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Small patella syndrome - A case report with review of literature
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Small patella syndrome (SPS) or Hypoplastic patella syndrome (HPS) is a rare autosomal dominant disorder due to mutations in the TBX4

gene, characterized by the absence or hypoplasia of the patella with various anomalies of the pelvis and feet. We describe a case of a patient with
hypoplastic patella of both knees presenting with pain and difficulty in walking; he was managed conservatively with non-steroidal anti-
inflammatory drugs and an extension brace for three weeks followed by physiotherapy focusing on range of motion and quadriceps
strengthening exercise.
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Introduction

Small patella syndrome (SPS) or hypoplastic patella syndrome
(HPS) is a rare autosomal dominant disorder due to mutations in the
TBX4 gene [1], characterized by the absence or hypoplasia of the
patella with various anomalies of the pelvis and feet; these may
include hypoplasia of the ischium, irregular ischial ossification at the
ischiopubic synchondrosis, flat-foot or club-foot deformity, and
brachydactyly. The syndrome was first described by Scott and Taor
[2] in 1979. SPS should be clinically differentiated from disorders
with ahypoplastic patellae, in particular the autosomal dominant
disorders isolated familial patella aplasia-hypoplasia (PTLAH)
syndrome [3,5,6,7] and the more severe nail-patella syndrome
(NPS) [4]. The latter is caused by mutations of the LMX1B gene on
chromosome 9q34 [4]. Recently, a locus for PTLAH has been
identified on chromosome 17q21-22 [5]. Clinically patients of SPS
may have bilateral small patella with lateral subluxation of patella.

Casereport

A28 -year-old male patient presented with left knee pain with limping
after a trivial injury due to slipping on the stairs. On physical
examination, mild swelling and tenderness were identified in the
medial aspect of the left knee. The power of quadriceps muscles was
intact but he complained of pain during flexion-extension. The
flexion was restricted up to 900 and there was extension lag of 100.
Patellofemoral mal-tracking was not seen but the patellae in both
kneeswere much smaller than normal.
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Plain radiographs showed small patellae with abnormal morphology
in both knees. Further investigation was done with magnetic
resonance imaging (MRI).

MRI finding of an axial fat-suppressed T2-weighted image showed
small patellae (2.0x0.6x1.5 cm in size) in both knees with slight
lateral displacement, thick eccentric non-ossified patellar cartilage
with central high signal portion, and elongated medial patellofemoral
ligament. Also, the trochlear groove was shallow (trochlear depth, 0.2
cm), suggestive of trochlear dysplasia. Normal morphology of the
medial and lateral facets on the posterior surface of the patella was
not seen.

Patient was managed conservatively with non-steroidal anti-
inflammatory drugs and an extension brace for the symptomatic left
knee for three weeks followed by physiotherapy focusing on range of
motion and quadriceps strengthening. During this period, the
patients were started on isometric quadriceps exercises, as well as
analgesia and electro-stimulation. Passive mobilization of the knee
during the patients' fortnightly visit. Weight bearing was allowed after
three weeks with the help of a walker. The exercises for gain of range
of motion were increased in the third week, with the introduction of
the stationary bicycle without load. Initial proprioception and closed
kinetic chain exercises were executed and gradually evolved into open
chain exercises.

Discussion

SPS or HPS should be differentiated from disorders with
a/hypoplastic patellae, including NPS and isolated familial PTLAH.
In NPS, patellar aplasia or hypoplasia is associated with nail
anomalies, deformation or luxation of the head of the radius resulting
in impaired mobility of the elbow, iliac horns and often nephropathy.
Nailhypoplasia or dysplasia and absent or hypoplastic patellae are
essential features for the diagnosis. Posterior iliac horns are
pathognomonic for NPS, but reported to be present in only 70% of
cases. Various other skeletal anomalies, including pes equinovarus,
dislocated hips, and contractures of major joints have been described

© 2020 by Authors | Available on www.ojotonline.com | DOI: 10.13107/0jot.2020.v41i01.010
This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http:/ /creativecommons.org/licenses/by-nc/ 3.0) which permits
unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited.




Das K C et al

www.ojotonline.com

Figure 1: [A] X-ray Anterior posterior view of knee joint, [B] X-ray
lateral view of knee joint, [C] MRI of knee joint sagittal section,
[D] MRI of knee joint transverse section, [E] Clinical photograph

in NPS but do not contribute to the diagnosis. This skeletal dysplasia
results from mutations in the LMXIB gene[8]. In patients with
PTLAH, patellar aplasia or hypoplasia is an isolated anomaly without
additional radiological or clinical features infra-acetabular notches
have never been mentioned in PTLAH [9-14]. Pelvic anomalies,
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Small patella syndromeis rare condition, but should be considered as
a differential diagnosis in patients with knee pain without any obvious
etiology. Imaging studies become necessary to diagnose this condition
and non-operative treatment can be considered an option before
embarking on to surgical interventions.
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