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Introduktion

Hoftledsluxationer uppkommer generellt efter signifikant trauma, undantaget luxationer hos barn
under 6 4r eller dldre med hoftproteser!. Luxationerna sker anteriort, posteriort eller centralt.
Posterior hoftluxation (bakre hoftlux) ér vanligast forekommande?. Det ir viktigt att upptéicka och
dtgdrda hoftledsluxationer for att minska risken for avaskulér nekros och posttraumatisk artrit®.
Posteriora (bakre) och anteriora (frimre) hoftledsluxationer utan associerade frakturer kan
reponeras pa akutmottagningen®. De vanligaste hoftluxationerna vi reponerar ér protesluxationer.
Luxationer av nativa hofter dr associerade med stort trauma och har ofta flera underliggande skador
och frakturer. Ett akut traumaomhéndertagande av dessa patienter kommer forst, men reponering
kan bli aktuell dven pa akuten i séllsynta fall.

Bakre hoftledsluxation kénnetecknas av foljande kliniska fynd>:
o Kraftig smérta och rorelseinskrinkning

e Benet ir forkortat

e Hoften ar flekterad, inatroterad och adducerad

Framre hoftledsluxation kénnetecknas av foljande kliniska fynd®:
o Kraftig smérta och rorelseinskridnkning

e Hoften dr minimalt flekterad

e Hoften &r utdtroterad och abducerad

Det finns olika metoder for att reponera en hdftledsluxation. Onskvirda metodegenskaper ir:
e framgéngsrik reponering i majoriteten av fallen

o komplikationsfri och siker for utforaren

e snabb och enkel att genomfGra

e inget behov av sérskild utrustning eller mycket personal

SWESEMs specialisttentamensgrupp rekommenderar f6ljande fem slutna reponeringstekniker for
bakre hoftledsluxation med hiansyn till egenskaperna ovan:

e Modified Allis Maneuver

e Bigelow Maneuver

e Captain Morgan Maneuver

e Tulsa technique/Rochester method/Whistler technique

e Rocket Launcher

Dessa tekniker baseras pa flektion, traktion, indtrotation och adduktion var for sig eller i
kombination.




SWESEMs specialisttentamensgrupp rekommenderar foljande tre slutna reponeringstekniker for
frimre hoftledsluxation:

e Allis Leg Extension Method

e Bigelow Leg Extension Method

e Lateral Traction Method

Dessa tekniker baseras pa extension, traktion och utatrotation var for sig eller i kombination.

Eftersom ingen teknik dr 100% framgangsrik’ bor en specialist i akutsjukvard kunna flera av dessa
tekniker, som antingen utfors sekventiellt eller i kombination.

Vid specialisttentamen

Vid specialisttentamen kommer ldkaren att fa uppvisa fardighet i handldggning av frdmre och bakre
hoftledsluxation. Tva valfria reponeringstekniker for bakre luxation och en valfri reponeringsteknik
for frimre luxation demonstreras. Handldggningen kommer att bedémas enligt foljande mall, och
godkind helhetsbedomning dr obligatorisk for godként moment.

Kontraindikation for sluten reponering*

o Samtidig femurfraktur (cervikal eller i femurskaftet). Behandling av hoftledsluxation vid
isolerad fraktur pa femurhuvudet &r kontroversiellt och bor diskuteras med ortoped.

e Samtidig acetabulumfraktur (talar for central luxation som ofta beror pa hogenergivald)
e Fler dn tre forsok till sluten reponering



1-Forberedelser

O Palperar biackenet och nedre extremiteten och letar efter bendeformiteter®
O Kontrollerar rérelseomfang’

O Bestiller rontgen!”

Kontrollerar neurovaskulért status'! med:

O Kénsel pa foten (ischiasnerven)

O Kénsel over laret (femoralnerven)

O Kraft vid dorsiflektion av fot (peroneusgren fran ischiasnerven) eller plantarflektion (tibialgren
fran ischiasnerven)

O Pulsar a. dorsalis pedis eller a. tibialis posterior

O Ger adekvat smértlindring och sedering'?

