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L uxacOes trauméticas do quadril em
paci entes esgue eticamente maduros

Traumatic didocation of the hip joint
In skeletally mature patients

VINCENZO GIORDANO?, PAULO RICARDO L. DA COSTAZ, JULIANA D. ESTEVES?,
JOAO FELIX S. JUNIOR?, CARLOS EDUARDO FRANKLIN?, NEY PECEGUEIRO DO AMARALS

RESUMO

L uxagBes traumaticas do quadril sdo lesbes extrema-
mente graves, constituindo-se numa das poucas emer gén-
cias ortopédicas conhecidas. Diagnoéstico precoce e redu-
cdoimediata sio mandatoriosnessescasos. O obj etivodeste
trabalho foi avaliar osresultados do tratamento de 34 pa-
cientes esqueleticamente madur os com diagnostico de lu-
xacao trauméatica do quadril, atendidos no periodo deja-
neiro de 1997 a dezembro de 2000. Vinte e nove (85,3%)
eram do sexo masculino ecinco (14,7%) do feminino, com
idade média de 31,6 anos. O mecanismo de trauma mais
comum foi acidente automobilistico em 72,8% dos casos.
Vinte e 0ito (82,3%) casos foram de luxagOes posteriores.
O tempo decorrido entre a admissdo hospitalar e aredu-
cdo daluxacdo do quadril variou entreumaecinco horas,
com média de duashorase 50 minutos. O tempo de segui-
mento pos-reducao variou de 18 a 56 meses (média de 37
meses). Osresultadosforam avaliados, obj etivamente, se-
gundo oscritériosde Merle D’ Aubigné e Postel modifica-
dospor Matta et al e, subjetivamente, através do questio-

ABSTRACT

Hip joint traumatic didocations are extremely severe in-
juries, being a real orthopedic emergency. Early diagnosis
and immediate reduction are mandatory. The aim of this
study was to assess treatment results of 34 skeletally mature
patients with diagnosis of hip joint traumatic didocation,
that were seen from January 1997 to December, 2000. Twen-
ty-nine (85.3%) were male and five (14.7%) female, mean
age of 31.6 years. The most common trauma mechanism
wasa car accident, 72.8% of the cases. Twenty-eight (82.3%)
cases were posterior disocations. Period between hospital
admission and didlocation reduction ranged from onetofive
hours, mean two hours and 50 minutes. Post-reduction fol-
low-up ranged from 18 to 56 months (mean, 37 months).
The outcomes were objectively assessed through Merle
D’ Aubigné and Postel criteria, modified by Matta et al, and
subjectively assessed by SF36 questionnaire, providing re-
spectively 55.9% and 76.5% of satisfactory results. Five cas-
es of femoral head avascular necrosis (FHAN) were seen,
three after femoral head fracture, and two after acetabulum
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LUXACOESTRAUMATICASDO QUADRIL EM PACIENTES ESQUELETICAMENTE MADUROS

nério SF36, obtendo-se, respectivamente, 55,9% e 76,5%
deresultados satisfatorios. Foram observados cinco casos
de necrose avascular da cabeca do fémur (NACF), sendo
trés apos fratura da cabeca femoral e dois do acetabulo.
Apesar dos bons resultados obtidos até o momento e do
pequeno nimer o decomplicacgfes, importante processo de-
generativo é esperado quando esses pacientes sdo avalia-
dos apés um longo periodo de seguimento.

Unitermos — Luxagdo traumética do quadril; necrose avascular da

cabecado fémur

INTRODUCAO

L uxacdes trauméticas do quadril s8o |esdes extremamente
graves e constituem-se numa das poucas emergéncias ortopé-
dicas conhecidas. Segundo Yang et al®, o primeiro a descre-
ver um caso de fratura-luxacao do quadril foi Sir Astley Coo-
per, em 1791. Apesar de no passado terem sido consideradas
incomuns, suaincidénciavem aumentando ao longo dosanos®
23456), Recentemente, traumas de alta energia e falha no uso
do cinto de seguranca sdo apontados como suas principals
causast*78910) | esbes associadas s8o comuns. Pacientes po-
litraumati zados representam cerca de 40% a 75% de todos os
casost40101), Em grande nimero de pacientes, as luxacoes
do quadril estéo associadas a fraturas do acetabulo ou da ca
beca femoral, o que, alongo prazo, pode resultar em maior
incidéncia de maus resultados. Aproximadamente, dois ter-
cosdetodas asfraturas-luxagtes do quadril ocorrem em adul-
tos jovens do sexo masculino®19), principalmente pela com-
binacdo de imaturidade, inexperiéncia e desobediéncia as
regras do transito121314),

O tratamento inicial de um paciente com luxagao trauméati-
cado quadril deve seguir a abordagem inicia ao politrauma:
tizado™. L esdes que pdem em risco avidado paciente devem
ser diagnosticadas e estabilizadas primeiramente; no entanto,
aluxacdo do quadril deve ser reduzidatdo logo sgja possivel.
A importancia do diagnéstico precoce e da reducgdo imediata
das fraturas-luxagdes do quadril vem sendo repetidamente
enfatizadanaliteratura*23467.910111617181920) Djagndstico pre-
coce e reducdo imediata das luxagdes do quadril formam a
base do tratamento ideal dessas lesbes. Complicacdes como
necrose avascular da cabega femoral (NACF) podem ser cau-
sadas tanto pelainjdriainicia quanto pelo tratamento ingti-
tuido. Tem sido demonstrado que os resultados s&o significa-
tivamente piores quando a reduco é realizada apos 24 horas
dalesdo inicia®.
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fracture. Despitegood resultsobtained so far and little num-
ber of complications, it is expected a severe degenerative
process upon long-term follow-up assessment.

