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Abstract
The most common direction of patellar dislocation is lateral. The dislocation is usually recognised early and eas-
ily reduced. This case report highlights a young girl in which the dislocation was not recognised and subsequent-
ly became irreducible requiring an open reduction.

Case presentation
A 17-year-old girl sustained a lateral patellar dislocation during a twisting motion of the right knee while doing
karate. On clinical examination the patient had a lateral patellar dislocation but the initial radiographs appeared
fairly normal. Pre-operative CT examination confirmed the diagnosis. Closed reduction failed necessitating an
open reduction. The lateral retinacular defect after reduction of the patella was filled using the anterior half of the
iliotibial band. Eighteen months following surgery the patella was stable and the patient regained a good range of
motion.

Conclusion
Lateral patellar dislocation may be subtle and misdiagnosed. Not obtaining the necessary radiographs may con-
tribute to not diagnosing the condition. Doubtful cases should have a CT scan to confirm the diagnosis.
Mobilising part of the ITB is a viable option to obtain healthy living tissue to cover a lateral retinacular defect. 
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The dislocation was not recognised and subsequently 
became irreducible requiring an open reduction
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Case report
In 2009, a 17-year-old girl presented at our hospital com-
plaining of a painful right knee. She reported injuring her
knee during karate training one month prior. She was per-
forming a kick with the left leg and sustained twisting
injury to the supporting right leg. She presented to her
local emergency department where she was diagnosed
with a soft tissue injury to the knee. Initially she received
a bandage to the knee, which she wore for two weeks. This
was subsequently changed to a plaster of Paris cast for a
further three weeks. She reported to our department two
weeks following removal of plaster of Paris.
Physical examination revealed a lower limb with normal
alignment. The right knee appeared swollen. The knee
was not very tender to touch. The knee was not warm.
Active and passive flexion was limited to 15° and was
painful. The medial collateral ligament and lateral collat-
eral ligament was intact. The patella was subluxed lateral-
ly (Figures 1 and 2). 
Radiographic examination included plain AP and later-
al radiographs (Figure 3). On the AP view, the patella
appeared slightly laterally displaced from the normal posi-
tion and on the lateral the patella was not obviously dis-
placed. Further evaluation included a computed tomogra-
phy scan which confirmed lateral dislocation of the patel-
la with an abnormally concave medial facet of the patella,
at 90° to the lateral facet (Figure 4). In addition the
femoral sulcus is flat, measuring 166°, in keeping with
Dejour grade A trochlear dysplasia. The tibial
tubercle–trochlear groove (TT-TG) distance could not be
measured.

An attempt at closed reduction in Casualty and later under
general anaesthesia was unsuccessful and we proceeded to
open reduction of the patella through an anterior approach.
The patient was scheduled for closed reduction under
anaesthesia; this was unsuccessful and we proceeded to
open reduction of the patella (Figure 5). To achieve reduc-
tion of the patella a lateral retinacular release was per-
formed. The patella returned to its normal position and full
passive flexion was obtained without resistance. It was evi-
dent that there was an impaction injury on the lateral aspect
of the lateral femoral condyle with eroded cartilage, but the
patella appeared crossly uninjured. Secondary to the pro-
longed lateral dislocated position, the lateral retinaculum
was contracted and after reduction there was a retinacular
defect of no less than 1.5 cm by 5 cm. On the medial side the
retinaculum was stretched and redundant following reduc-
tion.
In order to achieve and maintain stability the medial reti-
naculum was plicated (Figure 6). We were still confronted
with the soft tissue defect on the lateral side. To obtain clo-
sure of this gap the anterior half of the iliotibial band was
mobilised and sutured into position. The decision to fill the
gap was made to prevent the development of a persistent
synovial fistula and drainage as has been experienced in a
previous patient. To assess the likelihood of a fistula devel-
oping we injected normal saline intra-articular. There was
no leakage of fluid through either medial or lateral suture
lines. Intra-operative passive range of motion showed the
patella to be tracking normally.