2a-Reponering av bakre hoftledsluxation

Modified Allis Maneuver'?:

Patienten ligger pa rygg

Béckenet stabiliseras med tryck pa biagge 6vre frimre hoftbenstaggarna av en assistent
Likaren haller patientens ben med longitudinell traktion

Likaren flekterar ddrefter patientens hoft upp till 90° med bibehallen traktion

Forsiktig indt- och utatrotation av hoften med bevarad longitudinell traktion tills reponering

Bigelow Maneuver!

e Patienten ligger pd rygg

Béckenet stabiliseras med tryck pa biagge 6vre frimre hoftbenstaggarna av en assistent

Lakaren tar tag i patientens fotled med ena handen

Likarens andra underarm placeras under patientens kna

Likaren flekterar patientens hoft upp till 90° samtidigt som benet hélls adducerat och inétroterat
e Lédkaren applicerar nu longitudinell traktion av femur medan hoften abduceras, utatroteras och
dérefter extenderas

Captain Morgan Maneuver!?

o Patienten placeras pa rygg pé en ryggbriada

e Bickenet stabiliseras genom att spiannas fast pa bradan eller med hjélp av en assistent

o Lédkaren stér vid sidan av britsen, placerar sin fot pa bradan ndra patientens dislocerade hoft och
flekterar patientens ben (lite distalt om fossa poplitea) over sitt lar

o Ldkaren tar tag i patientens fotled med ena handen och den andra handen under patientens kné
o Lédkaren plantarflekterar sin fot (som dr pd britsen) medan hen applicerar traktion uppat med
handen under patientens kni

e Handen som ldkaren har pa patientens fotled anvénds for stabilisering samt indt- och
utdtrotation, adduktion och abduktion tills reponering. Man ska inte dra nerat i patientens fotled



Tulsa technique/Rochester method/Whistler technique!®
¢ Patienten ligger pd rygg med bada benen bojda i knédna (fotterna pa britsen)
e Britsen ska vara pa en hojd dér ldkaren kan std med rak rygg men knéna i 45° flektion

o Lékaren tar sin arm under knit pa den dislocerade sidan och ldgger handflatan pa den andra knét

for stabilitet

o Lédkarens andra hand placeras pa patientens fotled pa den drabbade sidan
o Lédkaren rétar pa sina ben sa hens arm applicerar traktion i lret och den andra handen anvénds
for inat- och utatrotation tills reponering

Rocket Launcher!’

o Patienten ligger pd rygg med rumpan nira britskanten och flekterad hoft och kni
e Bickenet stabiliseras med tryck pa bagge dvre frimre hoftbenstaggarna av en assistent

o Ldkaren sitter pa singkanten, adducerar och inatroterar patientens hoft innan hen lagger
patientens knd dver sin axel
o Likaren lutar sig sedan stadigt framét (traktion) och stéller sig sedan upp

e Hoften ska under tiden utdtroteras och abduceras

Sammanfattande tabell

Metod Modifierad Bigelow Captain Tulsa/Rochester/ Rocket
Allis Morgan Whistler Launcher
Patientposition | Rygg Rygg Rygg pd brida Rygg Rygg nira
singkanten
Backen- Av assistent Av assistent Spann pa bradan/ | Via hand pa motsatt Av assistent
stabilisering assistent kni, ev assistent kan