Keywords — Traumatic dislocation of the hip joint; avascular necro-
sis of the femoral head

INTRODUCTION

Hip joint traumatic dislocations are extremely severe inju-
ries, and congtitute one of the few actual orthopedic emer-
gencies. According to Yang®, thefirst report of a hip fracture-
disocation came from Sr Astley Cooper, in 1791. Although
uncommon in the past, itsincidence is steadily growing dur-
ing the years:23458), Recently, high-energy trauma and fail-
ing to use safe belts are considered the main causes+78910),
Associated injuriesare common. Politraumatized patientsrep-
resent about 40% to 75% of all cases*21%1), Hip didocations
are associated to acetabular or femoral head fracturesin a
large number of cases, pointing to higher incidence of poor
outcomes. Approximately two-thirds of all hip joint fracture-
dislocations occur in young, male adults®19, mainly due to
the combination of immaturity, lack of experience, and dis-
obedience to traffic laws*21314).

Thefirst treatment of a hip joint traumatic dislocation must
abide to politraumatisminitial approach®, Life-threatening
injuries must be first diagnosed and stabilized, but the hip
joint dislocation must be reduced as soon as possible The
importance of early diagnosisand immediate reduction of hip
joint fracture-dislocations have been repeatedly highlighted
intheliterature23467.91011,1617.18,1920) Egr|y diagnosisand im+
mediate reduction of hip didocationsis the mainstay of ideal
therapy. Complications as femoral head avascular necrosis
(FHAN) may be caused either by theinitial injury or the treat-
ment ingtituted. Outcomes are significantly worse when re-
duction is performed after 24 hours of initial injury®.

This study aims to assess mid-term results of patients with
hip joint traumatic didocations that were treated in our ser-
vice.

MATERIAL AND METHODS

Subjects. From January 1997 to December 2000, 34 skele-
tally mature patientswith hip joint traumatic dislocation were
seen at the Emergency Room of Hospital Municipal Miguel
Couto. They were 29 (85.3%) male patients and five (14.7%)
femal e patients, mean age of 31.6 years (ranging from 16 to
66). Left hip joint was affected in 18 (52.9%) cases, and the
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Fig. 1 — A) Radiografia do qua-
dril esquerdo em AP, eviden-
ciando uma luxacéo anterior do
quadril direito, tipo 1B de Eps-
tein e Harvey. B) Radiografia
panoramica da bacia em AP, de-
monstrando reducao concéntri-
ca da articulacdo coxofemoral
esquerda. Notar a fratura da
cabeca do fémur por indenta-
cao.

Fig. 1 — A) Epstein and Harvey
type IIB anterior dislocation of
the hip. B) Concentric reduction
obtained after the Allis maneu-
ver. Note the indentation frac-
ture of the femoral head.

O objetivo dos autores com este estudo foi avaiar osresul-
tados, a médio prazo, dos pacientes com luxacao traumética
do quadril tratados em nosso hospital.

MATERIAL E METODOS

Sujeitos da pesquisa: No periodo compreendido entre ja
neiro de 1997 e dezembro de 2000, foram atendidos no Setor
de Emergéncia do Hospital Municipal Miguel Couto 34 pa
cientes esquel eticamente maduros com diagndstico de luxa
¢ao traumética do quadril. Destes, 29 (85,3%) eram do sexo
masculino e cinco (14,7%) do feminino, com idade média de
31,6 anos (variando de 16 a 66 anos). O quadril esguerdo foi
acometido em 18 (52,9%) pacienteseo direito em 16 (47,1%).
O mecanismo de trauma foi acidente automobilistico em 23
(67,7%) casos, queda de atura em nove (26,5%) e atropela-
mento em dois (5,8%). As lesdes foram divididas anatomica-
mente em anteriores e posteriores (figs. 1 e 2). As luxacdes
anteriores foram classificadas segundo Epstein e Harvey®Y
(quadro 1), correspondendo a seis (17,7%) casos, e as poste-
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Fig. 2 — A) Radiografias em AP, obturatriz e alar do quadril esquer-
do evidenciando uma luxacgédo posterior tipo Ill de Thompson e
Epstein. B) Radiografias em AP, obturatriz e alar do quadril es-
querdo, demonstrando redugéo concéntrica. A fratura do aceta-
bulo foi tratada através de reducéo aberta (Kocher-Langenbeck)
e fixagdo interna.

Fig. 2 - A) Thompson and Epstein’s type Ill posterior dislocation
of the hip. B) Concentric reduction was obtained and the acetab-
ulum fracture was treated with open reduction and internal fixa-
tion, with a Kocher-Langenbeck approach.

