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Abstract

A 46-year-old female presented to the emergency department with a rare superior dislocation of the patella. Magnetic resonance imaging
revealed inferior osteophytes on the patella engaging osteophytes on the superior portion of the trochlear groove resulting in a locked superior
patellar dislocation. A closed reduction was performed, resulting in immediate pain relief and nearly full active range of motion.
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Case Report

A46-year-old female presented to the emergency department
(ED) with complaints of significant anterior knee discomfort,
swelling and inability to ambulate or actively flex her knee. She
reported falling at home and striking her right knee directly
on a piano stool. She denied any history of injury to the right
knee and reported only occasional mild anterior knee pain with
kneeling or squatting prior to this accident. Initial examination
in the ED showed a prominent and superiorly displaced patella.
There was a visible and palpable dimple inferior to the patella
that appeared to be a defect in the patellar tendon. There was a
small effusion, and she was unable to flex her knee or perform
a straight leg raise. Any attempt at quadriceps activation caused
significant pain.

1A 1B
Figure 1A: Anteroposterior (AP).

Figure 1B: lateral X-rays taken in the emergency department
(ED) demonstrating superior displacement of the patella without
fracture and an unusual anterior tilt.

X-rays (Figure 1) taken in the ED demonstrated superior
displacement of the patella without fracture and an unusual
anterior tilt of the patella. The initial diagnosis in the ED was
a patellar tendon rupture, and a magnetic resonance image
(MRI) of the right knee was performed after orthopedic
consultation. The MRI (Figure 2) confirmed that the patellar
tendon and the remainder of the extensor mechanism were
intact. It also demonstrated that inferior osteophytes on the
patella were engaged onto osteophytes on the superior portion
of the trochlear groove resulting in a locked superior patellar
dislocation.

Figure 2: Magnetic resonance image (MRI) confirming that the
patellar tendon and the remainder of the extensor mechanism
were intact. Inferior osteophytes on the patella were engaged
onto osteophytes on the superior portion of the trochlear groove,
resulting in a locked superior patellar dislocation.

The patient was given intravenous sedation in the ED and a
closed reduction was performed by applying gentle superiorly
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directed pressure on the patella, with subsequent unlocking
of the osteophytes. The patient had immediate relief of her
discomfort and was able to perform a straight leg raise and had
nearly full active flexion after the reduction. She was placed in a
knee immobilizer for comfort and was discharged home. She was
examined in the clinic after one week and demonstrated painless
full active range of motion and has had no further squeal from
this episode at 18-month follow-up.

Discussion

Superior dislocation of the patella is a rare event. There
have been over 20 reports of superior patellar dislocation in the
literature, the first of which was reported by Watson-Jones [1]
in 1956. Nearly all of these cases occurred in middle-aged or
elderly patients with degenerative changes in the patellofemoral
joint and involved interlocking osteophytes. There was one
report of superior dislocation in a 34-year-old rugby player with
no evidence of patellofemoral arthrosis [2]. The mechanism of
injury is consistently either a posterior- or upwardly-directed
force on the inferior pole of the patella, as was the case in our
patient when she struck her patella on a piano stool, or active
quadriceps contraction with hyperextension of the knee.

Superior dislocation of the patella can clinically mimic a
patellar tendon rupture and thus can initially present some
difficulty in diagnosis and management in the emergency room
setting. In both situations the patient cannot perform a straight
leg raise. With dislocation, however, the patellar tendon is
intact and under tension so the patient has difficulty actively or
passively flexing the knee as well. The superior pole of the patella
will always be tilted anteriorly with a superior dislocation, due
to the fixed position of the inferior pole and the tension in the
tendon. An MRI is often helpful to evaluate the integrity of the
patellar tendon and distinguish between these two diagnoses

[3].

Treatment usually consists of closed reduction with adjuncts
ranging from simple analgesia to general anesthesia. Yip et

al. [4] proposed immobilization at 30° in a flexed knee brace
immediately after reduction to prevent a recurrence as the
patient is recovering from anesthesia. There is controversy
regarding the necessity of arthroscopic osteoplasty to remove
the offending osteophytes. Since our patient along with the
majority of patients reviewed in the literature recovered
uneventfully without repeated locking episodes, we recommend
conservative management for this uncommon occurrence.
Arthroscopy is generally reserved for a patient with recurrent
dislocations or mechanical symptoms or those patients that can
voluntarily dislocate [5].
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