behovas

Likarens arm/

Haller i benet

Hand 1: fotled

Fot pa brits nira

Hand 1: fotled

Sittande pa

benpositionering Hand 2: under knéit | hoft Hand 2: patientens knii | singkanten med
Hand 1: fotled pé frisk sida, armen patientens kné
Hand 2: under passerar under knit pA | Gver sin axel
knit dislocerade sidan
Bojda ben 45°
Benposition Fors till 900 i hoft | Fors till 900 i hoft 900 i hoft, Flektion i hofter bilat 900 i hoft,
p atient flekterat knd over | och knén bilat adduktion och
likarens ben inatrotation
Grundrorelse Longitudinell Adduktion och Longitudinell Longitudinell traktion Traktion
traktion inatrotation traktion med hilp | da likaren rétar pa sina
av ben och hand ben
2
Kompletterande Inat- och Longitudinell Inat- och Inat- och utatrotation Utatrotation och
rorelse utatrotation traktion + utatrotation, abduktion
abduktion, abduction,
utatrotation adduktion

och extension




2b-Reponering av frimre hoftledsluxation'®

Allis Leg Extension Method"’
e Patienten ligger pd rygg

Bigelow Leg Extension Method*
e Patienten ligger pd rygg

Béckenet stabiliseras med tryck pa biagge 6vre frimre hoftbenstaggarna av en assistent
Likaren tar tag 1 knét och applicerar longitudinell traktion
Adduktion, utatrotation och flektion av hoft kan provas for att uppna reponering
Hyperextension av hoft kan krdvas om luxationen &r superior

e Bickenet stabiliseras med tryck pa bagge dvre frimre hoftbenstaggarna av en assistent
o Ldkaren tar tag i patientens fotled med ena handen, andra underarmen under patientens kni
o Lakaren applicerar longitudinell traktion och samtidig adduktion, utatrotation och extension

Lateral Traction Method?!
e Patienten ligger pa rygg

Utatrotation kan behovas

Sammanfattande tabell

En assistent virar ett lakan runt patientens innerlar
Likaren applicerar longitudinell traktion
Assistenten anvander lakanet for lateral traktion

Metod Allis Leg Extension

Bigelow Leg Extension

Lateral Traction

Patientposition | Rygg

Rygg

Rygg

Biacken- Av assistent
stabilisering

Av assistent

Assistent virar lakan runt
patientens innerlar

Likarens arm/ Haller i benet

Hand 1: fotled
Underarm 2: under knit

Haller i benet

benpositionering

Benposition Rakt Rakt Rakt

patient

Grundrorelse Longitudinell traktion Longitudinell traktion och Longitudinell traktion av likaren
samtidig adduktion och och lateral traktion via lakan av
utétrotation assistent

Kompletterande Adduktion, utatrotation och Flektion kan provas Utatrotation

rorelse flektion. Om superior frimre

luxation krivs hyperextension

Metod 1 3

Positionerar patienten korrekt O O O

Stabiliserar backenet korrekt/ | | |

anvinder assistenten korrekt

Placerar sina egna armar/ ben korrekt O O O

Utfor grundrorelse korrekt O O O

Utfor kompletterande rorelse korrekt O O O




3-Kontroller

O Kontrollerar stabilitet genom att flektera hoften till 90° i neutralt ldge, sedan adducera och
abducera*

O Upprepar neurovaskulrt status?

O Bestiller kontrollréntgen®*

O Beslutar om mobilisering/immobilisering och ev. inliggning enligt lokala rutiner®

4-Teknik/Helhetsbedomning

O Genomfor firdigheten pa ett patientsiikert (avseende kontraindikation, analgesi mm) och
andamaélsenligt siitt (kontinuerlig ldngsamt 6kande traktion, ej provocerande muskelforsvar)
O Uppvisar fortrogenhet med handgreppen



ANTECKNINGAR

1-Etiologi

“A high index of suspicion for hip dislocation must be present whenever a patient who is involved
in a major trauma such as a motor vehicle accident, a significant fall, or a sports-related injury is
assessed.... Hip dislocation has been noted to be one of the most common complications of total
hip arthroplasty. ” (McMillan 2022)

2-Prevalens

Posterior luxation utgdr 90% av hoftledsluxationer. Anterior luxation utgér 5-10% av alla
hoftledsluxationer. En central luxation dr ovanlig och ér alltid associerad med fraktur av
acetabulum. Protesluxationer sker hos 2-5% av alla hoftproteser, vanligast inom 6 veckor efter
operationen. (McMillan 2022)

