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Abstract
Introduction
In this study, we aimed to compare the clinical and radiological results of patients who underwent medial
retinaculum plication (MRP) combined with lateral retinacular release (LRR) or lateral retinacular
lengthening (LRL) with the diagnosis of patellofemoral (PF) instability.

Methods
In our study, we retrospectively analyzed 75 knees of 75 adult patients (43 females and 32 males) who
underwent MRP+LRR or MRP+LRL due to PF instability without osseous pathologies. Patients were divided
into two groups (MRP+LRR and MRP+LRL) according to the surgical method. The clinical and radiological
results of the two groups were compared.

Results
MRP+LRL surgery was performed on 45 knees and MRP+LRR surgery on 30 knees. The mean age was 26.5
(18-43) years. There was no significant difference between the two groups in the change in patellar lateral
shift (PLS) (p=0.429) and congruence angle (CA) (p=0.218) values. However, there was a significant
difference between the two groups in the change in patellar tilt angle (PTA) (p=0.009) and lateral
patellofemoral angle (LPFA) (p<0.001) values. The change in PTA and LPFA values was higher in the
MRP+LRL group. There was no significant difference between the two groups in terms of pre-operative and
post-operative Lysholm knee scoring scale (p=0.205, p=0.228), Kujala pain scale (p=0.393, p=0.596), and
Tegner activity level scale values (p=0.121, p=0.899).

Conclusions
MRP+LRR or MRP+LRL provided successful results for correcting the instability in PF instability without
osseous pathologies such as patella alta, tibial tubercle-trochlear groove (TT-TG) dysplasia, trochlea
dysplasia, genu valgus, and tibial-femoral torsion. While PTA and LPFA values improved more with the MRP-
LRL method, clinical results were similar in both methods.
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Introduction
The term patellofemoral (PF) instability refers to the abnormal position of the patella in any plane. PF
stability depends on the alignment of the lower extremities; the anatomical compatibility of the articular
surfaces of the patella and trochlea, which are static stabilizers; and the adequacy of the medial
patellofemoral ligament (MPFL) and quadriceps muscle group, which are dynamic stabilizers [1]. The
primary factors causing PF instability are trochlear dysplasia, quadriceps and vastus medialis oblique (VMO)
dysplasia, patella alta, MPFL and medial retinacular ligament (MRL) insufficiency, tensor fascia lata
contracture, and lateralization of the tuberositas tibia. Secondary factors are grouped as rotational deformity
of the lower extremity, genu valgum, genu recurvatum, and syndromes that cause hereditary ligament laxity
(Ehlers-Danlos syndrome, Marfan syndrome, etc.) [2, 3]. PF instability occurs with multiple anatomical
incompatibilities; therefore, many different surgical treatment combinations have been reported [4]. These
surgical interventions are grouped under proximal realignment surgery, distal realignment surgery, and
proximal/distal realignment surgery. Proximal realignment surgery consists of interventional methods
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performed on the medial and lateral parts of the PF joint. Lateral retinacular release (LRR) or lateral
retinacular lengthening (LRL) methods which are combined with medial retinacular plication (MRP), are
included in the proximal realignment surgery group [5].

The lateral retinaculum is effective in the lateral balance of the patella. Surgeries for the lateral retinaculum
(LRR/LRL) aim to regulate the lateral tensile strength balance and the extensor mechanism [6]. LRR was first
described by Merchant and Mercer in 1974 and has been applied in isolation or in combination with surgical
methods that provide medial stability of the patella until today [7]. LRL is also effective in the lateral
patellofemoral angle (LPFA) and the centralization of the patella in the trochlear sulcus, regardless of the
surgical method to be applied to the medial stability of the patella [8]. MRP can be applied in cases of acute
patellar dislocations where conservative treatment fails, recurrent dislocations after low-energy trauma,
recurrent patellar subluxation, mild patellar lateralization due to medial retinacular weakness, and patellar
lateralization due to ligament laxity. It is contraindicated in cases of advanced trochlear dysplasia, Q angle
greater than 20 degrees, patella alta, and congenital patellar dislocation [9].

Our study aimed to compare the radiologic and functional results of the cases where the adolescent
development process was completed. We applied MRP+LRR or MRP+LRL due to PF instability and
investigated the effect of patella and trochlea morphology on these results.