QUADRO 1/ CHART 1

Classifica¢éo das luxacdes anteriores do quadril
(Epstein e Harvey®Y)

Anterior hip dislocations classification
(Epstein and Harvey®%)

e Tipo I: Luxacdes superiores (inclui luxacdes pubicas e sub-
espinhais) / Type I: Superior dislocations (including pubic
and subspinal dislocations):

Tipo IA: sem fratura associada (luxacdo simples) / Type IA:
without associated fracture (simple dislocation);

Tipo IB: fratura associada da cabeca (tipo transcondral ou
de indentacao) e/ou colo do fémur / Type IB: associated fe-
moral head and/or neck fracture (transchondral or indenta-
tion type),

Tipo IC: fratura associada do acetabulo / Type IC: associa-
ted acetabulum fracture.

¢ Tipo Il: Luxag¢des inferiores (inclui luxa¢des obturadoras,
tirdideas e perineais) / Type II: Inferior dislocations (include
obturatory, thyroid, and perineal dislocations):
Tipo lIA: sem fratura associada (luxagdo simples) / Type IIA:
without associated fracture (simple dislocation),
Tipo 1IB: fratura associada da cabeca (tipo transcondral ou
de indentac&o) e/ou colo do fémur / Type IIB: associated
head fracture (type transcondral or indentation type) and/
or femoral neck;
Tipo IIC: fratura associada do acetdbulo / Type IIC: associa-
ted acetabulum fracture.

Fonte (Source): Epstein H.C, Harvey J.P..: Traumatic anterior dislocation of the hip.
Management and results. J Bone Joint Surg [Am] 54: 1561, 1972.
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riores, de acordo com Thomp-
son e Epstein® (quadro 2),
perfazendo 28 (82,3%) casos
(tabela 1).

Os pacientesforam aborda
dos, inicialmente, segundo as
diretrizes do Colégio Ameri-
cano de Cirurgies, redizan-
do-se 0 Suporte Avancado de
Vida ao Politraumatizado
(ATLS)®, Vinte e sete (79,4%)
dos casos eram politraumati-
zados, apresentando, princi-
palmente, lesdes miscul o-es-
quel éticas (44,1% tinham
fratura do acetdbulo; 20,6%,
fratura da cabega femoral; e
5,8%, lesdo do nervo cidtico).
Apbsestabilizagdo hemoding

QUADRO 2/ CHART 2

Classificacao das luxacdes posteriores do quadril
(Thompson e Epstein®?)

Posterior hip dislocations classification
(Thompson and Epstein®?)

¢ Tipo I: com ou sem pequena fratura / Type I: with or wi-
thout a little fracture;

¢ Tipo Il: com uma grande fratura isolada do rebordo aceta-
bular posterior / Type II: with a posterior acetabular rim lar-
ge fracture associated;

e Tipo Ill: com cominui¢do do rebordo do acetabulo com ou
sem um grande fragmento / Type lll: with acetabular rim
comminution with or without a large fragment;

¢ Tipo IV: com fratura do assoalho acetabular / Type IV: with
acetabular floor fracture;

« Tipo V: com fratura da cabec¢a femoral / Type V: with femo-
ral head fracture.

Fonte (Source): Thompson V.P., Epstein H.C.: Traumatic dislocation of the hip. A sur-
vey of two hundred and four cases covering a period of twenty-one years. J Bone
Joint Surg [Am] 33: 746-777, 1951.

right one was affected in 16
(47.1%) cases. Mechanisms of
trauma consisted of car crash
in 23 (67.7%) cases, fall from
height in nine (26.5%) cases,
and hit by a vehicle in two
(5.8%) cases. The injuries
were divided in anterior and
posterior (figures1and 2). An-
terior didocations were clas-
sified according to Epstein
and Harvey'scriteria® (chart
1), corresponding to six
(17.7%) cases, and posterior
dislocations were classified
according to Thompson and
Epstein’s criteria (chart 2),
corresponding to 28 (82.3%)
cases (table 1).

mica e confirmacéo diagnés-
ticadaluxacdo do quadril, to-
dos os pacientes foram levados ao centro cirdrgico e
submetidos a reducdo sob anestesia. Em 31 (91,2%) pacien-
tes, conseguiu-se realizar reducdo incruenta utilizando a ma-
nobra de Allis® (fig. 3). Nos outros trés (8,8%) casos houve
necessidade de redlizar reducéo cruenta. Apés reducdo con-
céntrica da articulacéo coxofemoral, confirmada através de
radiografias simples nas incidéncias antero-posterior (AP) e
laterdl, testou-se clinicamente a estabilidade articular. A se-
guir, foi instalada tracdo esguel ética na tuberosidade datibia,
sendo os pacientes conduzidos a0 Setor de Radiologia para
realizacdo dasincidéncias obliquas de Judet et al® e datomo-
grafia computadorizada (TC) (fig. 4). O tempo decorrido en-
tre a admissdo hospitdar e a reducdo da luxacéo do quadril
variou entre umae cinco horas, com média de duas horas e 50
minutos. O tempo de seguimento pds-reducdo variou de 18 a
56 meses (média de 37 meses).

Avaliacéo dos resultados: Os pacientes foram avaliados
clinica e radiograficamente durante a Gltima revisdo ambula
toridl.