3-Akuticitet
“In one study, the need for closed reduction of both anterior and posterior hip dislocations was

noted to be urgent; this procedure should occur within 6 hours after the time of dislocation.”
(McMillan 2022)

4-Reponering pa akuten

“Treatment for hip dislocations is immediate reduction. An attempt at closed reduction with
conscious sedation in the ED is warranted in most cases of anterior and posterior dislocation, except
when there is an associated femoral neck or shaft fracture. In these cases, open reduction with
internal fixation is the treatment of choice”. (Rudman 2000)

“More than 3 attempts at closed reduction in the emergency department (ED) is not recommended.”
(McMillan 2022)

Protesluxationer brukar ofta reponeras pa akutmottagningen medan man av tradition ofta reponerar
bakre och frimre traumatiska luxationer pd operationssal i narkos. Om man kan tillgodose siker
procedursedering kan dven dessa, i1 avsaknad av associerad fraktur och en for ovrigt stabil patient,
reponeras pa akutmottagningen.

5-Igenkédnnande av bakre hoftluxation

“The patient with a posterior dislocation classically presents with the affected extremity shortened,
flexed, internally rotated, and adducted (mnemonicis PID-posterior, internal, adducted). Exceptions
can occur with associated femur fracture.” (Rudman 2000)

“Posterior: the hip is flexed, internally rotated, and adducted.” (McMillan 2022)

6-Igenkinnande av frimre hoftluxation
“Anterior: the hip is minimally flexed, externally rotated, and markedly abducted.” (McMillan
2022)

“The presentation of the patient with anterior dislocation depends on the position of the femoral
head. With superior dislocations, the hip is typically extended and externally rotated. In inferior
dislocations, the hip is abducted, externally rotated, and in varying degrees of flexion.” (Rudman
2000)



“Anterior hip dislocations are classified as either superior-anterior (pubic) or inferior-anterior
(obturator). Pubic-type dislocations result from abduction, extension, and external rotation of the
hip. Obturator-type dislocations result from abduction, flexion, and external rotation of the hip.
Patients with anterior dislocations may have a palpable femoral head in the femoral triangle in
contrast to a palpable femoral head in the gluteal area with posterior dislocations.” (Dawson-
Amoah 2018)

7-Val av teknik
“Although mastery of each technique is not mandatory, becoming proficient in a few techniques
will aide in the flexibility of treatment when one approach fails to work.” (Dawson-Amoah 2018)

“Of note, when practicing many of the maneuvers for hip reduction, it can be helpful to have
bedsheets available to provide countertraction or hip abduction to facilitate performing the
technique” (Alfonso 2021)

Det finns flertalet tekniker beskrina, daribland East Baltimore, flexion-adduction, foot-fulcrum,
Howard, lateral-traction, Piggy-back, Lefkowitz, Stimson och Skoff. En del av dessa, som Piggy-
back och Lefkowitz, har byggts pd och utvecklats till ngra av de utvalda teknikerna. Andra, som
Skoff, har vildigt lite data for att stddja dem. Stimson ar en ganska vilkédnd teknik som anvénder
gravitationen for hjdlp med reponering men vi har valt att inte ha med denna teknik d4 den &r
opraktisk om patienten dr sederad, vilket ofta krivs for tillracklig muskelavslappning.

