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Abstract

Patellofemoral  arthritis is a musculoskeletal
common complaint. It is the most common diagnosis of
anterior knee pain presenting to sports medicine and
physiotherapy practice. When the disease is in its early
stages, a careful and complete course of nonoperative
treatment may provide sufficient pain relief and
functional improvement. If surgery is required, limited
soft-tissue procedures such as arthroscopic lateral release
and debridement may work well, if the lateral portion of
the joint is primarily affected. Tibial tubercle transfer,
particularly anteromedialization, is a powerful way to
correct malalignment and offload the lateral and distal
parts of the patella. The indications for tibial tubercle
transfer may expand if it proves to be a successful
adjunct to cartilage resurfacing procedures. For more
severe disease, patellofemoral arthroplasty has evolved
into a safe and reliable alternative.
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Introduction

he knee joint is a complex structure with threermai

compartments that have individual functions and

structures: the inner (medial) compartment and the
outer (lateral) compartments are formed by thecaldtion of
the lowest part of the the femur and the highedt gfathe tibia.
The third compartment of the knee is formed bypheella and
the front part of the femur and is called the “flatemoral
joint.”

Patellofemoral pain is a musculoskeletal common
complaint.  Prospective studies have identified that
approximately 10% of active people will developgiafemoral
pain. It is the most common diagnosis of anterinee pain
presenting to sports medicine and physiotherapstice'”

Knee arthritis frequently affects two or more comipeents
of the knee. However, in rare cases, arthritis fmaysolated to
the patellofemoral compartment. This condition, ethis more
commonly seen in women, is characterized by paithénfront
part of the knee (behind the patella) that typycalbrsens when
the patient walks on inclined terrain, goes up dodn stairs,
knees, squats, and rises from the sitting positién

Patellofemoral arthritis is a common cause of amtémee
pain. When the disease is in its early stages, rafudaand
complete course of nonoperative treatment may @eovi

sufficient pain relief and functional improvemetftsurgery is
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required, limited soft-tissue procedures such dhr@scopic
lateral release and debridement may work wellhéd tateral
portion of the joint is primarily affected. Tibi&lbercle transfer,
particularly anteromedialization, is a powerful why correct
malalignment and offload the lateral and distaltpaf the
patella. The indications for tibial tubercle tragrsimay expand if
it proves to be a successful adjunct to cartilaggunfacing
procedures. For more severe disease, patelloferadhabplasty
has evolved into a safe and reliable alternativeekiva patient
iIs older or when the arthritis is more diffuse, atoknee
arthroplasty is a reliable and reproducible way ir@grove
function and decrease pain. Care must be takenrdpegy
position components to avoid problems with the Ifate
component after the surgefy’

When a patient presents with mechanical symptondsaan
loose body is suspected or confirmed on imaginglisty an
arthroscopic debridement may be warranted. A chapldsty
may also temporarily relieve discomfort and disabilvhen
patellofemoral arthritis is present and associatgd swelling,
crepitus, and synovitis. Removal of loose cartildgem the
patella or femur may limit mechanical irritants agll. The
surgeon must realize that these measures may hale o
temporary effects on symptoms and if underlying magecal

factors have contributed to the progression ofdisease they
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will continue to contribute to the clinical progsesn of
symptoms as well.

Proximal soft tissue realignment procedures hase béen
advocated as a way to unload the lateral facet iampfove
patellar tracking. These procedures are focusedartimritis
affecting the lateral facet and have limited utilibr patients
with more generalized arthritis. In particular, elise of the
trochlea or medial facet may lead to an increasepamn
following lateral release procedures. For patievita continued
symptoms emanating from the lateral aspect of ¢im#t,jmore
aggressive alignment procedures may be requited.

Tibial tubercle transfer is recommended for treatmef
patellofemoral arthritis in patients in whom unloay of
discrete areas of patellar and femoral diseaséeaahto clinical
success. Requisite for this procedure is healthtilaage onto
which patellar loading and tracking can be tramsfir Tibial
tubercle transfer, when combined with cartilageurieging,
holds great promise and may reduce the need foly ear
patellofemoral arthroplasty.

Patellectomy has been performed for over a cerdargne
of the surgical treatments of severe anterior kpae. Its
popularity has waxed and waned over time, with whiresults
and opinions regarding its effectiveness. The dmmrashould
be viewed as a salvage procedure, and the surdeamhdswarn

the patient against unrealistic expectations canegr the
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outcome. Historically, the best results have beeted in
patients with severe arthrosis of the patellofernoiat. *°

There has been a recent resurgence of interest in
patellofemoral arthroplasty. It has been indicdmdend-stage
patellofemoral arthritis, when deterioration of thetellofemoral
joint is diffuse. Short term reports have shownighHevel of
effectiveness, particularly when alignment issues arrected.
Patellofemoral arthroplasty can work well in patsenof normal
stature with isolated patellofemoral diseaSe.

The use of total knee replacement to treat sesiated
patellofemoral arthrosis that is recalcitrant toertipeutic
measures has been well established for older psti€HThe
procedure is not advocated for younger patient$ vgblated
patellofemoral arthritis, but it can be used wethiable results in
patients in their eighth decade of life. Total kmmeplacement
should not be considered until nonoperative managérhas

failed.®”



Chapter1: Anatomical consideration of patellofemoral joint

Anatomy of patellofemoral
joint
he patellofemoral joint is the portion of the krjeet
between the patella and the femoral condyles. The
patellofemoral articulation totally depends on the
function of the quadriceps. The patella forms a ieolrm site
for the attachments of ligaments and tendons ofetktensor
side of the knee. It increases the angle of pulthef patellar
tendon, improving the mechanical advantage of tnedgceps
in knee extension®. The patella, the quadriceps tendon,
ligamentum patella, and the retinacular fibers fah@a capsule

of the knee joint anteriorly and provide protectifor the

anterior portion of the knee joint (Fig.1).
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Fig.(1): Anterior view of the kné& .




Chapter1: Anatomical consideration of patellofemoral joint

The patellofemoral joint are formed of osseand soft

tissue structures.

The osseous structures are:

Thepatella and the distal part of tHemur.

The Patella (Knee Cap)

Thepatella is a flat, triangular bone, situated on the froht
the knee joint. It is usually regarded as a sesdnfmne,
developed in the tendon of the Quadriceps femoaisd
resembles these bones; (1) in being developed in a tendon, (2) in
its center of ossification presenting a knotty aberculated
outline, (3) in being composed mainly of dense e#aas
tissue. It serves to protect the front of the joawmtd increases the
leverage of the Quadriceps femoris by making ite@ greater
angle. It has an anterior and a posterior surfdwege borders,

and an apeX".
Surfaces:

The anterior surface (Fig.2) Is convex, perforated by
small apertures for the passage of nutrient vesaats marked
by numerous rough,longitudinal striae. This surfeceovered,
in the recent state, by an expansion from the tenofothe
Quadriceps femoris, which is continuous below withe
superficial fibers of the ligamentum patellae siseparated from

the patellar ligament by a buré4.
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Fig.(2): Anterior surface of the patefid .

The posterior surface (Fig.3). Presents above a smooth,
oval, articular area, divided into two facets byeaatical ridge;
the ridge corresponds to the groove on the patsligace of the
femur, and the facets to the medial and laterakparthe same
surface; the lateral facet is broader and deepetovB the
articular surface is a rough, convex, non-artical@a, the lower
half of which gives attachment to the ligamentunteppae; the
upper half is separated from the head of the tilyiaadipose

tissue®.
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Fig.(3): Posterior surface of the patéifa.