* Avaliagdo clinica: Foram utilizados os critérios propos-
tos por Merle D’ Aubigné e Postel modificados por Matta et
al®@ (quadro 3) e 0 questionério de qualidade de vida SF3624.
Com relacéo a avaliacdo subjetiva do sF36?9, foram analisa
dos especificamente a capacidade de realizar atividades di&
rias (graduada como normal, levemente limitada, limitada e
incapaz) e o grau de satisfacéo com o resultado do tratamento
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Patients were initially ap-
proached according to ATLS
(Advanced Trauma Life Support) protocol guidelines from
American College of Qurgeons®. Twenty-seven patientswere
politraumatized, mainly with muscul oskeletal injuries (44.1%
had acetabular fracture, 20.6% had femoral head fracture,
and 5.8% had sciatic nerve lesion). After hemodynamic sta-
bilization and diagnostic confirmation of hip joint disoca-
tion, patients were taken to the operation room and submitted
to reduction procedure under anesthetic. Thirty-one (91.2%)
patients had a closed reduction achieved by Allis maneuver®
(figure 3). Remaining three patients (8.8%) had open reduc-
tions. After hip joint concentric reduction confirmed by sim-
ple AP and lateral X-rays, joint stability was tested. A skeletal
traction with a wire placed at the tibial tuberosity was in-
stalled, and patients were taken to radiology for Judet® views
and cT scan (figure 4). Period between admission and reduc-
tion ranged from one to five hours, mean two hours and 50
minutes. Follow-up ranged from 18 to 56 months (mean, 37
months).

Outcome assessments: all patients were clinically and ra-
diologically assessed during the last outpatient visit.

1) Clinical assessment: Weemployed Merle D’ Aubignéand
Postel’scriteria, modified by Matta® (chart 3), and the 73629
quality of life questionnaire. The subjective assessment by SF36
comprised specifically the ability to perform everyday activi-
ties (scored as normal, dightly limited, limited, and unableto
perform), and the degree of satisfaction with treatment out-
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TABELA 1/ TABLE 1
Demografia dos pacientes tratados
Demographic data

Ne de ordem Iniciais Sexo Idade (anos) Classificagao Lado Mecanismo de trauma
Patient number Initials  Gender Age (years) Classification  Side Mechanism of trauma
1 MSC M 24 PV E/L Colisdo / Collision
2 SSS F 24 Pl E/L Colisdo / Collision
3 MVR M 26 Pl E/L Coliséo / Collision
4 FCR M 25 Pl D/R Colisédo/ Collision
5 EMA F 46 Pl E/L Colisdo / Collision
6 JBC M 28 AlB E/L Colisdo / Collision
7 FCN F 22 Pl D/ R Queda de altura/ Fall from height
8 CAL M 43 Pl D/R Colisédo/ Collision
9 ALS M 18 AllA E/L Colisdo / Collision
10 FCN M 22 PIV D/R Colisdo / Collision
11 ESB M 36 Pl E/L Coliséo / Collision
12 GGC M 36 Pl E/L Coliséo / Collision
13 SEP M 41 PV D/ R  Atropelamento / Hit by a vehicle
14 JFD M 16 A llIA D/R Queda de altura/ Fall from height
15 PAL M 31 Pl E/L Coliséo / Collision
16 ASL M 40 Pl D/R Colisédo/ Collision
17 MAS M 51 Pl E/L Queda de altura / Fall from height
18 AFF M 22 Pl E/L Colisdo / Collision
19 SAG M 45 Pl E/L Coliséo / Collision
20 LCR M 22 Pl E/L Coliséo / Collision
21 MMR F 31 Pl E/L Queda de altura / Fall from height
22 JLO M 29 PV E/L Colisdo / Collision
23 AH M 36 AlB E/L Coliséo / Collision
24 AMB M 23 AllIB D/ R Queda de altura / Fall from height
25 RDA M 34 AIB E/L Queda de altura / Fall from height
26 WM M 30 Pl D/R Queda de altura / Fall from height
27 WFEN M 21 P IV E/L Coliséo / Collision
28 WJIA M 19 Pl D/ R Queda de altura / Fall from height
29 LvC F 34 P D/R Colisdo / Collision
30 JpP M 24 Pl D/R Colisdo / Collision
31 CLS M 28 PIV D/R Colisédo/ Collision
32 JPS M 66 PIV D/R Colisédo/ Collision
33 MAV M 35 Pl D/R Queda de altura / Fall from height
34 RA M 47 Pl D/ R  Atropelamento / Hit by a vehicle

Fonte (Source): SOT-HMMC, 2001
Abrevia¢des: M — masculino ; F — feminino; P — posterior; A — anterior; E — esquerdo; D — direito.

M — male; F - female; A — anterior; P — posterior; R — right; L — left.
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- -
Fig. 3 — A) Paciente apresentando luxagao posterior do quadril
esquerdo. Notar a posicao em aducao, flexdo e rotagéo interna
do membro, e a contuséo sobre o joelho ipsilateral (trauma do
painel). B) Manobra de reducgéo de Allis. C) Quadril esquerdo re-
duzido.

Fig. 3 — A) Posterior dislocation of the left hip. Note the typical
adduction, flexion, and internal rotation position of lower limb
and the “dashboard” injury. B) Allis maneuver. C) The closed re-
duction is achieved.

(graduado como satisfeito, parciamente satisfeito e insatis-
feito) (quadro 4).