SWESEMs specialisttentamensgrupp rekommenderar kinnedom om f6ljande fem tekniker for
bakre hoftledsluxation:

e Allis Maneuver

Bigelow Maneuver

Captain Morgan Maneuver

Tulsa technique/Rochester method/Whistler technique

Rocket Launcher

Dessa tekniker anvinder foljande rorelser ensam eller i kombination med varandra (Waddell 2016):
e Flektion

e Traktion

e Inatrotation

e Adduktion

SWESEMSs specialisttentamensgrupp rekommenderar kinnedom om foljande tre tekniker for
frimre hoftledsluxation:

e Allis Leg Extension Method

e Bigelow Leg Extension Method

e Lateral Traction Method

Dessa tekniker anvinder foljande rorelser ensam eller i kombination med varandra (Waddell 2016):
¢ Extension

e Traktion

¢ Utatrotation

Det finns tva olika typer av frimre hoftledsluxation. Inferior (obturator) framre luxation &r vanligast
och kréver ofta flektion, adduktion och utétrotation. Vid superior (pubic) frimre hoftledsluxation dr
flektion oftast inte mgjlig utan hyperextension och traktion kravs.



Alla reponeringstekniker kriaver att man anvédnder langsam, kontrollerad och stadig traktion snarare
an snabba, ryckiga rorelser.

8-Palpera bécken

“A physical examination is crucial in the workup of a suspected hip dislocation. Soft-tissue injuries
and ipsilateral lower limb injuries can prevent a successful closed reduction. Recognizing these
concomitant injuries early is important because they may be exacerbated by closed reduction”
(Dawson-Amoah 2018)

9-Kontrollera rorelseomfing

“Patients with hip dislocation have severely limited range of motion due to pain. Evaluate what the
patient can do comfortably. Do not forcefully perform range of motion on a patient who cannot
tolerate manipulation. Normal, painless range of motion virtually excludes hip dislocation.”
(McMillan 2022)

10-Rontgen fore reponering
“Identification and timely management of hip dislocation is highly dependent on imaging, both at
presentation and after attempted reduction.” (McMillan 2022)

“Plain radiographs of the hip in two views must be obtained to evaluate for any fractures of the
acetabulum, femoral head, femoral neck, and femoral shaft prior to any reduction. Close evaluation
of the femoral neck is particularly important to avoid displacing an occult fracture during
reduction” (Rudman 2000).

“Imaging is critical to confirm the diagnosis and rule out potential fractures. In almost all cases, the
dislocation can be confirmed with an anteroposterior (AP) x-ray of the hip, but if the finding is
vague, additional x-rays (frog-leg lateral, cross-table lateral, Judet views) can be taken as

needed. Not only does an AP view confirm the cause and type of dislocation but can also show
signs of lumbar injury and acetabular fractures. Normally, the femoral heads of both limbs should
be equal in size and congruent within the acetabulum. On an AP x-ray, a posterior dislocation
shows a smaller femoral head in the acetabulum as the bone is positioned further from the x-ray
source and closer to the film. A lateral view should be used to confirm this finding. In an anterior
dislocation, the femoral head appears larger than the unaffected hip because the bone is positioned
closer to the x-ray source and further away from the film" (Dawson-Amoah 2018).

11-Neurovaskulirt status fore reponering

“Signs of sciatic nerve injury include loss of sensation in the posterior leg and foot, loss of
dorsiflexion (peroneal branch) or plantar flexion (tibial branch), and loss of deep tendon reflexes
(DTRs) at the ankle. Femoral nerve injury may be seen as loss of sensation over the thigh,
weakness of the quadriceps, and loss of DTRs at the knee. The patient with vascular injury may
present with hematoma, loss of pulses, and pallor.” (McMillan 2022)

Bakre hoftledsluxationer gir med skada pé ischiasnerven i 10% av fallen enligt en studie.
Kaérlskador &r ovanliga vid isolerad luxation. Férekomst av nerv- eller kédrlskador paskyndar
behovet av reponering.



12-Adekvat smirtlindring och sedering

Smartlindring och sedering dr ofta nddvindigt for att {4 patientens muskler att slappna av i
tillracklig grad, om patienten &r stabil cirkulatoriskt och respiratoriskt dr procedursedering att
foredra.

