
Introduction

Locked knee is a condition in which the affected person
is unable to fully extend the knee. It is usually caused by me-
chanical impediment to knee extension such as bucket hand-
le tears of the meniscus, loose osteochondral fragments or the
stump of a ruptured anterior cruciate ligament. We present two
cases in which atypical presentation of gouty arthropathy had
caused acute locked knee in patients not previously diagno-
sed with this condition.

Case 1

A 35-year-old Malay man was seen in Serdang Hospital
Specialist Clinic complaining of sudden inability to fully ex-
tend his left knee. There was no previous history of trauma to
the knee. Further questioning revealed that he did experien-
ce non-specific left knee pain on and off which usually resol-
ved by itself. There was no pain in other joints. The patient
is not known to have any medical problems. 

On examination, he walked with an antalgic gait with a
swollen left knee that was locked in 10 degrees flexion. Howe-
ver, knee flexion was full. Clinical tests for torn ligaments and
menisci were negative. His serum uric acid was within normal

range. He was posted for diagnostic arthroscopy. Intra-ope-
ratively, there was generalized tophi deposit over the articular
cartilage especially involving the patella (Fig. 1). Interestingly,
there was also a tophaceous lesion noted arising from the an-
terior horn of the medial meniscus which prevented full ex-
tension (Fig. 2). The lesion was carefully excised and histo-
pathological examination showed urate crystals present in the
meniscal lesion. Post-operatively, he developed swelling in the
left knee which required knee aspiration. He responded well
to analgesics and a urate-lowering agent. He was able to regain
a full range of motion in the left knee at four weeks post-ope-
ratively.

Case 2

A 24-year-old Malay man presented to the clinic with swel-
ling and inability to straighten his left knee. He related his con-
dition to an episode of fall three weeks prior to the visit. Upon
examination, his left knee was swollen and was locked in 30
degrees of flexion. There was tenderness along both joint li-
nes. Lachmann test for anterior cruciate ligament deficiency
was positive. A magnetic resonance imaging (MRI) was perfor-
med and revealed a complete anterior cruciate ligament tear
with intra-articular loose bodies. 

The patient underwent a diagnostic arthroscopy which re-
vealed significant findings of synovitis with formation of clum-
ps of tophi in the synovial tissue near the anterior horn of the
medial meniscus. There was also generalized tophi deposit on
the articular cartilage especially over the patella. These topha-
ceous synovial clumps prevented full extension of the knee du-
ring arthroscopic examination. There was complete tear of the
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anterior cruciate ligament (ACL) with deposition of chalky ma-
terial over the ACL stump and the posterior cruciate ligament.
Debridement of the tophi was done. The diagnosis was later
confirmed histopathologically by evidence of urate crystals in
the synovial biopsy. He was subjected to physiotherapy, a ura-
te-lowering agent and non-steroidal anti-inflammatory
(NSAID) drugs post operatively. He regained full range of mo-
vement three weeks after the procedure and treatment.

Discussion and conclusion

Locked knee is considered a ‘relative’ emergency condition
of the knee. Common causes of locked knee are mechanical
blocks from various aetiology (1). Once the knee is held in a
chronically locked position, structures around the affected knee
will be contracted and this will result in flexion deformity. This
deformity will be permanent unless the locking is corrected.
Furthermore, chronic locked knee will develop a focal stress
point over the tibia-femoral articulation which in turn will pro-
mote cartilage degeneration.

Gouty arthritis is a common metabolic disorder which
causes hyperuricaemic state due abnormal purine metabo-
lism. This condition will progress into formation of mono-
sodium urate crystals in the body. The clinical spectrum of
presentation varies from asymptomatic to chronic pain. The-
re are four distinct phases which include asymptomatic hy-
peruricaemia, acute gouty arthritis, intercritical gout and ch-
ronic tophaceous gout (2). Deposition of the tophi can be
found in the toes, fingers, scrotum and external ears. Crystals

can also be deposited in the articular cartilage and tendons.
Gouty arthritis is a great mimicker. It can mimic condi-

tions such as infection and neoplasm. The most common site
of presentation of gout is in the first metatarsophalageal joint.
Unilateral presentation of knee pain is another common pre-
sentation of gout. The presence of intra-articular tophi can cau-
se mechanical block and pain is usually caused by intra-arti-
cular loose bodies (3, 4). Although the condition is rare as il-
lustrated in this case report, locked knee can be the only pre-
sentation for this disease entity.

Radiographic presentation the gouty arthropathy is non-
specific because these crystals are radiolucent. Common
plain radiographic findings are soft tissue swelling, calcifica-
tion and bony erosion. These findings are usually observed du-
ring late stages of the disease. Other imaging modalities such
as Magnetic Resonance Imaging (MRI) and ultrasound are espe-
cially useful in diagnosing intra-articular involvement. Defi-
nitive diagnosis of gouty arthritis is made based on joint-aspi-
rate analysis. Presence of weakly-positive birefringent urate cry-
stals under polarized light is confirmatory.

Most authors suggest debridement as the mainstay of treat-
ment. Although arthroscopic debridement may be essential in
the treatment of locked knee due to tophi deposition, the pa-
ramount treatment for gouty arthropathy is still medical treat-
ment of hyperuricaemia. Chaterjee et al. reported a case of locked
knee in a patient declining arthroscopic debridement that was
successfully treated by urate-lowering agent and anti-inflam-
matory drugs (5). Thus, medical treatment can be deployed
in cases where arthroscopic surgery is not an option or con-
sidered too risky for the affected patient.

Fig. 1 - Arthroscopy of the left knee. Case 1 - Tophi deposit over the patel-
lar surface.

Fig. 2 - Left knee. Case 1 - Tophaceous lesion noted arising from the ante-
rior horn of the medial meniscus preventing full extension of the knee.
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