IOJLmes

46 51.7

Table 5
Total 89 100

r-------------------------
PRESENTATION

52%

o Posterior dislocation
alone

I
r;;] Posterior dislocation

with other injuries I I
'------'----' I

Fig.6
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7. POSTERIOR DISLOCATION TYPE.
Posterior dislocation type Frequency Percent
Epstein type I 72 80.9
Epstein type II 8 9
Epstein type III 2 2.2
Epstein type IV 4 4.5
Epstein type V ') 3.4.J

Total 89 100
Table 6

POSTERIOR DISLOCATION TYPE

~--- ---- - - - .i

o Epsteintype III i'

1---------------. oEpstein type IV I
11 j

t: I I j1----~_')_--4-,.."...____3_:_·4-4 ---.~ I
~b====:::C==.__ L~: ! • Epstein typeV i
!'!l. I I

'-- .__ J

Epstein type
'----------------------

Fig. 7

8. POSTERIOR DISLOCATION WITH OTHER INJURIES.

Other injuries Frequency Percent
Sciatic nerve injury 2 2.2
Shock 1 1.1
Associated fractures 19 21.3
Abdominal injuries 1 1.1
Soft tissue injuries ') 14.6.J

Head injury 2 2.2
Friction burns 1 1.1
Sciatic and shock 1 1.1
Sciatic and associated 1 1.1
shock and associated 4 4.5
Associated No. and degloving injury 1 1.1

Total 46 51.7
Table 7.
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9. IMAGING
Radiographswere performed on all the patients admitted. There was no other form of
imaging.

10. MODE OF TREATMENT
Mode of treatment Frequency Percent
Closed reduction 80 89.9
Closed then open 7 7.9
Open reduction 2 2.2

Total 89 100
Table 8

MODE OF TREATMENT
8% 2%

o Closed
reluction

I!I Closed then
open

o Open reduction

•
90%

Fig. 8
11. TIME BEFORE SURGERY.

Time Frequency Percent
6-12 Ius 2 22.2
> 24 hrs 7 77.8

Total 9 100
Table 9

TIME BEFORE SURGERY

06-12 hrs

I!II> 24 hrs

Fig 9.

17



12.COMPLICATIONS

Complications Frequency Percent
Nil/none 72 80.9
Osteoarthri tis 9 10.1
Failed reduction 2 2.2
Limb shortening 1 1.1
Unreduced dislocation

.., 3.4.J

Sciatic nerve injury 1 l.1
Table 10

13. FOLLOW UP PERIOD.
Follow up period Frequency Percent
No follow up 70 78.7
< 1/2 year 8 9
112 - 1year 1 l.1
> 112 - 2 years 9 10.1
> 2 years 1 1.1
Total 89 100-Table 11
.------------------------~---------------.--+--- -.

i
I

80
70
60
50
40 4-----1.:

30
20
10 -f---

o

FOLLOW UP PERIOD

70

'..

8 9

!
10 N~;!I~wupll
II!iI < 1/2 Yr ':
I i
01/2 - 1yr !
o > 1/2 - 2 Yrs I
• > 2'yrs IIL ._. _

Fig.l0
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DISCUSSIONPART 1 - RETROSPECTIVE STUDY

89 patients with traumatic posterior dislocation of the hip were seen between January

1995to December 1999. This gives an average of 18 patients per year. 1995 had the

lowestand 1998 the highest number. The numbers would be much higher if Kenyatta

Hospitalwas the only one in the City of Nairobi. Quite a number of patients are treated

in the various hospitals that have mushroomed in Nairobi.

Majorityof the patients (39 or 43.8%) were in the age group 21-30 (Fig 2), and minority

(2or 2.2%) were in the age group above 60. 11 (12.4%) were below the age 20 years. In

one multicenter study of 86 patients 15% were found to be below the age of 16 (23)

Several studies have shown a low incidence in the younger age group especially children
(24,25)

In our study 83% were males and 17% were females (Fig 3). In the study mentioned

above 38% were females and 62% males. In children below 15 years male to female
•

ratio was seen to be 4: 1. These studies show that men are more prone to this injury than

females. This is probably due to a higher male mobile population in most communities.