Materials And Methods
Our study retrospectively evaluated 112 knees of 112 patients who underwent MRP+LRR or MRP+LRL due to
PF instability between April 2015 and February 2020 and whose epiphyseal line was closed. Approval for the
study was obtained from the local ethics committee with protocol number 367, dated February 22, 2021.
Informed consent was obtained from all patients. Inclusion criteria for the study were patients diagnosed
with chronic patellar subluxation, with at least three episodes of subluxation, positive J sign, unsuccessful
conservative treatment for more than 12 months, and minimum one-year postoperative follow-up.
Exclusion criteria included patients with patella alta (Caton-Deschamps index >1.3) with lower extremity
rotational deformity, hereditary connective tissue laxity (Ehlers-Danlos syndrome, Marfan syndrome, etc.),
genu valgus, tibial tuberosity-trochlear grove (TT-TG) distance of more than 20 mm, and those patients who
had undergone previous surgery for the knee joint and who developed PF instability after severe knee
trauma.

Seventy-five knees (43 females and 32 males) of 75 patients who could be followed up postoperatively until a
minimum of 12 months were included in the study. Patients were divided into two groups (MRP+LRR and
MRP+LRL) according to the surgical method. MRP+LRL surgery was performed on 45 knees and MRP+LRR
surgery on 30 knees. Patients were informed about both treatment methods preoperatively. The patient and
the orthopedic specialist decided together which method would be applied. Then, the clinical and
radiological results of the two groups were compared. In clinical evaluation, pre-operative and post-
operative first year "Kujala pain scale," "Tegner activity level," and "Lysholm knee scale" values were used. In
the radiological evaluation, standard anteroposterior (AP) and lateral radiographs, merchant radiographs of
the knee at 30 degrees of flexion, and CT and MRI of the knee at 15 degrees of flexion were used
preoperatively and in the first year postoperatively. Patellar tilt angle (PTA) (Figure 1a), LPFA (Figure 1b),
patella lateral shift (PLS) (Figure 1c), and congruence angle (CA) were measured using same level MR (had to
be evaluated for the presence of chondral damage before surgery) or CT axial sections passing through the
midline of the patella. Using the Wiberg classification for patella morphology, the effect of three types of
patella morphology on functional and radiological outcomes in the treatment of PF instability was
investigated [10]. Dejour D et al.'s classification is widely used to identify trochlea morphology [11]. In our
study, the effect of trochlea morphologies determined according to Dejour classification on functional and
radiological results in treating PF instability was investigated.

FIGURE 1: a) Lateral patellofemoral angle (LPFA) radiological
measurement of the patient, b) Patellar tilt angle (PTA) radiological
measurement of the patient, c) Patella lateral shift (PLS) radiological
measurement of the patient.

The knees that we performed revision surgery on were accepted as the recurrences of PF instability. A single
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surgeon performed all surgical procedures.

Surgical technique
First, knee arthroscopy was performed from the anterolateral and anteromedial portals and, if necessary,
from the superolateral and superomedial portals for the diagnosis and treatment of intra-articular
pathologies. The development of PF instability with knee flexion extension, chondral damage in the PF joint
(Outerbridge classification was used), and menisci and cruciate ligaments were evaluated with arthroscopy.
MRP+LRL and MRP+LRR surgeries were performed if there was no chondral damage in the PF joint or the
damage was stage 1-2 according to the Outerbridge classification.

In LRL, the lateral retinaculum was reached by applying a parapatellar longitudinal 5-6 cm incision. A
vertical incision was made approximately 1 cm lateral to the patella to the superficial longitudinal fibers of
the lateral retinaculum. Superficial longitudinal fibers and deep, transverse fibers were separated from this
incision site. Next, a vertical incision was made to the deep, transverse fibers anterior to the femoral
epicondyle attachment site. The posterior of the superficial fibers and the anterior of the deep fibers were
combined with a non-absorbable suture (No: 2 Ethibond, Ethicon Inc, Somerville, NJ) to lengthen the lateral
retinaculum between 1 and 2 cm. In LRR, the vastus lateralis was preserved with a hook-shaped
radiofrequency probe under the guidance of arthroscopy, and the lateral retinaculum between the vastus
lateralis obliquus and the lateral femoral epicondyle was released full-thickness. Using the radiofrequency
probe was an attempt to prevent hematoma formation, the most common complication in the literature.

