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Abstract

Obturator hip dislocation is a rare variety of regular hip dislocations. Shoulder erecta dislocation is also a rare condition. the 
association of these two entities is exceptional. We report an exceptional case of a 19-year-old patient who presented with con-
comitant dislocations; erecta of the left shoulder and obturator of the hip on the same side following an accident on the public 
highway, motorcyclist hit by car with point of impact at the level of the internal face of his right knee then he fell on his shoulder 
left in abduction. The patient presented to the emergency room with an attitude of irreducible abduction of the left shoulder 
and flexion, abduction, external rotation of the left lower limb. The vascular and nervous examination was normal. The X-ray 
confirmed the diagnosis of a dislocation erecta of the left shoulder associated with an obturator dislocation of the hip on the 
same side. Emergency reduction under general anesthesia and curarization within 4 hours was performed in the operating room 
for both dislocations. a restraint of the left upper limb by orthosis elbow to the body, for three weeks and A discharge of 45 days 
was prescribed. An early rehabilitation of the left shoulder and the left lower limb without support was started after 03 weeks of 
immobilization followed deferred support from the 45th post-traumatic day. The Follow-up after 16 months was noted without 
stiffness or pain in the shoulder and hip, and without radiological signs of osteonecrosis of the femoral head. 
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Introduction 
Traumatic anterior dislocation of the hip without fracture of the 
acetabulum or femoral head is rare [1]. They are often second-
ary to road traffic accidents, and erect dislocation is a rare form 
of shoulder dislocation with an estimated incidence of 0.5% of 
all such dislocations [2]. It is a functional emergency that re-
quires an orthopaedic reduction in the first instance and as soon 
as possible. We report here an exceptional case of a 19-year-old 
patient who presented concomitant dislocations; an erecta dis-
location of the left shoulder and an obturator dislocation of the 
hip on the same side, and the functional result after 16 months 
of follow-up. 

Case Presentation
The patient was 19 years old and was the victim of a road traf-
fic accident. He was hit by a car with an impact point on the in-
side of his right knee and then fell on his left shoulder in abduc-
tion, resulting in a closed trauma of the left hip and shoulder. 
The initial examination revealed total functional impotence of 
the left upper and lower limb, with a hip in flexion abduction 
external rotation and an upper limb in forced abduction and ex-
ternal rotation, arm in the air with an impossibility of bringing 
the elbow to the body (Figure 1).
The vascular and neural examination was without abnor-
mality, as was the skin examination. A standard radiological 

work-up was carried out urgently, and the variety erecta was 
confirmed by a frontal X-ray of the left shoulder (Figure 2), 
which showed the subglenoid position of the humeral head and 
a humeral axis projected above the horizontal, and a frontal 
X-ray of the pelvis (Figure 3), which showed an obturator dis-
location of the left hip. 

Figure 1: Clinical picture showing the vicious attitude of the 
left upper limb in forced abduction and external rotation, and 
the left lower limb in flexion, abduction and external rotation.
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Figure 2: Frontal X-ray of the left shoulder shows an erecta 
dislocation of the shoulder.

Figure 3: Frontal X-ray of the pelvis shows an obturator-type 
dislocation of the left hip.

Figure 4: Control X-ray of the left shoulder from the front and 
pelvis from the front showing reduction of both dislocations.

Figure 5: Post-editing CT scan of the pelvis showing reduction of the femoral head without associated osteoarticular 
injury.

Emergency reduction under general anaesthesia and curarisa-
tion within 4 hours was performed in the operating theatre us-
ing the following manoeuvres: for the left shoulder; traction in 
the axis of the limb with slight abduction, for the left hip; initial 
traction in the axis of the limb followed by flexion of the hip 
in internal rotation and abduction while maintaining traction. 

X-rays of the left shoulder and pelvis (Figure 4) were satisfac-
tory and a post-reduction CT scan of the pelvis (Figure 5) con-
firmed the reduction and the absence of associated injury and 
intra-articular fragment. Early rehabilitation of the left shoul-
der and the left lower limb without support was started after 03 
weeks of immobilisation followed by deferred support from 
the 45th post-traumatic day. 16 months later, the Postel-Merle 
d'Aubigné functional score (PMA) was 18, with no stiffness 
or pain in the shoulder and hip, and no radiological signs of 
osteonecrosis of the femoral head. 

Discussion
Erecta dislocation is a rare form of shoulder dislocation [2], 
first described in 1895 by Middeldorpf and Scharm [3,4].

