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Abstract

Introduction: Knee arthroplasty is one of the most common procedures done in modern day orthopaedic
practice. Q angle is net vector of forces acting over patella for a smooth knee range of movement. Knee
arthroplasty in case of deformities should focus of alignment in particular.

Case presentation: A 65 year old male came with operated knee with difficulty in flexion and extension
of knee. He was evaluated and found to have femoral component loosening and patellar maltracking and
multiple comorbidities. We had a comprehensive preoperative plan and executed it. We treated
comorbidities and stabilised the patient. Later we went ahead with revision of femoral component and
correction of Q angle. Post-operative patient activities of daily living improved. We followed him for 6
months.

Conclusion: Evaluation and achieving proper alignment of limb in case of deformed knee while
performing knee arthroplasty is prime focus. Q angle and its correction will help in restoration of
kinematics if there is deformed knee preoperatively.
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Introduction

Orthopaedic practice and geriatric practice goes hand in hand. Most of orthopaedic surgical
procedures are done in geriatric population due various reasons of Fragility and Degenerative
disorders 11,

Knee arthroplasty is one of the most common procedures done in modern day orthopaedic
practice. Prime focus of knee arthroplasty is on alignment of knee that balances knee
kinematics. Knee arthroplasty in a deformed femur and tibia is a challenging task. We would
report a case of deformed femur and tibia which had undergone knee arthroplasty and
presented to us with severe pain and instability.

Case report

65yr old male underwent primary knee arthroplasty 6 months back elsewhere presented to us
with postop pain and instability in knee with limited range of movement. He was evaluated
with thorough clinical examination and previous radiographs.

History — patient had a history of fracture around knee joint which involved fracture of both
femur and tibia frasiers type 1 2. He was managed conservatively for 8 months and then and
patient continued to walk with stiff knee for almost 20 years {Fig 1, Fig 2, Fig 3}.

Six months prior to presenting to us patient underwent primary knee arthroplasty 1 with LCS
elsewhere for stiff knee and pain. Postoperatively he was able to walk but had difficulty in
walking and using restroom and had severe pain and difficulty in knee while sitting in chair
and in restroom. We evaluated him clinically and radiologically.

Findings

1. Loosening of femoral component.

2. Patella maltracking

3. Apprehension test positive for patella
4. Alcoholic liver disase
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5. Uncontrolled diabetes {Glucated haemoglobin is 12}

6. Chronic kidney disease with anemia {Haemoglobin 8.5}
Refer fig 4, 5, 6

Q angle B at presentation was 22. Range of movement of
knee 0- 40 degree.

Case discussion

Preoperative plan

e Diabetic control ["- 8]

e Monitor hepatic status [

e  Correction of Q-angle with tibial tubercle osteotomy and
medialisation ©1,

e Revision femoral component and cementation !

o Safe and fast surgery in view of multiple comorbidities
[10]

e  Execution of procedure

e Preoperative diabetic control was attained with human
actrapid infusions [

e Safe antibiotic and pain medication usage

e Reopen knee with medial parapatellar approach and
revision of femoral component with cementation.

e  Careful tibial tubercle osteotomy and medialisation with
cc screws [fig 9, 10, 11]
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e Intraoperative range of movement assessment
e Total duration of procedure 2 hrs 15 mins.

Knee was mobilised from day 1 post op. postoperative Q
angle is 11 degree. For first 3 weeks only 0-30 rom is planned
and later 0-90 is planned. Post-operative patient attained 0-90
rom 5 weeks after surgery and painless knee. We periodically
managed patient diabetes and after 12 weeks his glycated
haemoglobin was 7.5 [7:8],

Clinical message/conclusion

Thorough evaluation of patient before surgery in case of
deformities is a must. Q angle is always important in knee
arthroplasty. Due to old fracture which was treated
conservatively and looking at deformity it can be pointed that
soft tissues around knee are mostly fibrosed thus and LCS
implant is used for primary surgery. Since there is gross
deformity in distal femur and proximal tibia there is always a
chance of patella maltracking. Armamentarium of instruments
at door step. Proper preop and post op counseling and
monitoring inview of multiple comorbidities with

interdepartmental cooperation.

Fig 1, 2, 3: Knee xrays before primary knee arthroplasty

Fig 4, 5: Knee radiographs after primary knee arthroplasty
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Fig 6, 7, 8: Knee radiographs when presented to us

Fig 9, 10, 11: Final radiographs after revision surgery with clinical pics

Clinical follow up pictures
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