“Hip dislocations can produce significant pain and muscle spasms. While intravenous opioids can
help reduce the pain, this is often insufficient to allow reduction. Traditionally, procedural sedation
has been used to facilitate the reduction attempt. The advantages of procedural sedation include
enhanced muscle relaxation and pain control. While the choice of sedation medication is often
based on a combination of factors, one retrospective study of hip reductions found that propofol had
a greater likelihood of successful reduction with fewer sedative complications and shorter time to
reduction compared with etomidate or an opioid combined with a benzodiazepine. Additionally, it
is crucial to ensure adequate sedation, as undersedation has also been associated with a reduced
likelihood of reduction success. However, not all patients are good candidates for procedural
sedation, and it can make some techniques (eg, Stimson) more difficult. Regional anesthesia
provides an alternate approach with several case reports describing the femoral nerve block, fascia
iliaca compartment block, and pericapsular nerve group block with good success rates. A short-
acting agent (eg, lidocaine) is typically used, given the duration of the procedure. Regardless of the
approach selected, it is essential to obtain adequate analgesia early in these patients.” (Gottleib
2022)

13-Modfied Allis Maneuver

“In this technique, the patient is supine. The pelvis is stabilized by pressure on both anterior
superior iliac spines by an assistant. Traction is then applied in the direct line of the deformity
followed by gentle flexion of the hip to 90 degrees. The hip is gently rotated internally and
externally with continued longitudinal traction until reduction is achieved.” (Rudman 2000)

“The patient is placed in the supine position, and the physician usually enters the bed with the
patient; however, standing beside the bed is advised. The surgeon grasps the ipsilateral leg at the
knee and flexes the knee to 90 degrees. While an assistant stabilizes the pelvis against the bed, the
physician applies traction in line with the femur while flexing the hip up to 90 degrees by grasping
the patient’s knee. According to Allis’s original description, no rotation is performed. As the hip
reduces, the physician gently extends the hip and externally rotates the leg to allow the femoral
head to enter the acetabulum.” (Waddell 2016)

“The Allis technique was first described in 1895 and is still commonly performed in many EDs.
Traditionally, this has been performed with the clinician standing on the bed and grasping the
patient’s leg with the patient’s knee and hip flexed at 90°. The clinician then applies axial traction
while an assistant holds the patient on the bed. However, this technique places both the patient and
clinician at risk of injury, including back strain and falling. To avoid this, I recommend using the
modified version of this technique, wherein the clinician stands on the side of the bed and elevates
the patient’s leg by placing it on their shoulder and slowly standing up, thereby using the much
stronger leg muscles. If the hip is significantly adducted or rotated, it may be necessary to rotate the
patient 20°-30° on the bed to allow the clinician sufficient room to get beneath the patient’s leg.”

(Gottleib 2022)



14-Bigelow Maneuver

“The patient is placed in the supine position. The physician grasps the ankle of the affected leg with
one hand and places his/her opposite forearm under the patient’s knee. The hip is flexed to 90
degrees, ensuring the affected leg is kept in an adducted and internally rotated position. While an
assistant stabilizes the pelvis with downward pressure, the physician applies traction in line of the
femur while abducting, externally rotating, and extending the affected hip. The preferred method
for physician safety is to perform this maneuver while standing at the side of the bed; however, at
times, entering the bed is a necessity.” (Waddell 2016)

15-Captain Morgan

“Described in 2011, this technique calls for the patient to be placed in the supine position on a
backboard on a gurney with the pelvis strapped to the board. The physician stands on the side of the
gurney of the affected hip and places his/her foot closest to the hip on the backboard and flexes the
patient’s affected leg over his/her own thigh, close to popliteal fossa. The physician grasps the
ankle of the affected leg with one hand and places the opposite hand underneath the patient’s
affected knee. The physician then plantar flexes his/her own foot under the patient’s affected leg
while applying upward traction with the hand behind the affected knee. Internal and external
rotation, adduction, and abduction can be applied using the hand grasping the ankle until reduction
is achieved. The differences between this maneuver and the Lefkowitz maneuver include use of a
backboard and the hand being placed under the patient’s knee, not on the lower anterior thigh.”
(Waddell 2016)