Surgical treatment of MRP began with a medial parapatellar longitudinal 4 cm incision. The VMO and medial
retinaculum were separated along the medial border of the patella and transferred laterally with a non-
absorbable suture (No: 2 Ethibond, Ethicon Inc, Somerville, NJ).

The tourniquet was opened, and the centralization of the patella in the trochlear groove was checked with
suture tension and arthroscopic imaging. Active PF joint adjustment and ligament balance were checked by
flexing the knee at 90 degrees several times.

Post-surgical follow-up protocol
In both patient groups, mobilization was started in all patients with a hinged knee brace (at an angle to allow
60 degrees of flexion and 0 extensions) and a single cane on the first postoperative day and with isometric
quadriceps exercises. On the 15th day, the flexion angle was increased to 90 degrees. Light resistance
exercises were started, and standing with a single cane was continued. In the first month, the patients began
the rehabilitation program with 120 degrees of flexion, standing unsupported, and using a simple knee
compression. Patients were allowed to return to normal daily life after two months and to active sports after
six months.

Statistical analysis
Frequency, mean, and SD values were calculated by descriptive statistical methods. A T-test was used to
evaluate the differences between the two groups. ANOVA test was used to evaluate the effect of patella type
on the results. The analyses considered a two-tailed hypothesis, and differences were accepted as significant
if the p-value was 0.05 or less. SPSS 18.0 software for Windows (SPSS, Inc., Chicago, IL, USA) was used to
evaluate statistical analyses.

Results
In our study group, 57.33% (n=43) were female and 42.67% (n=32) were male. Thirty knees (18 female, 12
male) treated with MRP+LRR and 45 knees (25 female, 20 male) treated with MRP+LRL were compared. The
mean age was 26.5 years (range: 18-43). The mean age in the MRP+LRR group was 32.24 (range: 18-43), and
the mean age in the MRP+LRL group was 26.88 (range: 19-38) (p=0.343). The mean follow-up period was
40.65 months (range: 14-70). The mean follow-up time was 41.35 months (range: 16-70) in the MRP+LRR
group and 39.80 months (range: 14-68) in the MRP+LRL group (p=0.807).

Radiological evaluation
There was a significant difference between the two groups in terms of PTA change before and after surgery
(p=0.009) (Table 1). There was no significant difference between the two groups in terms of PLS change
before and after surgery (p=0.429) (Table 1). There was a significant difference between the two groups in
terms of LPFA change before and after surgery (p<0.001) (Table 1). In the MRP+LRR group, the mean pre-
operative CA was 25.83 (range: 15-42), and the post-operative CA was 3.83 on average (range: -2-8). There
was a significant decrease observed (p=0.145). In the MRP+LRL group, the mean pre-operative CA was 24.6
(range: 17-34), and the post-operative CA was 3.51 on average (range: -3-10). A significant decrease was
observed (p=0.218). There was no significant difference between the two groups in terms of CA change
before and after surgery (p=0.348).
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 MRP+LRR group MRP+LRL group P-value

PTA (Pre-op and post-op change %) 70.4 76.2 0.009

PLS (Pre-op and post-op change %) 88.1 85.7 0.429

LPFA (Pre-op and post-op change %) 78.6 81.5 <0.001

TABLE 1: Comparison of patellar tilt angle, patella lateral shift, and lateral patellofemoral angle
changes according to groups.
PTA: Patellar tilt angle; PLS: Patella lateral shift; LPFA: Lateral patellofemoral angle; MRP+LRL: Medial retinaculum plication and lateral retinacular
lengthening; MRP+LRR: Medial retinaculum plication and lateral retinacular release.

When the effect of patella morphology on radiological results is evaluated, according to patella morphology,
13.33% (n=10) of knees were Type 1, 33.33% (n=25) of knees were Type 2, and 53.33% (n=40) of knees were
Type 3. In the MRP+LRL group, 8.88% (n=4) of knees were Type 1, 35.55% (n=16) of knees were Type 2, and
55.55% (n=25) of knees were Type 3. In the MRP+LRR group, 20% (n=6) of knees were Type 1, 30% (n=9) of
knees were Type 2, and 50% (n=15) of knees were Type 3. Both groups had no significant difference between
patella type and pre-postoperative PLS, LPFA, CA, or PTA values (Table 2). There was no significant
difference between the patella type and recurrence rate (p=0.343). Evaluating the effect of trochlea
morphology on radiological results found no significant difference between pre-and postoperative change of
the PTA (p=0.389), PLS (P=0.344), LPFA (P=0.489), CA (p=0.418), and trochlea type of both groups.

