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Patellar Dislocations

George Thabit lll and Lyle J. Micheli

And I said of medicine, that this is an art which
considers the constitution of the patient and has prin-
ciples of action and reason in each case.

—Plato, Gorgias

Introduction

The words of Plato ring as true today as they did in clas-
sical Greece; for as we shall see, patellar instability pre-
sents as a spectrum of disease whereby each case must
be specifically diagnosed and treated to achieve clinical
success. Traditional classifications of instability identify

:¢ temporal nature of the event and were listed as
acute or recurrent entities. Modern classifications of
patellofemoral instability focus on extensor mechanism
pathomechanics and include acute dislocations occur-
ring in the anatomically normal and the dysplastic knee;
lateral patellar compression syndrome, chronic subluxa-
tion patella, recurrent dislocation patella, and chronic
dislocation patella, which generally occur in the setting
~f developmental patellofemoral dysplasia; and con-

nital dislocations and dislocations associated with

genetic syndromes (Table 13-1).

To appreciate the current treatments used to manage
patellofemoral instability, a brief historical review will
provide the backdrop for a discussion of this complex
topic so that we may examine the colorful past of patel-
lar dislocations and thus obtain a finer appreciation for
the current treatments which are still evolving.

History

Historically, the treatment of patellar instability has
been fraught with frustration. Plagued by inconsistent
clinical results, our orthopedic forefathers devised and
used an armamentarium of surgical procedures to sta-

bilize the slipping patella, as with more recent surgical
treatments which alternated between attempts to cor-
rect the dislocation either proximal to the patella or dis-
tal to it. The orthopedic community of the 19th century
viewed patellar dislocations as a disease afflicting young
girls possessing “lax muscular fiber and feeble devel-
opment.” A component of patellofemoral dysplasia
was universally present. Patella alta, ligamentous laxity,
patellofemoral bony hypoplasia, as well as weakness
of the quadriceps muscle, weak feet, and genu recur-
vatum or valgum, were identified as features that pre-
disposed individuals to patellar instability? (Fig. 13-1).

Furthermore, Duchenne, in his monumental work
Physiology of Motion, focused attention on the dynamic
extensor mechanism and hypothesized that pathophysi-
ology of the quadriceps contributed to patellar insta-
bility. His method of faradization of the quadriceps
muscle unit revealed the role of the vastus medialis and
the vastus lateralis in maintaining patellar alignment
and that “atrophy of the vastus medialis permits sepa-
rate contraction of the vastus lateralis with resulting
lateral luxation of the patella in rapid walking, jumping,
dancing, etc.”?

In 1850, Heller performed the first documented prox-
imal extensor mechanism realignment procedure.? Fifty
years later, Hoffa reported the results of a capsular
reefing technique to correct instability.* Goldthwait in
1904 reported his split patellar tendon transferS (Fig.
13-2)] While other authors advocated a variety of soft
tissue procedures, other surgeons focused their efforts on
the dysplastic lateral femoral condyle, which commonly
accompanied the condition. Trendelenburg, Jones, and
Albeel modified the lateral femoral condyle anatomy
through bone grafting, osteotomy, and peg techniques.®
Thomas promoted new bone formation by inducing a
traumatic osteitis by repetitive mallet percussion of the
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Table 13-1. Classification of Pateliofemoral Instability

A. Acute trauma
. Anatomically normal knee
- Anatomically normal knee with osteochondral fracture
. Anatomically dysplastic knee
. Anatomically dysplastic knee with osteochondral fracture
. Intraarticular dislocation
B. Development dysplasia
1. Lateral patetlar compression syndrome (LPCS)
2. Chronic subluxation of the patella (CSP)
3. Chronic dislocation of the patella (CDP)
C. Congenital dislocation
1. Reducible
2. Permanent
D. Instability associated with genetic syndromes
1. Down’s syndrome
2. Marfan’s syndrome
3. Nail-patella syndrome
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lateral condyle.” The goals of such bony procedures
were to elevate the static lateral restraint of the lateral
femoral condyle on patellar instability. Despite such di-
verse procedures, Goldthwait’s procedure proved to be
the gold standard until 1938 when Hauser reported on
the total patellar tendon transplantation for the slipping
patella.8 These two procedures and/or their modifica-
tions provide the foundation for modern orthopedic
surgical treatment of the unstable extensor mechanism.

Figure 13-1. Note the degree of internal femoral torsion and
external tibial tubercle positioning. Such malalignment often
predisposes individuals to symptomatic patellofemoral sub-
luxation.
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Figure 13-2. Roux—Goldthwait transfer of the lateral half of

the patellar tendon, passed under the medial half and sutured
to soft tissues.

Yet, just as orthopedists appeared to be on the verge
of answering the therapeutic questions pertaining to
patellofemoral instability, a curious event occurred;
someone changed the question. In 1928, Aleman called
attention to the posttraumatic cartilage softening found
at operation, thus coining the term chondromalacia
patellae posttraumatica.® In 1936 Owre simplified the
term to chondromalacia patella, and the anterior knee
pain that had previously been ascribed to extensor
mechanism pathomechanics was attributed to the soft-
ened cartilage.10

Over the next 30 years, the association of chondro-
malacia with anterior knee pain was so common that
the symptom and pathologic tissue changes were equated.
Unfortunately, surgical procedures were directed at
debriding the softened cartilage and did not address
the true underlying pathology contributing to the exten-
sor mechanism pathomechanics. Interestingly and not
surprisingly, the failure to recognize and to treat the
specific cause of the instability led to many poor clinical
outcomes.

In 1968, Hughston changed the perception that patel-
lar dislocations were a disease of young girls. His work
demonstrated that males and females had similar rates
of patellar dislocation.!! Treatment modalities were re-
focused on extensor mechanism pathomechanics rather
than secondary pathologic findings. He emphasized the
importance of therapeutic exercise as a primary treat-
ment of extensor apparatus instability. Surgical treat-
ment was employed only after the failure of a moni-
tored exercise program and was directed at correcting