“This maneuver was described in 2011 as a variation of the Lefkowitz technique. Here the provider
places their flexed knee under the popliteal fossa of the affected extremity. Then, they plantarflex at
the ankle to elevate the leg until the hip is reduced. In the original paper, the authors described a
92% success rate with 62% of their patients having a prosthetic hip. The singular failure was an
elderly patient with an anterior dislocation and an intraarticular fracture fragment that necessitated
an open reduction and internal fixation. There have also been discussions regarding the potential
risk of damaging structures within the knee or causing tibial fractures in those with metastatic
burden or osteoporosis. Again, an assistant is needed to provide pelvic stabilization.” (Alfonso O
2021)

“The Captain Morgan technique begins by placing the patient supine on a backboard with the hip
and knee flexed at 90°. The clinician places their hand under the patient’s knee and their knee under
the proximal aspect of the patient’s lower leg while using their contralateral hand to stabilize the
patient’s knee in flexion. The clinician then plantarflexes at their ankle while using their arm to lift
upward, applying axial traction at the patient’s hip. It is important not to push down on the patient’s
ankle, as this may cause ligamentous injury to the patient’s knee. The authors reported a 92%
success rate among 13 cases. The advantages of this technique include the use of a backboard to
stabilize the patient and provide better countertraction for the clinician’s foot, and the use of
combined calf and upper extremity strength for the reduction.” (Gottleib 2022)

16- Tulsa technique/Rochester method/Whistler technique

“The patient is placed supine on the gurney with both legs flexed. While standing on the side of the
affected hip, the physician uses his/her arm closest to the head of the bed to hold the patient’s knee
on the unaffected side so the patient’s leg on the affected side is flexed over the physician’s
forearm. The physician places his/her other hand on the ankle of the patient’s affected leg. The
physician applies downward traction using the ankle and a combination of internal and external
rotation to reduce the hip.” (Waddell 2016)



“The Tulsa/Rochester/Whistler technique (separately described by 3 groups) is a variation of the
East Baltimore lift, wherein the patient flexes both hips and knees on the bed. Then, the clinician
places their arm underneath the knee on the affected side and their palm on the contralateral knee.
Like the East Baltimore lift, the bed should be sufficiently low such that the clinician’s back is
straight and their knees are bent at approximately 45°. The clinician then slowly stands up, using
their arm to provide axial traction on the hip, while their other arm gently internally and externally
rotates the leg. This technique was reported to have a 73.3% success rate compared with 62.5% for
the Allis or modified Allis technique. The advantage of this technique is that only 1 clinician is
needed (since the patient’s knee serves as a countertraction force). However, due to the rotational
effect around the pelvis, an assistant may be needed to apply pressure to the patient’s ipsilateral
anterior superior iliac spine in select cases.” (Gottleib 2022)

17-Rocket Launcher

”The Rocket Launcher technique is a variant of the piggy back maneuver. The patient is placed
supine with the affected leg flexed at the hip and the knee. The provider sits near the edge of the
bed and drapes the patient’s knee over their shoulder. The provider stands while applying external
rotation and abduction at the hip joint. In the study where this maneuver was originally described,
all patients had a prosthetic hip and 5 of the 6 were successfully reduced with this technique. The
singular failure was a hemiarthroscopy patient that failed multiple closed reduction techniques and
required open reduction.” (Alfonso O 2021)

“This technique carries some overlap with the modified Allis but differs by allowing greater control
of the hip position. For the piggyback technique, the patient is supine at the end of the bed with
their hip and knee flexed at 90°. The clinician places the patient’s knee over their shoulder and
slowly leans forward and stands up while guiding the thigh into adduction. The rocket launcher
technique is a modification wherein the clinician begins by adducting and internally rotating the hip
to exaggerate the deformity before standing up. Authors reported a successful reduction in 5 out of
6 cases in the original description. Advantages of this technique include the ability to use the much
stronger gluteal and quadriceps muscles.” (Gottleib 2022)