To achieve reduction of the patella a lateral 
retinacular release was performed. The patella 
returned to its normal position and full passive 

flexion was obtained without resistance

Figure 1. Physical examination of the right knee: (A)
Normal alignment of the knee; (B) Apparent swollen
right knee; (C) Lateral subluxation of the patella

A B C

Figure 2. Limited flexion of the knee with lateral
patella subluxation

Figure 4. Pre-operative CT evaluation confirming 
lateral patellar dislocation

Figure 3. AP and lateral radiographs of the affected
knee
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Post-operatively, the knee was managed with a knee
ranger. The knee was kept in full extension for the first two
weeks post-operatively and afterwards the amount of flex-
ion was gradually increased over the next two weeks. The
patient’s post-operative course was complicated by a super-
ficial skin infection which was managed with wound care
and subsequently resolved. Post-operative rehabilitation was
unsatisfactory and prolonged both as a result of a lack of
resources and patient compliance.
The patient saw us again for follow-up 18 months follow-
ing the initial surgery. She did not return to sport participa-
tion but the knee was largely asymptomatic. She regained
approximately 110° of knee flexion. The patella was stable as
assessed with the apprehension test. Radiographs showed
the patella in a satisfactory position but with residual lateral
inclination on the skyline view and a concave medial patel-
la facet with some new bone formation at the attachment to
the retinaculum. The angle between medial and lateral
facets measures 86° on the dislocated side compared to 114°
on the normal side (Figure 7).

Discussion
Several directions of patella dislocation have been
described, with the lateral patellar dislocation being the
most common. It is usually easily diagnosed and reduced.
Probably many patellar injuries which by history sound
like lateral patellar dislocations either reduce sponta-
neously following knee extension, or are reduced at the
scene by the individual or bystanders with minimal effort.
A missed/irreducible lateral patellar dislocation however
is rare. A search of the literature showed only a few arti-
cles related to irreducible lateral patellar dislocation.1-3
Other irreducible dislocations of the patella mentioned in
the literature include superior dislocation,4,5 intra-articu-
lar dislocation of the patella,6,7 patellar dislocation with
rotation around the vertical axis8,9 and lateral patellar dis-
location with impaction fracture of the patella.
In this case the lateral patella dislocation was not noticed
initially. This was followed by a prolonged period of
immobilisation. Failure to reduce spontaneously in this
patient, despite fully extending the knee, may have been
due to the abnormal form and orientation of the medial
facet of the patella. 

Figure 5. Intra-operative image showing the laterally
displaced patella

Figure 7. Radiographs at follow up 18 months post-
operatively: (A) Alignment and active flexion
achieved. (B) AP and lateral radiographs. (C) Skyline
view

Figure 6. (A) Medial retinacular plication; (B)
Suturing of the anterior half of the ITB into the lateral
retinacular defect
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Post-operative rehabilitation was unsatisfactory and prolonged
both as a result of a lack of resources and patient compliance
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It is possible but unlikely that the patellar changes noted
were caused by an impaction fracture because it appeared
grossly intact while there were definite articular changes
noted to the corresponding area of the lateral femoral
condyle. The delay in reduction resulted in contracture of
the lateral and stretching of the medial retinacular tissue.
Following release of the lateral retinaculum and reduction
of the patella a substantial lateral gap was evident. Use of
the ITB did not interfere with its function as a lateral sta-
biliser of the knee.

Conclusion
Lateral patellar dislocation may be subtle and misdiag-
nosed. Not obtaining the necessary radiographs may con-
tribute to not diagnosing the condition. Doubtful cases
should have a CT scan to confirm the diagnosis. We think
that mobilising part of the ITB is a viable option to obtain
healthy living tissue to cover a lateral retinacular defect. 
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Informed consent was obtained from the patient and her
guardian to use the case and pictures for publication.
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