
Introduction
The differential diagnosis of patients presenting with a locked 
knee is broad but most often includes meniscal lesions, 
ligamentous injuries, loose bodies, and degenerative changes 
[1]. Patellar dislocations are a more rare cause of acute locked 
knee. While most patellar dislocations occur laterally, they can 
occur in any direction. Uncommonly, inferior patellar 
dislocations may present with a locked knee.
Bankes and Eastwood proposed a classification system for 

inferior patellar dislocations [2]. Type I injuries occur in younger 
males and involve horizontal rotation of the patella. Type II 
injuries occur in elderly patients with significant patellofemoral 
arthritis. These are most commonly hyperflexion injuries where 
superior patellar osteophytes hinge on the intercondylar area of 
the femur. Type II injuries are rare and are limited to case reports.
Several studies have shown successful treatment of these type II 
inferior patellar dislocations with closed reduction and 
immobilization [2-7]. In other cases, arthroscopic or open 
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Introduction: Inferior patellar dislocations in elderly patients are rare and typically occur in the presence of significant patellofemoral arthritis. 
These dislocations often present as a locked knee, which can be mistaken for other knee pathologies. While treatment has generally involved 
closed reduction, there is limited literature on recurrence and the role of surgical intervention.
Case Report: An 85-year-old female presented with a locked right knee following a fall, unable to bear weight or extend the knee. Radiographs 
and MRI revealed an inferior patellar dislocation due to a superior patellar osteophyte interacting with a defect in the lateral femoral condyle. 
Initial closed reduction was successful but followed by a recurrence of the dislocation seven weeks later. Arthroscopic surgery, including 
debridement of the patellar osteophyte and trochlear osteochondral defect, provided definitive treatment. The patient remained symptom-free 
at 12 months follow-up with no further dislocations.
Conclusion: This case highlights the challenge of managing inferior patellar dislocations in elderly patients, with closed reduction and 
immobilization often insufficient to prevent recurrence. Arthroscopic surgery should be considered in cases of recurrent dislocation to allow for 
early mobilization and minimize the risk of further episodes.
Level of evidence: Level V Case Report
Keywords: Knee, arthroscopy; inferior patellar dislocation; locked knee; patellofemoral arthritis.
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Arthroscopic surgery should be considered for elderly patients with recurrent inferior patellar dislocation to prevent further episodes and 
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surgery was necessary to treat the condition [7-11]. In two of 
these cases, successful initial closed reduction was complicated 
by quick recurrence of the dislocation, which necessitated 
surgery [8,10]. To our knowledge, we present the first 
published case of a recurrent inferior patellar dislocation several 
weeks after initial treatment with closed reduction.

Case Report
The patient is an 85-year-old female who presented 3 weeks 
after suffering acute onset right knee pain after a fall at home 
onto her bent knee. She was unable to bear weight or extend her 
knee since the injury and was stuck in 80° of flexion. Initial work-
up at an outside institution included radiographs and magnetic 
resonance imaging (MRI) which revealed an inferior patella 
dislocation where a superior patellar osteophyte hinged on a 
defect in the lateral femoral condyle (Fig. 1). MRI showed an 
intact quadriceps and significant patellofemoral osteoarthritis. 
In the office, a closed reduction maneuver was performed. The 
patient was placed supine, and the knee was injected with 2% 
lidocaine. The knee was then hyperflexed while inferiorly 
translating the patella out of the osteochondral defect (OCD) 
after which the knee was brought back into extension. Clinically, 
the patella was reduced with immediate resolution of pain. 
However, the patella dislocated while being flexed during post-
reduction X-rays requiring a second reduction maneuver. The 
reduction was maintained the second time and confirmed on 

radiographs. The patient was made weight-bearing as tolerated 
with a walker and knee immobilizer.
One week later, her pain was resolved and radiographs in the 
office confirmed maintenance of reduction. She remained 
weight-bearing as tolerated and was encouraged to do straight 
leg raises to improve quadriceps strength. The knee 
immobilizer was maintained. At three weeks after reduction, 
she was pain-free and able to flex and extend from 0 to 90°. She 
was started on formal physical therapy and given a hinged knee 
sleeve with instructions to not flex beyond 90°. At 7 weeks, she 
had regained full range of motion and quadriceps strength. The 
hinged knee sleeve was discontinued.
Two days after discontinuing the knee brace, she dislocated in 
her sleep. The knee was again injected but two attempted closed 
reductions in the office were unsuccessful and operative 
intervention was performed that evening. After intubation in 
the operating room, she remained stuck in flexion. She 
subsequently underwent arthroscopic takedown of the patellar 
osteophyte and debridement of the lateral trochlear OCD with 
the resolution of her dislocation (Fig. 2 and 3). An accessory 
superomedial portal allowed easier access to the patellar 
osteophyte.

The patient was discharged home the following day, weight 
b ear i ng  a s  tol erated ,  w i t h  an  ace  ban dage  b u t  n o 
immobilization. She received home physical therapy. At one-
month follow-up, the patient was pain-free, had a good range of 
motion, and was very satisfied with the outcome. Radiographs 
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Figure 1: X-ray; Lateral knee x-ray showing inferior patellar dislocation 
where patellar osteophyte is hinged in a defect in the lateral femoral 
condyle.

