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Abstract

From February 2013 to February 2016 , 30 knees with patellar instability
met the inclusion criteria and underwent MPFL reconstruction ; 15 cases
by suture anchors technique (50%) , and 15 cases by patellar bone
tunnels technique ( 50% ) . The mean duration of follow-up in our series
was 8.93+ 5.32 months (6-29). There were 12 Males (40%) and 18
Females (60%) with a mean age of 25.97+6.79 years (15-42) .

In conclusion, this study shows that anatomic MPFL reconstruction is a
reliable treatment option with little associated morbidity for the
treatment for patellar instability , especially in patients without bony
abnormalities. The procedure described here offers the opportunity of
an anatomical MPFL reconstruction. Reproducing the anatomy of the
native MPFL enables the reconstructed ligament to have an isometric
function and therefore being effective through a greater range of
motion, enabling an early functional rehabilitation and avoiding an
increase of patellofemoral pressure in higher degrees of knee flexion.
The two methods used to fix the reconstructed MPFL to the patella
resulted in a similar postoperative outcome.

Key Words : Anatomical reconstruction , patellar instability, Medial
patellofemoral ligament , Anchors.
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