* Avaliac8o radiografica: Através de radiografias smples
do quadril em AP e perfil, foram observados sinais de osteoar-
trose, presenca de necrose avascular da cabegafemoral e sur-
gimento de ossificagdo heterotopica

RESULTADOS

Avaliagao clinica— Segundo oscritérios propostos por Mer-
le D’ Aubigné e Postel modificados por Matta et al®), seis
(17,7%) pacientes obtiveram resultados considerados exce-
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Fig. 4 — A) Radiografias em AP do quadril esquerdo evidenciando
luxacéo posterior tipo V de Thompson e Epstein (foto da esquer-
da) e reducdo ndo-concéntrica ap6s manobra de reducdo fecha-
da (foto da direita). B) Tomografia computadorizada do quadril
direito, cortes axiais, mostrando luxacdo posterior tipo V de
Thompson e Epstein. Observar a grande quantidade de fragmen-
tos intra-articulares (nas fotos de cima) e a fratura por impacgéo
da cabeca (nas fotos de baixo). C) Radiografias em AP, obturatriz
e alar do quadril direito realizadas logo ap6s reducgéao aberta ime-
diata da luxacdo coxofemoral e fixacdo da fratura do acetabulo.

Fig. 4 — A) Thompson and Epstein’s type V posterior dislocation
of the hip (left picture) and nonconcentric reduction after closed
maneuver (right picture). B) Axial CT of the right hip demonstrat-
ing a Thompson and Epstein’s type V posterior dislocation. Note
the large amount of intraarticular fragments (top pictures) and
the impaction fracture of the femoral head (bottom pictures); C)
Concentric reduction obtained after immediate open reduction of
the joint and the acetabulum fracture treated with internal fixa-
tion.

come (scored as satisfied, partially satisfied, and unsati sfied)
(chart 4).

2) Radiological assessment: Smpleap and lateral hipjoint
X-rays were examined for osteoarthritis signs, presence of
femoral head avascular necrosis, and heterotopic ossifica-

tion appearance.

RESULTS

Clinical assessment — According to Merle D’ Aubigné and
Postel’s criteria modified by Matta®, six patients (17.7%)
had excellent results, 13 patients (38.1%) had good resullts,
nine patients (26.5%) had fair results, and six patients (17.7%)
had bad results.

Through sF36?% questionnaire, seven patients (20.6%) re-
ported a normal ability to perform everyday activities, 20
patients (58.8%) considered to be dightly reduced (light sports
and able to climb several steps of stairs), and seven patients
(20.6%) consideredit reduced (ableto climb onestep of Sairs).

467



V. GIORDANO, PR.L. COSTA, J.D. ESTEVES, JF.S. JUNIOR, C.E. FRANKLIN & N.P>. AMARAL

QUADRO 3/ CHART 3
Critérios de Merle D’Aubigné e Postel modificados por Matta et al®?®

Outcomes according to Merle D’Aubigné and Postel criteria modified by Matta et al?d

Dor Pontos Deambulacéo Pontos Movimento Pontos Resultados Pontos
Pain Score Walking Score Motion Score Results Score
Sem dor 6 Normal 6 100% 6 Excelente 18
No pain Normal Excellent
Leve ou 5 Sem bengala, 5 80% 5 Bom 15a17
intermitente leve claudicagéo
Mild or intermittent No stick, mild limp Good
Dor moderada 4 Longas distancias 4 Regular 12a14
ap6s deambulagéo, com muleta
que desaparece ou bengala
apo6s repouso
Moderate pain after Long distances with Fair
walking, disappearing stick or crutch
upon rest
Dor moderadamente 3 Limitada até mesmo 3 60% 3 Ruim <12
grave permitindo com suporte
deambulacédo
Moderately severe Limited even with support Bad
pain, walking allowed
Grave com 2 Muito limitada 2
deambulagédo
Severe, walking Very limited
allowed
Grave sem 1 Limitado ao leito 1 < 40% 1

deambulagédo

Severe, no walking Bed-ridden

Fonte (Source): Matta J.M., Anderson L.M., Epstein H.C., Hendricks P.: Fractures of the acetabulum. A retrospective analysis. Clin Orthop 205: 230-240, 1986.

lentes. 13 (38,1%), bons, nove (26,5%), regulares; e seis
(17,7%), ruins.

Atravésdo questiondrio SF36, sete (20,6%) pacientesdis-
seram que sua capacidade de redlizar atividades didrias era
normal, 20 (58,8%) aconsideraram levemente diminuida(rea-
lizavam esportes leves e conseguiam subir varios lances de
escada) e sete (20,6%) julgaram-na diminuida (aptos a subir
um lance de escadd). Todos os pacientes foram capazes de
executar tarefas minimas, sem limitagdo. Quanto ao grau de
satisfacdo com o resultado do tratamento, 26 (76,5%) pacien-
tes estavam satisfeitos e oito (23,5%), parcia mente satisfei-
tos. Nenhum paciente referiu insatisfacdo. Dos oito parcid-
mente satisfeitos, trés evoluiram com NACF, um com lesdo do
nervo cidtico que ndo regrediu e os demais ndo justificaram
suas respostas.
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All patients were able to perform minimumtasks with no lim-
itation. Twenty-six patients (76.5%) were satisfied with the
treatment outcome, and eight patients (23.5%) were partially
satisfied. No patient reported dissatisfaction. Of the eight par-
tially satisfied patients, three evolved to FHAN, another had a
sciatic nerve, which did not cure, and the remainder did not
judtify their answers.