Figure 2: Fluoroscopic images; Fluoroscopic images showing (a) Superior 
patellar osteophyte. (b) Probe in trochlear OCD. (c) Trochlear OCD 
debridement. (d) Final fluoroscopic images showing reduction of inferior 
patellar dislocation after trochlear OCD and patellar osteophyte debridement.
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showed maintenance of reduction. At the final follow-up 12 
months later, the patient remains pain-free with no recurrence 
of the dislocation.

Discussion
There have been several case reports describing inferior patellar 
dislocation in elderly patients [2-11]. Treatment of these 
injuries has ranged from closed reduction to arthroscopic or 
open surgical treatment. We present the first late recurrence of 
inferior patellar dislocation in an elderly patient after initial 
treatment with closed reduction and immobilization.
Multiple studies have shown successful treatment of type II 
inferior patellar dislocations with closed reductions and 3–4 
weeks of immobilization [2-7]. Closed reduction under general 
anesthesia was performed in two cases [3,4]. Reduction under 
IV sedation in the emergency department was performed in two 
cases [2,6]. Intra-articular injection was used in one case and a 
peripheral nerve block was used in another [5,7]. While follow-
up varied in these cases, there was no reported recurrence of 
dislocation.
In our case, initial closed reduction was accomplished after 
intra-articular injection via hyperflexion of the knee and a 
downward force on the patella followed by gradual knee 
extension. Several other studies reported similar reduction 
mechanisms [2,4,5,7,8]. Wight et al. reported a different 

mechanism that included flexing the knee to 90°, applying an 
anterior drawer force to the tibia, and then counter-pressure to 
the inferior pole of the patella [6].
Two studies reported a recurrence of the dislocation after the 
initial closed reduction [8,10]. Syed and Ramesh reported a 
case of a patient who re-dislocated 8 days after the initial closed 
reduction [10]. The patient was immobilized in a knee splint for 
only 6 days and then dislocated while in bed. Subsequent closed 
reduction was unsuccessful, and she was treated with 
osteophyte removal via an open medial parapatellar approach. 
Barlow et al. reported a recurrent dislocation 1 day after the 
initial closed reduction as the patient was unable to tolerate her 
splint [8]. She was treated with arthroscopic resection of a 
patellar osteophyte and smoothing of the lateral femoral 
condyle. In our study, the patient had an immediate initial 
recurrence of her dislocation while being flexed during her post-
reduction X-rays. While the second reduction was successful 
and maintained for 7 weeks, repeat dislocations may suggest 
increased instability that would benefit from surgical treatment.
Two additional studies reported failed initial attempts at closed 
reduction resulting in operative treatment [9,11]. Shivarathre 
and Keys reported a unique case of inferior patellar dislocation 
12 months after total knee arthroplasty without patellar 
resurfacing [9]. This case was successfully treated through open 
debridement of osteophytes. Zimmermann et al. reported a 
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Figure 3: Arthroscopic images; Arthroscopic images showing (a) & (b) Trochlear OCD. (c) After debridement of trochlear OCD. (d) Patellar osteophyte. 
(e) After excision of patellar osteophyte. (f) Superomedial portal view after excision of patellar osteophyte.
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case of failed closed reduction treated successfully with 
arthroscopic debridement [11]. Yoshioka et al. reported two 
cases, one of which they performed open removal of osteophyte 
and plate fixation of a lateral femoral condyle fracture even after 
successful closed reduction [7].
The differential diagnosis of an acute locked knee is broad and 
work-up relies on history, physical exam, and diagnostic tests, 
which often include an MRI [1,12]. In our case, the patient 
presented with a locked knee and patella baja. While this clinical 
scenario often points towards a quadriceps tendon rupture, the 
unique appearance of the lateral knee X-ray indicates inferior 
patellar dislocation (Fig. 1). In fact, the quadriceps tendon was 
intact in all of the reported cases of type II inferior patellar 
dislocations.
In the case of an elderly patient presenting with acute locked 
knee and patella baja, inferior patellar dislocation must be 
considered. Initial work-up should include AP and lateral X-rays 
of the knee. A lateral view demonstrating a superior patellar 
osteophyte hinged on the femoral condyle is pathognomonic of 
this injury and obviates the need for an MRI.

Closed reduction under intra-articular block or sedation should 
be attempted and confirmed via AP and lateral knee X-rays. 
Even if closed reduction is successful, however, arthroscopic 

surgery to debride the patellar osteophyte and smooth the 
femoral condyle should be considered. This minimally invasive 
treatment allows early mobilization and limits the chance of 
recurrence.

Conclusion
Inferior patellar dislocations in elderly patients are rare and 
limited to case reports. Treatment has involved closed reduction 
alone or in combination with arthroscopic or open surgery. We 
have presented the first late re-dislocation after the closed 
reduction. Arthroscopic surgery should be considered for all 
elderly patients with inferior patellar dislocation to limit 
recurrence and allow early mobilization.

Clinical Message

Elderly patients presenting with a locked knee and patella baja may 
have an inferior patellar dislocation, often caused by a superior 
patellar osteophyte hinging on the femoral condyle. While closed 
reduction can be initially successful, arthroscopic debridement 
should be considered to reduce recurrence and enable early 
mobilization.
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