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Abstract: Introduction: Knee dislocations are rare but potentially limb-

threatening injuries to the knee joint. It is of interest in emergencies because they 

usually occur in context of multiple injuries and due to the possibility of vascular 

compromise to the affected limb. Case Presentation: We  report the case of a 

53-year-old man who sustained a right knee lateral dislocation after a fall from a 

moving construction vehicle. The knee dislocation was managed by open 

reduction after an unsuccessful attempt of closed reduction. Subsequently, the 

joint was stabilized using external fixation. The short term and long-term 

evolution were favorable. Conclusion: The acute management of traumatic knee 

dislocations should be timely and adapted based on individual cases. Thus, if 

manual reduction fails, open reduction with external fixation may be considered. 
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INTRODUCTION 
A knee dislocation can be defined as complete 

congruency loss between the distal femoral and proximal 

tibial articular surfaces. Bicruciate or multiligamentous 

injuries can also be categorized as knee dislocation due 

to the mechanism of injury [1]. Knee dislocation is a rare 

and devastating injury with an estimated prevalence of 

0.02-0.2% of reported orthopedic injuries. A dislocation 

occurs bilaterally in only 5% of all knee dislocations. The 

common causes of knee dislocation are high-velocity 

trauma such as a motor vehicle accident (50%), low-

velocity sports injuries (33%), and ultralow-velocity 

injuries (12%) such as a fall. The most common injury 

pattern is the anterior dislocation of the tibia with respect 

to the femur (40%), and the second most common injury 

pattern is a posterior dislocation (30%) [2]. 

 

It should be noted that the incidence of knee 

dislocations is underreported, as almost 50% of knee 

dislocations spontaneously reduce at the scene, before 

arrival to the emergency department, or are 

misdiagnosed. Knee dislocations are more commonly 

reported in men than women, with a ratio of 4:1. Obesity 

is an independent risk factor for sustaining this injury 

from an ultra–low–energy mechanism of injury [3]. 

 

Knee dislocation may result in injuries in 

addition to ligamentous damage such as popliteal artery 

disruption, peroneal nerve damage, knee joint fractures, 

meniscal pathology, patellar ligament tears, and iliotibial 

tract injury [4]. 

 

Knee dislocation patients are at risk of life-

threatening concomitant injuries. One study documented 

that 27% of knee dislocation patients presented with life-

threatening injuries to the head (subdural hematoma), 

chest (pneumothorax, flail chest), or abdomen (ruptured 

viscera) [5]. This justifies adequate trauma assessment to 

exclude life-threatening injuries in patients presenting 

with knee dislocations 

 

Musculoskeletal injuries are frequent in Africa 

and Cameroon in particular due mainly to the high 

occurrence of road traffic accidents (6). However, only 

one recent study was on traumatic knee dislocations  is 

available at this date with posterior dislocations being the 

most common form of traumatic knee dislocation and 

orthopedic management by cast immobilization being 
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the most common therapeutic modality (7). In this light, 

we are presenting a rare case of lateral knee dislocation 

received and managed in a tertiary hospital in Cameroon. 

The goal is to present the particularity of the surgical 

management of this patient after failed attempt of non-

surgical treatment by manual reduction. 

 

CASE PRESENTATION 
A 53-year-old man, mechanic, married, 

presented with severe pain and inability to move the right 

knee associated with bleeding wound at the head 

following a fall with direct impact on the right knee and 

head after he attempted to jump from a moving 

construction vehicle. No loss of consciousness was 

reported. On arrival, he was assessed and prescribed 

tramadol, paracetamol, diclofenac, antitetanic serum, 

ceftriaxone, metronidazole; the wound at the head was 

repaired by suture. 

 

The patient denies any past medical history or 

any past surgery. He reports no known allergy and no 

consumption of cigarette or alcohol. 

 

On Physical Exam: 

The patient appeared to be in painful discomfort 

but remained conscious and oriented. Vital signs were 

within normal limits. Examination revealed a swollen 

and tender right knee with bulging on the medial surface; 

distal pulses and sensation were preserved, though 

mobilization was impossible due to pain. A sutured 

Y‑shaped laceration was noted on the upper frontal 

region of the head, with no discharge observed. 

 

Based on these clinical findings, the diagnosis 

was multiple injuries, including a blunt right knee injury 

and a mild traumatic brain injury with an associated scalp 

wound. 

 

The differential diagnoses of the blunt knee 

injury were fracture of the lower extremity of the femur 

and knee dislocation thus justifying the request for an X-

ray of the right knee. 

 

Radiographic Findings: 

An X-ray of the right knee was requested and 

showed Lateral displacement of tibial plateau with lateral 

displacement of the patella thus suggesting lateral 

femorotibial dislocation and patellar dislocation (Figure 

1 and Figure 2). 

 

 
Figure 1: X-ray of right knee (anterior/ lateral): Lateral displacement of tibial plateau with lateral displacement 

of the patella 
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Figure 2: X-ray of the right knee (lateral view) 

 

Preoperatory work up: FBC, Coagulation panel, 

HIV, urea creatinine, serum electrolytes were normal. 