Radiological assessment — Ten patients (29.4%) evolved
to hip joint osteoarthritis (five of them with FHAN); one pa-
tient (2.9%) had anterior dislocation, and nine (26.5%) after
posterior dislocations. Of those five patients (14.7%) with
FHAN, one case (2.9%) occurred after anterior dislocation
with associated femoral head fracture, and four cases (11.8%)
happened after posterior disocations, two of them with fem-
oral head fracture, and two remaining with an acetabular frac-
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QUADRO 4/ CHART 4
Questdes do SF36@
SF36 questions®¥

As seguintes questdes sdo sobre as atividades que vocé pode realizar durante seu dia-a-dia. A sua salde atual limita vocé
em alguma dessas atividades? (Em caso afirmativo, quanto?) / Does your health condition limit your performance in one

or more of the following activities (if so, how much?)

Nao, me Sim, me sinto Sim, me Sim, me
sinto levemente sinto sinto
normal limitado limitado incapaz
No, | feel Yes, | am slightly Yes, | feel Yes, | feel
normal limited limited disabled
Subir varios lances de escada / Climb several stairs (@] (@] (@] (@)
Subir um lance de escada / Climb one step (0] (0] (0] (0]
Agachar/ajoelhar/ficar de cocoras / Squat or kneel (0] (0] (0] (0]
Caminhar 800 metros / 800-meter walk (@] (@] (@] (@)

As préximas questdes séo sobre como vocé se sente com relacéo ao seu tratamento? /

How do you feel about your treatment?

Satisfatorio / Satisfied ¢}
Parcialmente satisfatorio / Partially satisfied (0]
Insatisfatorio / Not satisfied (0]

Fonte (Source): Ware Jr. J.E., Sherbourne C.D.: The MOS 36-item short-form health survey (SF36). I. Conceptual framework and item selection. Med Care 30: 473-483, 1992.

Avaliacao radiografica — Dez (29,4%) pacientes evolui-
ram com osteoartrose do quadril (cinco delescom NACF), sendo
um (2,9%) apds luxacdo anterior e nove (26,5%) apos luxa-
¢Oes posteriores. Dos cinco (14,7%) pacientes com NACF, um
(2,9%) caso ocorreu apods luxagdo anterior com fratura da ca-
beca do fémur associada e quatro (11,8%) apds |uxacdes pos-
teriores, dois deles com fratura da cabega do fémur e dois
com fratura do acetdbulo. Todos os pacientes com NACF fo-
ram submetidos a artroplastia total do quadril (fig. 5). Os de-
mais pacientes com osteoartrose do quadril mantém-se em
acompanhamento ambulatorial, sem necessidade de novos
procedimentos até 0 momento. Um (2,9%) paciente evoluiu
com ossificagdo heterotdpicagrau 11 de Brooker et al®), nao
se queixando de dor ou restri¢do de movimentos.

DISCUSSAO

L uxacBes traumdticas do quadril em adultos resultam, ge-
ralmente, de traumas de alta energia, ocorrendo, na maioria
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Fig. 5 - A) Radiografia em AP do qua-
dril esquerdo, demonstrando necrose
da cabeca femoral. O paciente sofreu
luxacgéo posterior tipo Il de Thompson
e Epstein, tendo seu quadril reduzido
nas primeiras seis horas apés o trau-
ma inicial. B) Radiografias em perfil
do quadril esquerdo ap6s a realizagdo de artroplastia total ndo-
cimentada.

Fig. 5 — A) Avascular necrosis of the femoral head after Thomp-
son and Epstein’s type Il posterior hip dislocation. The reduction
was performed within six hours after initial trauma. B) The pa-
tient was treated with a non-cemented total hip arthroplasty.
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das vezes, em pacientes politraumatizados, vitimas daviolén-
ciano transito. Hak e Goulet® reviram os prontuarios de 66
pacientes com luxacdo traumética do quadril e observaram
que 67% del es apresentavam lesdes mltiplas. Menos dame-
tade usava cinto de segurangano momento do trauma. Rosen-
thal e Coker® estudaram, retrogpectivamente, 46 pacientescom
fratura-luxacéo posterior do quadril, observando lesbes asso-
ciadas em 75% deles; somente trés pacientes estavam com o
cinto de seguranca na horado acidente. Suraci®® avaliou, re-
trospectivamente, 38 pacientes com luxacdo traumética do
quadril, tendo encontrado |esdes associadas em 95% dos ca
s0s. Em nossa casuistica, 73,5% dos pacientes foram vitimas
de acidentes automohilisticos (colisdo em 67,7% e atropela
mento em via publica em 5,8%). Desses, 79,4% apresenta-
vam multiplostraumas, principa mente lesdes muiscul o-esque-
|éticas. Por tratar-se de estudo retrospectivo, ndo foi possivel
encontrar dados nos prontuarios com relacdo ao uso do cinto
de seguranca. No Brasil, os acidentes automobilisticos sdo a
segundamaior causa de morte e invalidez na popul acéo entre
15 e 39 anos™. A proximadamente, 90% desses acidentes ocor-
rem por falhahumanae desobediénciaasleisdo trangtot21314),

