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The incidence of acetabular fractures in the elderly population is 

increasing due to preexistingosteoporosis and falls or low-energy 

trauma. However, the prognosis of acetabular fractures in the elderly 

are generally poorwhen compare it with those in young patients. 

Therefore, the proper initial management options are critical, as early 

failures and subsequent salvage surgery can be accompanied by 

significant morbidity.This is the case report with detailed history, 

examination of 80 years-old female patient with bilateral acetabular 

fracture combined left femur neck fracture. 
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Introduction:- 
The hip joint is a "ball and socket" joint comprising of the acetabulum (socket) and the femoral head (ball).

(1) 
The 

term "hip fracture" implies fractures at any of these structures.
(2)

 Acetabular fractures are part of the hip fractures 

that occur because of high-impact trauma such as a car vehicle accident or a bad fall.
(3)

 However, they can occur 

during a lower-impact fall, primarily in older adults who have fragile bones due to osteoporosis.
(3,4) 

 

While the elderly population grows, the number of hip fractures continues to increase. Researchers
(5)

 indicated that 

approximately 90 percent of hip fractures in the elderly occur from a simple fall from the standing positiondue to 

poorer balance, medication side effects, and difficulty maneuvering around environmental hazards. Moreover, 

female sustain hip fractures more often due to their higher rates of osteoporosis.
(4) 

According to data from the United 

States Agency for Healthcare Research and Quality (AHRQ), in 2003 there were 310,000 hospitalized patientswith 

hip fractures in the United States alone.
(6) 

In Saudi Arabia,The number of osteoporotic hip fractures estimated to be 

8768 cases in 2004.
(7) 

 

Although, the acetabular fractures are not common compared with femur fracturesbut are considering serious bone 

fractures that may disrupt the major neurovascular to lower extremities.
(8,9)

Thereupon, early and prompt surgical 

intervention is mandatory in such cases. This is the case report with detailed history, examination of 80 years-old 

female patient with bilateralacetabular fracture combined left femur neck fracture. The present report aimed to 

highlight the rare presentation of bilateral acetabular fractures with concomitant femoral neck fracture. 

 

Report of the case: 

Clinical presentation and history: 

80-year-old female has indoor mobilizer with assistant and known case of Diabetes Mellitus,Hypertension and 

Ischemic heart diseases. She also suffered from morbidobesity with long history of osteoporosis and chronic kidney 
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disease. Patient presented to ER after her falling down at home in the wet floor of bathroomwhile she was getting 

out from bathroom.After that,she could not stand or bear weight, with minimal left hip pain. 

 

Examination: 

On examination, she was conscious and alert with normal and stable vital signs. Locally, there was tenderness over 

the left hip on deep palpation associated with lateral and posterior bruises but there were no open wounds or 

swelling. Her range of motion of the left hipwas restricted with minimal pain. Stroke had ruled out after specific 

clinically examinationand there was intact distal neurovascular upon examination. 

 

Investigations and Procedure: 

Initial X ray radiographs (Figure 1) revealed that there were bilateral acetabulum fracture and left femoral neck 

fracture. In order to evaluate the acetabulum fracture geometry, CTshowed left displaced comminuted both column 

acetabulum fracture with ipsilateral displaced trans-cervical femoral neck fracture, and right minimally displaced 

posterior wall acetabulum fracture(Figure 2).Her lab showed microcytic hypochromic anemia (HB:8.4 g/dl) , 

otherwise within normal values 

 

Patient underwent to medical evaluation by multidisciplinary teamfrom internal medicine, anesthesia, and 

orthopedic who decided that patient was not fit for operative management due to sudden upper GI 

bleeding.Accordingly, she had follow up with gastrologist and two weeks later, she became stable. Treatment 

options either operative or non-operative were discussed with the patient and her family;they were keen to get her 

symptoms improved. 

 

However, surgical plan was open reduction and internal fixation of left acetabulum and total arthroplasty with or 

without acetabulum cage verses hemiarthroplasty for the left hip.There were considerable factors that helped to 

guide treatment options like intraoperative acetabulum fracture condition, bone quality, general health condition of 

the patient and anesthesia time to minimize the risk of the surgery. 

 

On the surgery day, the patient was taken to theatre and she was under general anesthesia with left lateral position. 

The Kocher-Langenbeck approach was used to visualize and fix the anterior and posterior acetabulum with one pre 

contoured plate size 3.5 mm and screws for both column. Fixation was stable and accepted under fluoroscopy, so 

cemented total hip arthroplasty had performed.  