 Patella type 

Pre-operative PLS (P-value) 0.678

Post-operative PLS (P-value) 0.875

Pre-operative LPFA (P-value) 0.665

Post-operative LPFA (P-value) 0.257

Pre-operative CA (P-value) 0.182

Post-operative CA (P-value) 0.515

Pre-operative PTA (P-value) 0.546

Post-operative PTA (P-value) 0.831

TABLE 2: Comparison of pre-operative and post-operative radiological measurements according
to patella type.
PLS: Patella lateral shift; LPFA: Lateral patellofemoral angle; CA: Congruence angle; PTA: Patellar tilt angle.

Clinical evaluation
In the MRP+LRR group, the mean Lysholm knee scale was 48.4 (range: 40-58) preoperatively and 74.2 (range:
56-90) postoperatively, and a significant increase was observed (p<0.001). The Kujala pain scale was found
to be 46.17 (range: 40-55) preoperatively and 77 (range: 55-90) postoperatively, with a significant increase
(p<0.001) observed. Tegner activity level scale was found to be 2.4 (range: 1-3) preoperatively and 5.6 (range:
3-8) postoperatively, with a significant increase (p<0.001) observed.

In the MRP+LRL group, the mean Lysholm knee scale was 50.82 (range: 36-58) preoperatively and 78.82
(range: 58-92) postoperatively, and a significant increase was observed (p<0.001). The Kujala pain scale was
found to be 46.56 (range: 35-55) preoperatively and 80 (range: 55-90) postoperatively, with a significant
increase (p<0.001) observed. Tegner activity level scale was found to be 2.64 (range: 1-3) preoperatively and
6.18 (range: 3-8) postoperatively, with a significant increase (p<0.001) observed.

A comparison of MRP+LRR and MRP+LRL groups found no significant difference between the pre-operative
(p=0.205) and post-operative (p=0.228) Lysholm knee scales of both groups. There was no significant

2022 Saylik et al. Cureus 14(9): e29684. DOI 10.7759/cureus.29684 4 of 8



difference between the pre-operative (p=0.393) and post-operative (p=0.596) Kujala pain scales of both
groups. There was no significant difference between the pre-operative (p=0.121) and post-operative
(p=0.899) Tegner activity level scales of both groups (Table 3).

 MRP+LRL MRP+LRR P-value

Pre-operative Mean Lysholm knee scale 50.82 48.4 0.205

Post-operative Mean Lysholm knee scale 78.82 74.2 0.228

Pre-operative Mean Kujala pain scale 46.56 46.17 0.393

Post-operative Mean Kujala pain scale 80 77 0.596

Pre-operative Mean Tegner activity level 2.64 2.4 0.121

Post-operative Mean Tegner activity level 6.18 5.6 0.899

TABLE 3: Comparison of pre-operative and post-operative clinical evaluation scores.
MRP+LRL: Medial retinaculum plication and lateral retinacular lengthening; MRP+LRR: Medial retinaculum plication and lateral retinacular release.

Complications
Revisions were performed on two knees in the MRP+LRR group and on two knees in the MRP+LRL group.
There was no significant difference in the recurrence rates of both groups (p=0.157). A revision was
performed on three knees because of the increase in PLS and PTA. MRP+LRR was applied to two of these
three knees, and MRP+LRL was applied to one of them. Retrospective investigation of these patients found
that the TT-TG distance was at the upper limit (18, 18, 19 mm). In revision, a tibial tuberosity
anteromedialization osteotomy (Fulkerson osteotomy) was performed. In the case of the fourth patient,
MRP+LRL was applied, and medial subluxation of the patella developed. Arthroscopic medial patellar release
was performed in the revision. Hematoma developed in four knees with arthroscopic LRR and in one knee
with LRL. No additional surgical procedure was required.

