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INTRODUCTION 

 
      Patellar instability is a generic term that is used to describe patellar 

dislocation, patellar subluxation, and general symptomatic instability. 

Patellofemoral instability is a relatively difficult condition to treat; 

accurate management of the condition should take into account the 

anatomy of the joint and its stabilizing structures. 

      Since patellar instability is a mechanical problem and occurs usually 

laterally, one must consider, as an etiologic factor, either abnormal 

strength of the lateral capsule or abnormal weakness of the medial 

capsule (Willner, 1970). 

The goal of any treatment should be to restore the normal anatomy of the 

joint. Therefore, an understanding of the normal function of the 

patellofemoral joint is essential for any evaluation involving 

patellofemoral dysfunction. To do so, it is important to understand the 

basic anatomy and biomechanics of this condition (Kapandji, 1970).       

 Further, varying presentations, and diagnostic techniques and criteria, 

including the types of imaging studies that can be useful in determining 

the ultimate course of treatment, should be considered for  
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      Accurate management of the condition. Standard radiographic 

evaluation, including anteroposterior, lateral and axial views, should be 

obtained in each patient with patellofemoral disorders. CT has been used 

widely to study this joint in the first 20 degrees of flexion, where it 

cannot be investigated using traditional radiographic techniques (Aglietti 

et al., 2004). Also, the role of arthroscopy in the evaluation of the 

patellofemoral joint has been accepted in the medical community for a 

long time because it allows for visualization of both patellar tracking and 

cartilage abnormalities (Alglietti et al., 2004).  

In the past, non-operative treatment has been commonly prescribed for 

patellofemoral instability (Boden et al., 1997). However, surgical 

correction of patellofemoral instability may be proposed when more 

conservative approaches to treatment have failed (Brief, 1993).  

In the case of surgical treatment, three major types of operations may be 

performed: proximal realignment, distal realignment, and procedures 

where no alternation in the alignment of the extensor mechanism is 

contemplated (Grelsamer RP, 2000).   
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To reduce postoperative pain and stiffness, and well as more extreme 

operative morbidity, with open procedures, an arthroscopic approach 

may be taken to limit the violation of the extensor mechanism 

(Satterfield et al., 2005).  

 

AIM OF THE STUDY 
 

The aim of the study is to present and explain Patellar instability, 

diagnostic techniques and criteria, including the types of imaging studies 

and recent advances in surgical management of patellar instability, 

ultimately leading to improve care of patient with patellar instability 
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Anatomy of patellofemoral joint 

 

The patella 

          The patella is the largest sesamoid bone. It is encompassed by 

the quadriceps mechanism. It is the central component of the 

patellofemoral joint. Its articular surface is the thickets in the body 

and can measure up to 4 to 5 mm in its central portion. The median 

ridge or crest divides the patella into lateral and medial facet (Fig.1-

1).the medial facet divided into a medial facet proper and a 

smaller "odd" facet (Stone et al., 1997). 

The quadriceps tendon sends a few superficial fibers across the 

front of the bone, grooving its anterior surface and from each side 

extension (patellar retinaculae) from the vasti, pass down to the 

ligamentum patellae (Last, 1988). 

Wiberg G (1941) classified the patella according to the shape of 

the articular surface into three types (Fig. 1-2): 

Type I: There is, roughly equal medial and lateral facets. 

Type II: Is the most common, the medial facet is only half the 

size of the lateral facet. 

Type III: The medial facet is so far medial that the central ridge 

is rarely noticed (Wiberg G, 1941). 

Type IV: was described by Baumgartl as the "Jaegerhut" shape, 

without central ridge or medial facet (Insall JN, 1993). 
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Figure 1-1: Patellar facets (Scott WN, 1990). 

 

The distal femur 

          It has both medial and lateral condyles, which articulates 

with their respective facets on the patella, the medial and lateral 

femoral condyles have a convex shape and from the intercondylar 

notch distally. The articular surface of the femoral condyles measures 

approximately 2 to 3 mm in thickness. The articular cartilage of the 

lateral condyles is thicker, the lateral condyles is larger and projects 

more cephaled and anteriorly than the medial condyle (Fulkerson 

and Hungerford, 1990). 
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Figure 1-2: Classification of patellar morphology, according to Wiberg 

and Baumgartl. Type I has medial and lateral facets of roughly the same size, 

both gently concave. Type II has a medial facet smaller than the lateral facet, 

and it is flat or slightly convex. Type III has a markedly reduced medial facet, 

compared to the lateral facet, and it is convex and almost vertical. Type IV was 

described by Baumgartl as the "Jaegerhut" shape, without central ridge or 

medial facet (Insall JN, 1993).  

Quadriceps muscle 

Vastus lateralis has a linear origin from the upper half of the 

intertrochanteric line, the lateral lip of the linea aspera and the lateral 

two thirds of the lateral supracondylar line of the femur and from the 

lateral intermuscular septum. The muscle tapers off as it spirals down 

to be received into the quadriceps tendon (McMinn, 1990). 
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Attention has been drawn to the most distal part of the vastus 

lateralis, which was found to be anatomically distinct and was named 

vastus lateralis obliqus. These fibers originate from the lateral 

intermuscular septum, and are therefore best suited to application of a 

lateral displacing force on the patella. It has been suggested that these 

fibers can be resected at the time of lateral release without transaction 

of the main tendon of the vastus lateralis to avoid over-release, 

possible medial instability and weakening of the quadriceps (Hallisey 

et al., 1087). 

Vastus medialis arises from the spiral line and the medial lip 

of the linea aspera and from the tendon of adductor magnus below the 

hiatus for the femoral vessels. It is inserted into the aponeurosis of the 

vastus intermedius, and lower still into the tendon of rectus femoris, 

while the lowest fibers of all, lying nearly horizontal, are inserted 

directly into the medial border of the patella and called vastus 

medialis obliqus (McMinn, 1990). 

The patellar retinaculae  

       The lateral retinaculum: 

               The anatomy of the retinaculum has been described by 

(Fulkerson and Grossling 1980). It is composed of two layers of 

fibers, the superficial layer and the deep layer. The superficial layer 

(the superficial oblique retinaculum) (Fig. 1-3) is composed of 

oblique fibers running in distal and anterior direction, from the 

anterior border of the iliotibial band to the lateral margin of the patella 

and the lateral aspect of the patellar tendon.  