 

Postoperative Management and Follow-up: 
Fortunately, surgery time was five hours without post-operative complications; reported blood loss was around 300 

cc. After that, patient transferred to overnight observation in intensive care unit then transferred to regularsurgical 

word. 

 

First day post operation, patient started the bed physiotherapy and she was just mobilized bed to chair only- due to 

her right non-displaced acetabulum fracture. By third day, slight electrolytes imbalance had observed due to her 

kidney condition as the medical assessment of the nephrologist who saw her and this issue was managed. Patient got 

discharge home four days after surgery in good condition on wheelchair and indicated medications. 

 

Following the surgery, the patient had a good initial improvement with a physical therapy plan aiming for 

mobilization on wheelchair and full weight bearing. She had follow up appointment after three weeks from surgery 

to remove staples. (Figure 3) 
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Figure 1:- X-ray radiograph of left shoulder showing bilateral acetabulum fracture and left femoral neck fracture. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2:- CT scan (3D left, axial right) showed left displaced comminuted both column acetabulum fracture with 

ipsilateral displaced trans-cervical femoral neck fracture 
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Figure 3:- X ray after one-month post operation. 

 

Discussion:- 
Acetabular fractures of the hip joint are among the most serious injuries treated by orthopedic surgeons.

(3)
 People of 

all ages are vulnerable to these injuries who are involved in high-velocity trauma but some elderly patients with 

fragile bones due to osteoporosis may develop pelvic and acetabular fractures with a lower impact fall.
(4,5)

 The 

present case is an old female with a long history of osteoporosis thus made her vulnerable to acetabular fracture in 

bad fall.  

 

In general, the initial clinical assessment of trauma and resuscitation protocolsare crucial and recommended as best 

clinical practice that help guide treatment.
 (10)

  Accordingly, the injured elderly patients have to go through clinical 

assessment todetermine the cause of the fall (for example syncope, seizure or stroke) andto rule out the additional 

orthopedic injuries like intracranial hemorrhage, cervical spine and combined fractures.
(10,11)

The present case had 

assessed by ER physician, and the reason of fall was due to slipping on wet floor. 

 

Acetabular fractures occur because of the impact of the femoral head on the articular surface that in turn make the 

femoral head may no longer fit firmly into the socket, and the cartilage surface of bones may be damaged.
(1,12) 

Moreover, many studies 
(10,13,14) 

showed that patients with fractures of the acetabulum experience serious injury to 

surrounding soft tissue (skin and muscles) associated with significant bleeding and risk of nerve damage.On rare 

occasion,
 (15)

the bilateral acetabular fractures with femoral neck fracture and intact neurovascular may coexist as in 

the present case. In Matta's study of 262 acetabular fracture cases thatshowed the most significant prognostic 

indicator of a poor result was a fracture or impaction injury to the femoral head.
 (16) 

 

In context of treatment,Acetabular fractures require rapid and precise treatment and, in some cases, one or more 

surgical procedures.Moreover, many researches
 (10,17)

have consensus about the important of extensive knowledge of 

the bony anatomy by using radiological images as first line of acetabular fractures treatment. Currently, a plain X-

rayof acetabular fractures is often supplemented but CT examination that is more precise than a conventional X-ray, 

as this can provide a more detailed image of the extent of fracture and its morphology.
(17,18)

However, the fractures of 

the acetabulum are usually not treated for 5 to 10 days following the injury because of some patients, experience 

significant bleeding.
(19)

 On other hand, previous study showed that the timing for surgical treatment of acetabular 

fracture is usually 3 to 5 days after injury; delays over 3 weeks associated with poorer outcomes.
(20)

The present case 

had sudden upper GI bleeding and during this period, the patient was in traction to prevent additional injury.  

 

The Kocher-Langenbeck approach is the mainstay for the surgical management of acetabular fractures and provides 

sufficient access to the majority of posterior based acetabular fractures.
(21,22)

It makes the procedure less invasive, 
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shortens the operative time, minimizes blood loss and overcomes the exhaustion and fatigue of the surgical 

team.
(23,24)

Despite the fact that the Kocher-Langenbeck approach offers a wide access to the posterior elements of 

the acetabulum, the surgeon must remain cognizant that this approach is not extensile and whenever a wider 

exposure is needed, e.g., in superior dome involvement, a different approach might be considered.
(25) 

 The surgical 

treatment plan of the present case was open reduction and internal fixation through Kocher-Langenbeck approach 

with reasonable consumed surgery time without post-operative complications. 

 

Conclusion:- 
Bilateral acetabular fracture is a rare injury. Surgical treatment with internal fixation has significantly improved the 

prognosis of these injuries. Adequate evaluation and surgeon experience are essential to obtain excellent outcome.
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