 

Management: 

Initial Management 

Manual reduction was attempted but was 

unsuccessful. The patient subsequently underwent 

surgical treatment consisting of open reduction 

performed under spinal anesthesia, followed by joint 

stabilization using external fixation (OREF). A drain was 

inserted, and the surgical wound was dressed. 

Ambulation with crutches was encouraged beginning on 

the third postoperative day. 

 

Pharmacologic Therapy 

Analgesic management included paracetamol 1 

g every 8 hours and tramadol 100 mg every 8 hours 

administered intravenously or subcutaneously. 

Antibiotic prophylaxis was provided with ceftriaxone 2 

g intravenously every 24 hours and metronidazole 500 

mg intravenously every 8 hours. Prophylactic 

anticoagulation was initiated with enoxaparin 40 mg 

subcutaneously once daily. Fluid therapy consisted of 

normal saline infusion at 500 ml every 6 hours. 

 

Monitoring 

Clinical monitoring focused on vital signs, pain 

assessment, and evaluation of the postoperative wound. 

Paraclinical monitoring included a control X‑ray 

performed on the first postoperative day. 

 

Outcome 

On the first postoperative day, the patient 

continued to experience pain. Nefopam 20 mg 

intravenously every 8 hours was added to the analgesic 

regimen. A control X‑ray was performed (Figure 3). 

Between days 2 and 4, pain progressively decreased, and 

the patient was able to ambulate with crutches. From 

days 5 to 11, the patient remained clinically stable, 

transitioned to oral medications, and was discharged with 

outpatient follow‑up. 
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Figure 3: Control X-Ray after surgery showing the external fixators in place and the joint reduced (Anterior and 

Lateral view) 

 

DISCUSSION 
Traumatic knee dislocations are severe 

orthopedic injuries that result from high-energy trauma 

and involve complete disruption of the tibiofemoral joint. 

In addition to the femorotibial dislocation, our patient 

also sustained a lateral patellar dislocation which 

represents 2-3% of all knee injuries [7].These injuries are 

rare but represent a significant clinical challenge due to 

the risk of associated vascular, nerve, and soft tissue 

damage. Early diagnosis and timely intervention are 

critical for reducing the risk of permanent disability [8]. 

 

This implies that once the diagnosis of knee 

dislocation is confirmed by radiologic findings, the next 

critical step is to restore the normal anatomic alignment 

of the joint [9]. This could be done either by closed 

reduction or by open reduction. Closed reduction which 

is typically done under sedation or general anesthesia, is 

the first attempt in restoring the knee joint [10]. If closed 

reduction is unsuccessful or if there is significant soft 

tissue or bone involvement, open reduction may be 

required. This technique, performed under general 

anesthesia, involves a surgical incision to directly 

visualize and reposition the joint surfaces [10]. Also, 

recalcitrant knee dislocations and delayed presentations 

are indications for open reduction [11]. Open reduction 

is generally indicated in cases of complex knee 

dislocations with associated fractures or significant 

ligament damage [8]. In our case presented, there was an 

attempt at closed reduction which was not successful, 

thus warranting open reduction. However, the procedure 

was done on our patient under spinal anesthesia. 

 

Open reduction included soft tissue repair and 

was followed by joint stabilization and immobilization 

using external fixators. This approach was selected due 

to the suspected extent of ligamentous injury and the 

increased risk of postoperative joint instability in this 

patient. According to a review by Pamparato et al., 

external fixators could be indicated in the following 

situations: multiple trauma patients, vascular lesion, 

exposed dislocation, joint instability, recurrent 

dislocation, fracture dislocation, lesions of the extensor 

apparatus, morbid obesity, splint or orthosis intolerance 

[12]. Nevertheless, no consensus is available concerning 

the use of external fixators in knee dislocations [13]. 

 

As mentioned in the case presentation, the 

patient was discharged by the 11th day of admission with 

outpatient follow up with the orthopedist. Nevertheless, 

the external fixators were maintained for at least two 

months which is concordant to the findings from the 

review of Ramirez-Bermejo which showed total duration 

of external fixator on patients was ranging from 3 weeks 

to 3 months [14]. 

 

One of the key limitations of this case lies in the 

context of its management, which took place in a 

resource-constrained hospital setting in Cameroon. 

Compounding this challenge was the patient’s limited 

financial capacity, which significantly restricted access 

to advanced diagnostic tools. As a result, imaging 

modalities such as magnetic resonance imaging (MRI) of 

the knee and Doppler ultrasound of the lower limbs were 

not performed, either during the initial diagnostic phase 

or throughout the follow-up period. 

 

CONCLUSION 
This case illustrates the complexity of acute 

management of traumatic knee dislocations in a low 

resource setting such as Cameroon. As a matter of fact, 

knee dislocations can be reduced manually by closed 

reduction techniques but in this patient this approach was 

unsuccessful thus requiring open reduction and 

subsequently external fixation. Although the short- and 

long-term evolution of our management approach was 

favorable, thorough outpatient follow up was 

maintained. Therefore, individualized approaches must 

be used for the acute management of patients with 

traumatic knee dislocation in order to ensure efficacy and 

promote early mobility of patients with this condition. 
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