Discussion
Pre-operative and post-operative PTA and LPFA changes were significantly better in knees with MRP+LRL
compared to knees with MRP+LRR. There was no significant difference between the two groups in terms of
PLS and CA changes before and after surgery. There was no significant correlation between patella and
trochlea morphology and changes in PTA, LPFA, PLS and AA in both groups. While there was a significant
difference between the pre-operative and post-operative changes in the Kujala pain scale, Lysholm
instability scale, and Tegner activity scale in both groups, there was no significant difference between the
two groups.

In patients with PF instability and without advanced osteochondral damage, treatment first provides
neuromuscular control of the knee through conservative methods and physical therapy applications. It has
been reported that surgical treatment yields satisfactory results in case persistent pain lasts for more than
six months, despite conservative treatment lasting longer than six months [11]. The popularity of MRP, a
proximal realignment surgery method, has declined in recent publications, though it is frequently used in
current practice. It has been reported that methods that provide medial support to the patella increase
quality of life when they are combined with lateral and distal realignment surgical methods [12]. Though
indications for isolated use of LRR are very limited, its use has been accepted in the presence of patellar tilt
and tight lateral retinaculum. However, it has often been applied in combination with other realignment
surgery methods. Our study applied a combination of MRP and LRR.

A cadaver study in which isolated LRR was performed in PF instability reported that LRR was effective in
centralizing the patella by regulating the extensor mechanism and relieving pain associated with lateral
hypercompression syndrome [13]. A study on the application method of LRR found that with increasing
flexion of the knee with PF instability, the patella begins to centralize, and the pressure on the lateral joint
of the patella and trochlea increases. LRR aims to shift some of this load from lateral to medial. Paying
attention to the reference points in the knee while performing LRR and not extending the LRR distance to
the distal of the Gerdy tubercle and proximal to the VLO may prevent medial instability of the patella.

LRR has been used for many years to correct the extensor mechanism, and successful results have been
reported. In the surgical technique, it is recommended not to extend the LRR to the proximal of VLO but to
apply it from distal to proximal by checking the medial mobilization of the patella. However, it has been
reported that LRL prevents medial subluxation of the patella better than LRR and is more successful in
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centralizing the patella to the trochlear sulcus and providing patellar tracking [14].

Many publications in the literature compare LRR and LRL. A study investigating the approach of
experienced surgeons with a special interest in PF instability to LRR reported performing isolated LRR less
often than isolated LRL. This was because isolated LRL was suggested to give better results than LRR in
reducing lateral PF load and preventing chondral damage in patients with moderate patellar maltracking,
lateral retinaculum, and capsule tension [15]. LRR and LRL are essential parts of the treatment in the
correction of PTA in patella lateral compression syndrome and in PF instability, where lateral tension is a
part of the pathology. It has been reported that LRL is safer than LRR as it preserves the lateral soft tissue
integrity of the patella and prevents iatrogenic medial patellar subluxation [16]. Pagenstert G et al. reported
that LRL gave better clinical results than LRR and caused less medial instability and quadriceps atrophy.
This was also observed in the follow-up of knees with PF instability and lateral hypercompression syndrome
due to lateral retinaculum tension and treated with LRR or LRL for more than two years [17]. Heyworth BE et
al. performed revision with LRL in patients who had positive medial patellar glide test and had more than ¼
quadrant displacement of the patella to the medial side, despite the prior arthroscopic LRR application. After
the revision, PF joint adjustment was achieved, the pain was significantly reduced, and functional scores
were reported to improve significantly [18]. Many research results have reported findings on LRR and LRL in
PF joint instability. Both methods have often been to complement combined surgical treatments. Insall JN et
al. reported good and very good results with a rate of 91% in the 2-10 years follow-up of knees in which MRP
and LRR were applied [19]. Scuderi GR reported good and very good results with a rate of 81% after MRP and
LRR, and this result continued for up to nine years with a recurrence rate of 1.2% [20].

Satisfactory results have been reported regarding patellar re-luxation in knees with PF instability where
open MRP and LRR are applied in combination therapy compared to arthroscopically applied MRP and LRR
[21]. However, in a study applying MRP and LRR, re-dislocation and patient dissatisfaction were found at a
rate of 20% in short-term follow-ups, and cartilage pathology was found at a rate of 43% in long-term
follow-ups [22]. Despite the successful results of open and arthroscopic MRP techniques, few studies
compare these techniques. In a study comparing arthroscopic MRP and open MRP techniques for PF
instability in adolescents, the open technique yielded more successful results regarding the compatibility of
PF joint alignment and functional results [23]. Our study applied open MRP because arthroscopic MRP is
difficult to apply and has no accepted advantage other than cosmetic appearance.