The causes ofthe dislocation (Fig 4 and Table 3) were 77.5% from RTA, 16.9% from fall

from a height and 5.6% others.

All over the world RTA remains the most important cause of traumatic posterior

dislocation. In our study a lady was trampled on by fighting bulls and she sustained

posterior dislocation. Another unique case in this study is one where a man standing at

the roadside was thrown off balance by wind from a moving track and he sustained

posterior dislocation. In Western countries sports are major cause of posterior dislocation

of the hip.(IO, 11,23).

Most patients (38 or 42.7%) presented to the hospital within Y2 hrs to 6 hours. A few

5.6% presented within Y2 hr. Nairobi has good transport system and accident victims

arrive the shortest time possible.

19
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Treatment is usually carried out as emergency by the senior house officer 011 duty in

conjunction with a plaster technician. Literature reveals that delay in reduction due to

whatever reason is the cause of poor prognosis (26,27)

51% of patients presented with dislocation and other injuries (Fig 6 and Table 5). In this

study Associated fractures (21.3%) and soft tissue injuries were the main associated

injuries (Table 7). A review of literature reveals that sciatic nerve injury constitutes

approximately 10% in adults and 5% in children (28) One study indicated local injuries in

76.9% of traffic accidents (23). In another study by Schwarzkopf et aI., 86 percent of the

49 patients studied over a 15year period had associated injuries (29). This suggests that

the injury is a high-energy trauma and associated injuries must be looked for.

72 patients (80.9%) presented with posterior dislocation type I (Fig 7 and table 6). This

probably was due to the sitting arrangement in our vehicles in which case the thighs are

usually flexed and adducted favouring this type of injury. The different patterns of injury

depend on the speed, direction of the forces and the position of the femur at the moment

of impact (30).

All patients entered in this study had radiographs as the only mode of imaging. Standard

radiograph are cheap, easily available, and all that is required in simple dislocations.

Frick S.L et al was able to show that CT scanning was not useful after concentric

reduction by plain radiography of simple posterior dislocations (31). Another study

showed that MRI can effectively identify and quantify the muscle injury and joint

effusion that invariably accompany traumatic hip dislocations (32). It is also useful for

demonstrating trabecular bone contusion and iliofemoral ligament injury, which occur

commonly with acute hip dislocations. However in our setup the cost for imaging by CT

or MRI are prohibitive.

80 patients (89.9%) underwent closed reduction (Fig.8, table 8). This is in keeping with

the study shown elsewhere indicating that closed reduction is the main method of

treatment (6,7,23,29).
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9 patients had open reduction (Fig.9, table9) and out of these 2 were operated within 6 -

12 hours and 7 were operated after 24 hours. Of the 7 some were referrals from

neighbouring district hospitals where closed reduction had failed. One study indicated

6% of the 86 patients entered had open reduction (23)

72 patients (80.9%), did not have any complications (Tablel 0). The main complications

were osteoarthritis (10.1 %), unreduced dislocation (3.4%) and failed reduction (2.2%).

The good results were probably due to early reduction.

Schwarzkopf et. al. reported 47% (i.e.14/30) excellent results, according to Thompson

and Epstein Classification (29) However their follow-up was based on MRI findings (29)

70 patients (78.7%) were not followed up at all (Fig 10, table II). This happened despite

all the patients having been given appointments for review. Probably the patients felt

better and did not see any justification for follow up. More over due to financial

constraints some may have decided to be followed up in their local hospitals. In

comparison follow up in western countries is more prolonged and up to 7 year follow up

has been recorded (29).
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CONCLUSIONS

I. Traumatic posterior dislocation of the hip IS a common injury and many more

cases per year will be seen in the coming years.

The young adults between 21 - 30 years are the most commonly injured.2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

There is a male preponderance of about 4: 1.

Road traffic accidents are the leading cause of the injury

Most patients presented to hospital between Y2 hrs to 6 hours.

51% of patients presented with posterior dislocation of the hip with other injuries.

The majority of the hip dislocations are classified as Epstein type 1. (80.9%).

Standard radiographs were the only mode of imaging.

Closed reduction done early is associated with good results.

Majority of the patients studied had no complications.
/

Most patients were not followed up.