O objetivo do tratamento nas luxagbes trauméticas do qua-
dril éaobtencado de redugéo anatdmica precocemente®. Tem-
se demonstrado que os resultados s8o significativamente pio-
res quando a reduco é redlizada apés 24 horas dalesdo®. A
reducdo €, preferencialmente, obtida através de meios fecha
dos, amenos que hgjaindicacdo forma arealizacéo de redu-
¢ao aberta. Em 91,2% dos nossos casos consegui u-se realizar
reducdo incruenta da articulagdo coxofemoral utilizando a
manobra de Allis®. Trés pacientes necessitaram de reducdo
cruenta (um por redugdo fechada ndo-concéntrica e dois por
parestesia em territorio do nervo ciético apos a reducdo). Em
gerd, reducdo aberta esta recomendada quando existe algum
obstéaculo a reducdo fechada, como corpos livresintra-articu-
lares e interposicéo de tecidos males, ou quando hé piora do
status neurol 6gico apos a redugdo do quadril luxado. Redu-
¢80 aberta primarianesses casos reduz o risco de traumas adi-
cionais, evitando complicacfes como fraturado colo femora
€ agparecimento precoce de osteoartrose*19, Umavez se con-
siga reducdo concéntrica da articulacéo luxada, o tratamento
definitivo das fraturas do quadril pode ser postergado. Utili-
zando esse agoritmo de tratamento, a congruéncia articular
coxofemoral pode ser restabel ecida, possibilitando ao paciente
uma funcdo préxima ao normal b,

Alonso et al® analisaram os resultados de 78 pacientes
com luxagBes posteriores do quadril. Utilizando os critérios
de Merle D’ Aubigné e Postel modificados por Matta et al®,
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ture. All patients with FHAN were submitted to total hip ar-
throplasty (figure 5). Remaining patients with hip joint os-
teoarthritis arefollowed at an outpatient basis, currently with
no need of any additional procedure. One patient (2.9%)
evolved with Brooker et al® grade Il heterotopic ossifica-
tion, with no pain or motion restriction complaints.

DISCUSSION

Traumatic hip joint disocationsin adultsusually result from
high-energy trauma, mainly in politraumatized patients, vic-
tims of traffic violence. Hak and Goulet® revised medical
records of 66 patients with hip joint traumatic didocations
and found that 67% presented multiple injuries. Less than
half had a safety belt restrain in the moment of trauma.
Rosenthal and Coker® retrospectively studied 46 patientswith
posterior fracture-dislocation of the hip, and found associat-
ed injuriesin 75% of the patients; only three of those patients
were using safety belts in the moment of the accident. Sura-
Ci(9 retrospectively assessed 38 patients with hip join trau-
matic didocation, and found associated injuries in 95% of
the cases. In our series, 73.5% of the patients were victims of
traffic accidents (collisons in 67.7% and hit by a vehicle in
5.8%). Of those patients, 79.4% presented multiple traumata,
mainly musculoskeletal injuries. Being a retrospective study,
medical records did not offer data on safety belt use. In Bra-
zl, road accidents are the second most important cause of
death and disability in 15-39 years age group*). Approxi-
mately 90% of those accidents occur due to human failure
and traffic law disobediencel*21314),

The aim of traumatic hip joint dislocation treatment is to
get an early anatomical reduction®. It has been demonstrat-
ed that outcomes are significantly worse when the reduction
isperformed in excess of 24 hoursfromtheinjury®. If thereis
no formal indication for open reduction, the reduction is pref-
erably achieved through closed methods. e performed suc-
cessful closed reduction in 91.2% of our caseswith the Allis
maneuver®. Three patients required open reduction (one had
a non-concentric closed reduction, and two had paresthesias
on sciatic nerve territory after reduction). Open reduction is
usually recommended if there is an obstacle to closed reduc-
tion, such asintraarticular free bodies, soft tissue entrapment,
or neurological status worsening after reduction of a diso-
cated hip joint. The primary open reduction reduces the risk
of additional injury, avoiding complications such as femoral
neck fractureand early appearance of osteoarthritis*9. Once
the concentric reduction of didocated joint is achieved, the
definite therapy of hip fractures may be deferred. Through a
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esses autores observaram 48% de resultados excel entes, 32%
bons, 7% regulares e 13% ruins. Schlickewei et al®) avaia-
ram clinicamente os resultados de 16 pacientes com luxacdo
traumética do quadril, sem fratura, tratados com mobilizacdo
articular e descarga parcial de peso precoce, sendo usados 0s
critérios propostos por Merle D’ Aubigné e Postel modifica
dos por Charnley. Tiveram 14 casos excelentes, um regular e
um ruim, apos tempo médio de seguimento de 7,6 anos. Dos
34 pacientes tratados em nossa instituicdo entre 1997 e 2000,
utilizando os critérios propostos por Merle D’ Aubigné e Pos-
tel modificados por Matta et al®, 17,7% tiveram resultados
considerados excelentes; 38,1%, bons; 26,5%, regulares, e
17,7%, ruins; o tempo médio de seguimento foi de 37 meses.
Observamos maior nimero delesbes associadas em nossaca
suisticaquando comparado com o de outros autores®162629 o
gue pode, em parte, ter contribuido paranossamaior incidén-
ciade resultados regulares e ruins.

Subjetivamente, no entanto, através da avaliacdo do ques-
tionario sF36@9, observou-se que 20,6% dos pacientes redli-
zavam atividades diarias norma mente e 58,8% consideraram-
se levemente limitados, praticando esportes leves e subindo
véarios lances de escada. Vinte seis (76,5%) pacientes disse-
ram-se satisfeitos com o resultado final.