Davids and Talbott reported two mechanisms of erecta dislo-
cation in 1990 [5]: a direct mechanism by the application of 
violent abduction forces to an initially abducting limb, with 
the acromion acting as a lever for the humeral axis; and an 
indirect mechanism following the application of heavy over-
load to a limb in full abduction. Road traffic accidents are the 
main etiology. The clinical study of erecta dislocation can be 
summarised by Stimson's definition [6]: "This remarkable dis-
location is characterised by the marked elevation of the arm 
next to the head, from which position it is impossible to lower 
it without causing great pain. Physical examination reveals a 
humeral head palpated in the axillary fossa, the vacuity of the 
glenoid and changes in the muscular and bony relief. 

A radiological assessment is necessary to confirm the disloca-
tion and reveal any associated lesions. Standard radiographs 
of the face and a true axillary profile show the humeral head 
projected below the inferior pole of the glenoid and a humeral 
diaphysis always above the horizontal [7]. The evolution can 
be marked by different complications depending on the age of 
the patient [8]; thus, the most frequent complication before the 
age of 45 is the recurrence of the dislocation. 

After the age of 45, a rotator cuff injury as well as a fracture of 
the major tubercle are possible.
Erecta dislocation occurred when the tear in the inferior gle-
nohumeral ligament was longitudinal. For dislocation to occur 
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experimentally, seven out of eight cases required deep rotator 
cuff disinsertion. 
We did not note any vascular or nerve complications in our 
patient, although cases of damage to the axillary artery and 
brachial plexus have been observed due to the proximity of the 
glenohumeral joint to these two noble elements. In the series 
by Mallon et al [9], comprising 86 observations, damage to the 
axillary nerve was reported in 60% of cases and damage to the 
axillary artery in 3% of cases. 
The treatment of uncomplicated erecta dislocations is ortho-
paedic [10]. 
According to Nho et al [11], the non-bloody reduction of this 
dislocation takes place in two steps, under minimal analgesia. 
The manoeuvre consists, according to these authors, in trans-
forming the lower dislocation into an anterior dislocation, then 
reducing the head 

The humerus is placed in the glenoid cavity. Thus, the operator 
places one hand on the shaft and the other hand on the medial 
condyle of the humerus. The hand on the shaft applies anterior 
force and rotation to the humeral head, bringing it back to an 
anterior position, and then the humerus is adducted and exter-
nally rotated, reducing the head into the glenoid cavity. This re-
duction is followed by elbow to body shoulder immobilisation 
for three weeks. Radiological control after reduction is always 
indicated. Rehabilitation is the only guarantee of satisfactory 
functional recovery [12]. The long-term prognosis is generally 
favourable. 
Obturator dislocation accounts for 6 to 10% of dislocations re-
ported in the literature [1]. The mechanism of occurrence of 
this entity is a movement in flexion, abduction and forced ex-
ternal rotation [13] with the cam effect of the greater trochanter 
on the ́ilion in maximum abduction. It is this mechanism that 
explains the dislocation in our case. 

Anterior capsular injuries are constant [14]. These lesions can 
lead to irreducibility by a buttonhole effect [15]. Osteoarticular 
injuries are also very frequent and depend on the mechanism 
and violence of the initial trauma. Fractures of the femoral 
head occur in more than 50% of anterior dislocations [16]. 

Orthopaedic reduction is urgently required [17]. Reduction 
difficulties related to muscle mass, the risk of femoral head 
entrapment in the obturated foramen, and iatrogenic fracture 
of the neck have been reported [14]. This reduction must be 
performed under general anaesthesia with complete muscle re-
laxation. 
Reduction manoeuvres differ between authors Epstein [18] 
and Brav [17] recommend traction in the ́axis of the femur fol-
lowed by ́progressive flexion of the hip into internal rotation 
and abduction while maintaining traction. 

Post-reduction CT should systematically look for a chondral 
lesion or an infra radiological fracture. An osteochondral frac-
ture of the femoral head is frequently associated with this type 
of dislocation [18,19,20]. 
The risk of secondary avascular necrosis is increased by the 
delay in reduction; Hougaard [21] noted 52.9% necrosis when 
the reduction time exceeded 6 hours. Our reduction was com-
pleted within 4 hours without iatrogenic fracture, due to early 
diagnosis and atraumatic reduction. 

Conclusion
Obturator hip dislocation is a rare variety of regular hip dislo-

cation. The erecta dislocation is also a rare condition. The as-
sociation of the two dislocations is exceptional, their diagnosis 
is made clinically and confirmed by standard radiography. The 
orthopaedic reduction must be done as a matter of urgency, and 
the triad of reduction, bandaging and early rehabilitation is the 
guarantee of good evolution. 
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