PART II - PROSPECTIVE STUDY.

Ninecases were recruited in the study.
Theresults are as follows

1. Age distribution.

13-20
A e

21-30
31-40
41-50
51-60
Total

Fre uencv Percent
0 0
5 55.6
., 33.3J

0 0
1 11.1
9 100

Table 12

2. Sex distribution

Sex
88.9

PercentFre
Male 8
Female 11. I

Table 13
Total 9 ,00

11%

SEX DISTRIBUTION

Figure 11

I
I
IDMale
I

i I
i I

I ~ Female!
! i
I I

89%
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Presentation
Posteriordislocation

Percent

5
4 44.4

Posteriordislocation and other
injuries

55.6

Total 9 100
Table 16.

Posterior dislocation type.

Percent
44.44

Total
2 22.2
9 100

Table 17

7. Posterior dislocation with other injuries.

Iniuries
Associated fractures
Soft tissue inj ury

Fre uencv
2

Table 18.
Total 5

Percent
40
150
100

8. Imaging ,
All the 9 patients had radiographs as the only form of Imaging.

9. Mode of treatment.

11%

o Closed reluction
--,

I

I

!!1Closet then open ~
reluction :,

Fig 14.

89%
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Modeof treatment Frequency Percent
Closed reluction 8 88.9
Closet then open reluction 1 11.1

Table 19.

10. Time before surgery,

One patient underwent operation more than 24 hrs after admissi

11. Complications.

Complications Frequency Percent
Nil/none 7 77.8
Osteocuthri tis 1 11.1
Death 1 11.1

Table 20.

on.

12. Follow up period.

Follow up period (months) Frequency Percent
No following 1 11.1
< 6 months 8 88.9
Total 9 100
Table 21
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Modeof treatment Frequency Percent
Closedreduction 8 88.9
Closedthen open reduction I Il.l
Table19.

to. Time before surguy.

Onepatient underwent operation more than 24 Ius after admissi

11. Complications.

Complications Frequency Percent
Nil/none 7 77.8
Osteoarthri tis I 1l.1
Death I Il.I
Table 20.
12. Follow up period.

Follow up period (months) Frequency Percent
No follow up I Il.l
< G months 8 88.9
Total 9 100"
Table 21

on.
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DISCUSSION - PART II PROSPECTIVE STUDY
9cases were recruited in the study. If this is extrapolated then for one year 18 cases will

have been seen. This falls within the average seen per year for the retrospective study.

55.6% of those seen were in the age group 21 - 30 (Table 12). This correlated well with

the retrospective study.

There was also predominance of males over females (Fig 11. Table 13) with iVI:F ratio of

8:1 . This is a very high rvl:f ratio and is probably due to a small number of patients

entered in the stud y.

The causes correlate well with what was seen in the retrospective study (Fig 12 and Table

14). Thus 77.8% were due to RTA One interesting cause Cor the "others" group was a

situation where the subject was entangled in a rope that was tied to the CO\\. He was then

pulled by the cow thus sustaining dislocation of the hip. There is thus increasing though

isolated other causes of posterior dislocation of the hip other than R.T.A. and falls 11'0111.•heights. (10.1123)

In our study a higher number presented within 6 - 24 hI'S (Table IS). In studies done

elsewhere (2329) nearly all patients presented to hospital within 3 hours. In the

retrospective study most patients presented within y~hours to 6 hrs.

5 patients (55.6% ) had other injuries. Majority of the injuries were soft tissue mjuncs

(Fig 13 table 16. Table 18). Only 2 out of the 5 patients had associated fractures.

Types of posterior dislocation (Table J7) were distributed between I. II and III with type I

predominating by 4-L4%. This is low compared to 80.9% in the retrospective study. As

indicated earlier. the different patterns of presentation depend on the speed. direction of

the forces and the position of the femur at the moment of impact (30)

All the patients had radiographs as the only mode of imaging. This correlates well with

the retrospective study.

~-_I



8 patients (88.9%) were treated by closed methods. This IS 111 keeping with the

. d did' d I h (6 7 23 29)retrospective stu yan ot rer stu ies one e sew ere ,. .