Necroseavascular dacabecafemora e osteoartrose pos-trau-
mética sfo as principais complicagfes encontradas apds luxar
¢Oes traumdticas do quadril. Taxas de 6% a 48% de NACF sd0
relatadas naliteratura”. Suaetiologia € multifatorid. Tem sido
sugerido que fatores como demora nareducao, lesdo diretados
vasos circunflexos postero-mediais e impaccdo da cabega fe-
moral possam contribuir na génese da NACF®7212629, Hougar
ard e Thomsen® reviram 98 pacientes (100 luxagdes do qua
dril) com seguimento minimo de cinco anos, observando NACF
em 4,8% dos quadris reduzidos antes de seishorase em 52,9%
daquel es reduzidos apds esse periodo. Além disso, esses auto-
resencontraram aproximadamente 50% deNACF emlesbesmais
graves e com ingtabilidade articular grosseira, demonstrando a
importancia da reducdo precoce dessa articulagdo. Em nossa
casuigtica, nenhum paciente teve seu quadril reduzido depois
de seishoras. No entanto, encontramos cinco (14,7%) casos de
NACF. Destes, quatro ocorreram em luxacOes posteriores, dois
com fratura do acetébulo e dois com fratura da cabeca do fé&-
mur, € um gpods luxagdo anterior associada a fratura da cabeca
do fémur. Concordamoscom Hougaard e Thomsen® queotem-
po de reducdo ndo é um fator isolado na génese da NACF, uma
vez que todos 0s nossos pacientes tiveram seus quadris reduzi-
dosantesde seishoras delesdo. Associamos aenergiado trauma
inicial aevolucdo paraNACF de cinco pacientes de nossa série.
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treatment algorithm, hipjoint congruency can bereestablished,
yielding to the patient a close to normal function®?,

Alonso et al® eval uated the results of 78 patientswith pos-
terior hip joint dislocations. Those authors observed 48% of
excellent results, 32% of good results, 7% of fair results, and
13% of bad results, according to Merle D’ Aubigné and Pos-
tel’s criteria, modified by Matta®. Schlickewel et al®? clini-
cally assessed by Merle D’ Aubigné and Postel’ s criteria mod-
ified by Charnley the results of 16 patients with hip joint
traumatic dislocation with no fractures, treated by joint mo-
bilization and early partial weight bearing. They had 14 ex-
cellent cases, onefair caseand another bad case, after amean
follow-up period of 7.6 years. Of all 34 patientstreated at our
institution between 1997 and 2000, and employing Merle
D’ Aubigné and Postel’s criteria modified by Matta®), 17.7%
had results that were considered as excellent, 38.1% were
considered good results, 26.5% were fair, and 17.7% repre-
sented bad results, with a mean follow-up period of 37 months.
We observed a higher number of associated injuries in our
series as compared to other authors®162629 which may, in
part, had contributed to a higher incidence of fair and bad
results.

Qubjectively, however, the s36 questionnaire® showed that
20.6% of patients normally performed their everyday activi-
ties, and 58.8% considered being dightly limited, practicing
non-violent sports and climbing several steps of stairs. Twen-
ty-six patients (76.5%) reported satisfaction with the resuilt.

Femoral head avascular necrosis and posttraumatic os-
teoarthritis are the main complications found after hip joint
traumatic didlocations. Literature reports FHAN rates between
6% and 48%(", with a multiple etiology. It has been suggest-
ed that factors such as delay in reduction, direct injury to
posteromedial circumflex blood vessels, and femoral head
impaction may contribute to FHAN genesis”2+28.29), Hougaard
and Thomsen® reviewed 98 patients (100 hip joint disloca-
tions) with a minimumfoll ow-up of five years, and found FHAN
in 4.8% of reduced hip joints before six hours of the accident,
and 52.9% in those who had a reduction after six hours. Be-
sides, those authorsfound approximately 50% of FHAN in more
severe, grosdy unstablejoint injuries, showing theimportance
of an early reduction. In our series, no patient had a hip re-
duction after six hours. However, we found five cases (14.7%)
of FHAN. Of those, four occurred from posterior dislocations,
two with acetabular fracture, two with femoral head fracture,
and one after an anterior didocation associated to femoral
head fracture. e agree with Hougaard and Thomsen®® that
reduction timeisnot an isolated factor in FHAN genesis, asall
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Como conclusdo, observamos que a adogéo de um proto-
colo rigido na abordagem das luxagdes trauméticas do qua
dril éfundamental paraaobtencdo de bonsresultadosamédio
prazo. Diagnéstico precoce e reducdo imediata das luxacdes
do quadril formam a base do tratamento ideal dessas lesdes.
Fraturas associadas podem ser manej adas em um segundo tem-
po, apés plangjamento pré-operatdrio adequado. O tempo de
reducao ndo pode ser considerado o Unico fator causal deNACF,
devendo-se levar em consideracéo a energia do trauma ini-
cial, principamente quando ha fraturas associadas do qua
dril. Apesar dos resultados satisfatorios vistos em nossos pa-
cientes até o momento, importante processo degenerativo é
esperado quando estes 8o avaliados apos longo periodo de
seguimento.
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