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Abstract 
Traumatic dislocation of hip in paediatric population is an uncommon condition and recurrent 

dislocation is even rarer. Various factors are responsible for recurrent dislocation including age under 

8 years, hypothyroidism, Down’s syndrome, presence of acetabular fracture with deficient posterior 

bony support, presence of hip dysplasia, pre-existing paralytic conditions, delayed reduction, and 

inadequate immobilization of the hip. Timely and emergent management is the key for achieving good 

long term functional outcome. Here we report a case of six-year-old male child having generalized 

ligamentous laxity with recurrent traumatic dislocation of left hip, two times in the past two years and 

his 18 months follow up result. 
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Introduction 

Traumatic dislocation of hip in paediatric population is an uncommon condition and 

accounts for less than 5% of hip dislocation [1]. Posterior dislocations are more common than 

anterior and inferior dislocations [2]. Hip dislocations in children are usually caused by trivial 

trauma and hence incidence of associated fractures are less common compared to that in 

adults [3] Timely management is crucial to achieve good long term results. 

 

Case Report 

A seven-year-old male child presented to the emergency department with history of pain and 

restricted movements of left hip after he slipped and fell while playing football. 

His left lower limb was in flexed, adducted and internal rotated position. Any attempt to 

passive movement of left lower limb was restricted due to pain. The distal pulse of left lower 

limbs was well palpable and was symmetrical to opposite limb. There was no motor or 

sensory deficit on the affected limb. There were no physical features of any syndromic 

associations. There was hyper laxity of the joints of upper and lower limbs with a Beighton 

score of seven. (Fig1), (Fig2), (Fig3). There was no high arched palate and arm span to 

height ratio was normal. 

Radiograph revealed posterior dislocation of left hip joint (Fig4). This was his second 

episode of left hip dislocation. First episode occurred two years back, at the age of four years 

when he had similar episode of trivial fall, which was managed conservatively by closed 

reduction within two hours of trauma and skin traction for 3 weeks.  

The current dislocation was reduced by Allis maneuver under intravenous sedation in the 

emergency department within two hours of trauma and a skin traction was applied. Post 

reduction radiographs were taken which showed concentric hip joint reduction without any 

physeal injury or fractures (Fig5). An MRI was taken the next day which confirms 

concentric joint reduction. There were no residual complications such as avascular necrosis 

due to the previous episode of dislocation. There was no evidence of hip dysplasia or labral 

tear (Fig6). Patient was managed with skin tractions for four weeks followed by partial 

weight bearing for six weeks. 

On 18 months follow up, child had no further episodes of dislocations, the range of 

movements of left hip was full and he had a normal gait  

 

Discussion 

Traumatic dislocation of hip in paediatric population is an uncommon condition and 

accounts for less than 5% of hip dislocation [1]. 
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The condition is more prevalent in males compared to 

females with sex ratio of 2:1 to 3:1 [3]. This may be due to 

higher physical activities in male children. The mechanism 

of injury contributing to hip dislocation in children are less 

trivial compared to those in adults in whom high velocity 

injury such as road traffic accidents are usually responsible 

for hip dislocation [4, 5]. This may be attributed to number of 

factors in paediatric hip such as shallow and cartilaginous 

acetabulum, increased valgus alignment of proximal femur, 

increased anteversion of femoral neck and more elastic 

ligamentous support surrounding the hip [6]. These factors 

may also be responsible for recurrent hip dislocation in 

children but we were unable to find the true incidence of 

recurrent dislocation due to ligamentous laxity alone in any 

of the literature. Posterior dislocations are more common 

(80%) than anterior or inferior dislocations [7]. But they are 

rarely associated with femoral or acetabular fractures. In the 

classic study published by Epstein, only 17% of children 

(aged 2–15 years) with posterior hip dislocations were 

associated with fracture (Types II to V Thompson-Epstein). 

Plain anteroposterior pelvis radiograph is the gold standard 

for diagnosing hip dislocation [3]. Careful evaluation must be 

done to rule out an occult physeal fracture which can get 

displaced during the reduction maneuver if left undiagnosed 
[8]. Post reduction radiograph should be carefully evaluated 

for incongruous reduction, physeal injury or associated 

femoral or acetabular fractures. Routine post reduction CT 

scan is not recommended for paediatric hip dislocations [9]. 

MRI scan is particularly important in the setting of a 

recurrent dislocation to rule out capsular tears, labral 

detachments, and fractures affecting the cartilaginous 

portion of the posterior wall of acetabulum [10]. There are no 

clear cut guidelines stating the duration of immobilisation 

following reduction of pediatric hip dislocation. Epstein 

recommended traction for 3–4 weeks for patients with 

simple hip dislocation, allowing for the capsular tear to heal. 

For patients with associated fractures of acetabular rim or 

floor, he suggested 6–8 weeks in traction [3]. Banks 

advocated immobilization for 4 to 6 months to produce 

disuse atrophy so that the dense appearance of avascular 

femoral head would then be more obvious [11]. Herrera-Soto 

and Price advocated immobilization in hip spica cast or bed 

rest with an abduction splint for children younger than 

10 years; protected weight bearing for 6–8 weeks for older 

children and adolescents [12]. We treated our patient with 

skin traction for four weeks followed by partial weight 

bearing for six weeks to allow soft tissues to heal. Major 

complications associated with posterior dislocation of hip 

includes avascular necrosis, incongruent reduction, recurrent 

dislocation, proximal traumatic epiphysiolysis and rarely 

sciatic nerve injury. The risk of avascular necrosis is mainly 

dependent on the ischemia time rather than on the age or 

mechanism of injury, signifying the need for emergent 

management of this condition [13]. Predisposing causes for 

recurrent dislocation of hip are: age under 8 years, presence 

of acetabular fracture with deficient posterior bony support, 

presence of hip dysplasia, pre-existing paralytic conditions, 

delayed reduction, and inadequate immobilization of the hip 
[14]. Barquet suggested association of acetabular dysplasia, 

or a predisposing general condition like hypothyroidism or 

Down’s syndrome to recurrent dislocation [15]. In our patient 

general conditions like Down's syndrome, Marfan's 

syndrome and hypothyroidism were ruled out during initial 

assessment. Hip dysplasia, incongruent reduction and labral 

tear were ruled out with the help of MRI. The only positive 

physical finding was the presence of generalized joint and 

ligament laxity with a Beighton score of seven which we 

concluded as the attributing factor to the recurrent hip 

dislocation in the patient. 

 

 
 

Fig 1: Passive apposition of the thumb to the flexor aspect of the 

forearm 

 

 
 

Fig 2: Passive dorsiflexion and hyperextension of the MCP joint 

beyond 90° 

 

 
 

Fig 3: Passive hyperextension of the knee beyond 10° 
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Fig 4: Plane radiograph of pelvis showing posterior dislocation of 

left hip 

 

 
 

Fig 5: Post reduction radiograph 

 

 
 

Fig 6: MRI showing concentric reduction of hip joint 

 
 

Fig 7: MRI showing absence of physeal injury or labral tear 

 

Conclusion 

Paediatric hip dislocations are uncommon condition which 

need emergent intervention to avoid long term complication. 

In a patient presenting with recurrent hip dislocation risk 

factors such as syndromic associations, hypothyroidism, 

capsular / labral tears and incongruent reduction must be 

ruled out. Hyper laxity may be the underlying cause for 

recurrent dislocation when all other causes are ruled out. 

Patient should be followed up till skeletal maturity to assess 

the functional outcome and to detect late complications. 
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