One patient was operated more than 24 hours after presentation. This problem is already

solved with opening of trauma theatre for 24 hrs in Kenyatta National Hospital

77.8% of patients did not have complications. This compared very well with the

retrospective study (Table 10, Table 18). One patient died two weeks after admission.

Apart from dislocation he sustained compound tibiofibular fracture with crushed foot and

was discovered to be diabetic. He died of complications of diabetes. In our study many

complications detected in western countries were not seen probably because of use of

radiography as the only mode of imaging.

I followed up the 8 patients and only one had developed arthritis of the hip and is on

nonsteroidal anti-inflammatory drugs. •

CONCLUSSIONS

1. More males sustained posterior dislocations of the hip than females.

2. RT A accounts for the majority of the causes.

3. There were more patients presenting within 6-24hours bracket.

4. Type I posterior dislocation is more common.

5. Standard radiograph is almost always the only method of imaging performed at

KNH for this injury.

6. The majority of the patients were treated by closed methods.

7. There is delay in operative management.

8. Majority of the patients had no complications.
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RECOMMENDATIONS

I. A patient presenting with posterior dislocation should be thoroughly examined to

exclude associated injuries.

2. All patients presenting with posterior hip dislocation should be treated within the

first 6hours of injury.

3. Type Idislocation is the most common. So where x-ray facilities are not available

closed methods of treatment will give good results.

4. Other forms of imaging (CT & MRI) should be performed in failed reduction.

5. Patients should be followed up for at least 2years in order to get the pattern of

complications.

6. Further research is needed especially multi-center study in order to get the true

picture of the injury.
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APPENDIX

DATACOLLECTION FORM

A.

B

c.

DEMOGRAPHIC
1. Hospital No .
2. Study No.

..,

.J.

1__ 1'----_1_

1 1 1Age (years)

3. 1,-----14.Sex Male1, Female 2

HISTORY
CAUSES (Code 0= No 1 + YES)
1. Road traffic accident
2. Fall from height
3. Others

TIME OF PRESENTING TO HOSPITAL
1. Less than half an hour
2. 1i hour - 6hours
3. 6hours - 24hours
4. > 24hours

.•

D. PRESENTION
1. Posterior dislocation

2. Posterior dislocation with other injuries

E. POSTEIUOR DISLOCATION TYPE
1. Epstein type 1
2. Epstein type 2
3. Epstein type 3
4. Epstein type 4
5. Epstein type 5

F. IF POSTEIUOR DISLOCATION WITH OTHER INJURIES.
1. Sciatic nerve palsy 1 1

1 12. Shock

3. Associated fractures 1 1

Abdominal injuries 1 1

1 1

4.
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5. Others
G. IMAGING

1. Radiographs

2. CT Scan

E. MODE OF TREATMENT

I. Closed reduction

2. Closed reduction followed by open reduction

3. Open reduction

H. TIME BEFORE SURGERY

1. 12 hours 06hours

2. 6hours -12hours

3. 12hours -24hours

4. >24hours

J. COMPLICATIONS
1. Avascular necrosis
2. Myositis ossificans
3. Unreduced dislocation
4. Osteoarthritis
5. Others
6. No complications

K. AVERAGE FOLLOW UP PERIOD
(1) No follow up
(2) < 6months
(3) 6months to year
(4) 1year to 2years
(5) > 2years
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INFORMED CONSENT

subject's name having full

capacity to consent for myself and having sustained my birthday, do

hereby consent to my participation in the prospective research study of traumatic

posterior dislocation of the hip.

The implication of my participation, the nature, the dimension and purpose, the methods

and means by which it will be conducted and the inconveniences and hazards which may

reasonably expected have been explained to me by _

I have been given the opportunity to ask any questions concerning this study and any

such questions have to be answered to my full and complete satisfaction. Should any

questions arise, you may contact DR. PETER ASEYO SORE, PO.O.BOX 19676

NAIROBI, KENYA OR TEL: 726300 EXT. 43649. .•

I understand that I may at any time withdraw from the study. However I may be required

to undergo further examination if in the opinion of the doctor such examinations are

necessary for my well being.

Subject's name

Subject's Sign

Study Number

Date
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