18-Reponering av framre hoftledsluxation

“Anterior dislocations require the same inline traction on the femur; however, flexion of the hip is
not usually possible because the femoral head is resting on the anterior surface of the pelvis in most
cases. Two types of anterior dislocation are described: obturator dislocation and pubic dislocation.
Each require slight variations in technique but usually require hip extension, in-line traction, and
external rotation for reduction. For the pubic dislocation, flexion of the hip is not usually possible
and hyper-extension and in-line traction is required. The obturator dislocation is usually reduced
with hip flexion, adduction and external rotation. Once the head is unlocked from the obturator
foramen, axial traction is applied.” (Waddell 2016)

19-Allis Leg Extension Method

“With the patient in the supine position, the physician either enters the bed or stands beside it.
While an assistant stabilizes the pelvis against the bed, the surgeon grasps the ipsilateral leg at the
knee and applies traction in line with the deformity. With this maneuver, the additions noted by
Toms, Dawson and Dingley can be applied. These include adduction, external rotation and hip
flexion. If the patient has a pubic dislocation, hip hyperextension will be necessary.” (Waddell
2016)



20-Bigelow Leg Extension Method

“The patient is placed in the supine position. The physician grasps the ankle of the affected leg with
one hand and places the opposite forearm under the patient’s knee. While an assistant stabilizes the
pelvis with downward pressure, the physician applies traction in line of the femur while adducting,
externally rotating, and extending the affected hip. Again, the additional techniques described by
Toms, Dawson and Dingley can be applied. The preferred method for physician safety is to perform
this maneuver while standing at the side of the bed; however, at times, entering the bed is a
necessity.” (Waddell 2016)

21-Lateral Traction Method

“The patient is placed in the supine position on the gurney. An assistant wraps a sheet around the
inner thigh of the patient’s affected leg. The physician applies longitudinal force along the length of
the femur, while the assistant uses the sheet to provide lateral traction until reduction is achieved.
External rotation is used as necessary.” (Waddell 2016)

22-Kontrollerar stabilitet

“After reduction, the hip should be assessed for stability while the patient remains sedated or the
nerve remains blocked. The hip should be flexed to 90° in a neutral position, abduction, and
adduction. This should be followed by applying a mild posteriorly directed force while the hip is in
the neutral position.” (Gottleib 2022)

23-Upprepar neurovaskulir undersokning
Upprepa neurovaskulért status nir patienten ar vaken, om sedering skett, eller nér ev. nervblockad
har sléppt.

24-Kontrollrontgen

Kontrollrontga alltid. Om upprepade forsok till sluten reposition misslyckas kan det vara en
indikation for Oppen reposition pd operation. Icke-protesluxationer har ofta andra associerade
skador.

25-Immobilisering

“Strict immobilization is not recommended, and experts generally recommend early active and
passive range of motion exercises with either no weight-bearing or toe-touch weight-bearing (5-10
pounds) for the first several weeks. While commonly used, abduction braces remain controversial
and have not been demonstrated to reduce the risk of recurrent dislocations in patients with
prosthetic hips. However, patients should be advised to avoid flexing their hip beyond 90°, avoid
any twisting motions, and avoid crossing their leg past midline.” (Gottleib 2022)

Icke-protesluxationer sker ofta efter ett signifikant trauma varvid dessa patienter ofta ldggs in for
vidare observation efter trauma. Enligt Orto.nu kan posteriora nativa luxationer mobiliseras direkt
om ingen associerad fraktur finns. Vid protesluxationer rekommenderas inldggning for forsiktig
mobilisering, undvikande av adduktion och flektion >90°, om inte motsvarande vérd kan ges i
patientens hem/boende. Vid recidiverande luxationer ortopedkonsult for vidare handliggning.
Bakomliggande protesinfektion dr en orsak till upprepade luxationer.
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