MPFL reconstruction is the current topic of PF instability surgery. With the anatomical presentation of the
medial patellar ligament structures more clearly, the tendency to reconstruct the ligaments instead of
medial plication has increased [24]. However, this tendency has been exaggerated, and other major
pathological factors in instability cases have not been adequately investigated in many publications [25].
Preferring the reconstruction of MPFL than its repair, the need for reconstruction with stronger ligaments
than MPFL, and the problems caused by errors in the femoral attachment point have shown that there are
details to be considered in this method [26].

Han H et al. reported adequate results in their study applying MPFL reconstruction and LRR [27]. However, a
meta-analysis comparing knees with MPFL reconstruction and LRR and knees with MPFL reconstruction
alone reported no difference in the results [28].

It has been reported that clinical results will be better when the adjustment angle in young male knees
undergoing LRR is normalized [7]. Our study found LRR and LRL to give better results in young patients.

It has been reported that the dramatic reduction in anterior knee pain, which is an important clinical finding
in knees with PF instability, results from the denervation of the medial and lateral femoral cutaneous nerves
in the surgical incision traces as well as the centralization of the patella in the femoral sulcus. For this
reason, the pain of the same intensity was not reported in patients who developed patella redislocation after
surgical treatment [29]. Therefore, in our study, four knees that developed patella re-dislocation and pain
underwent revision.

Our study is different in its investigation of the relationship between patella and trochlea morphology and
MRP+LRR and MRP+LRL. Furthermore, few studies exist in the literature comparing the radiological and
clinical results of MRP+LRL and MRP+LRR.

The change in PTA and LPFA before and after surgery was significantly better in knees with MRP+LRL
compared to knees with MRP+LRR. There was no significant difference between the two groups in terms of
PLS and CA changes before and after surgery. We think that this difference may be due to the contraction
that may develop during the healing of the lateral retinaculum defect with fibrous tissue after release. Both
groups had no significant link between patella and trochlea morphology and changes in PTA, LPFA, PLS, and
CA. A significant difference existed in the pre-and post-operative changes in the Kujala pain scale, Lysholm
instability scale, and Tegner activity scale in both groups. However, there was no significant difference
between the two groups.

There are some limitations in our study. Initially, the study was retrospective and based on medical records.
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The last control data of the patients were used. There is also the possibility that additional complications
may have developed after these data. Secondly, radiological measurements were made by a single orthopedic
specialist. It would be more reliable if it were evaluated by a second person and a radiologist.

Conclusions
In conclusion, MRP+LRR or MRP+LRL provided successful results for correcting the instability in PF
instability without osseous pathologies such as patella alta, TT-TG dysplasia, trochlea dysplasia, genu
valgus, and tibial-femoral torsion. PTA, LPFA, and PLS values improved with both methods, but PTA and
LPFA values improved more with the MRP-LRL method. Clinical results (Tegner activity level, Lysholm knee
score, Kujala pain scale) were similar in both methods. There was no difference between the two methods in
terms of post-operative complications and the need for revision surgery.
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Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Medikalpark Bursa
Hospital, Clinical Research Ethics Committee issued approval 367. Animal subjects: All authors have
confirmed that this study did not involve animal subjects or tissue. Conflicts of interest: In compliance
with the ICMJE uniform disclosure form, all authors declare the following: Payment/services info: All
authors have declared that no financial support was received from any organization for the submitted work.
Financial relationships: All authors have declared that they have no financial relationships at present or
within the previous three years with any organizations that might have an interest in the submitted work.
Other relationships: All authors have declared that there are no other relationships or activities that could
appear to have influenced the submitted work.

References
1. Colvin AC, West RV: Patellar instability. J Bone Joint Surg Am. 2008, 90:2751-2762. 10.2106/JBJS.H.00211
2. Dejour H, Walch G, Nove-Josserand L, Guier C: Factors of patellar instability: an anatomic radiographic

study. Knee Surg Sports Traumatol Arthrosc. 1994, 2:19-26. 10.1007/BF01552649
3. Dejour D, Saggin P: The sulcus deepening trochleoplasty-the Lyon's procedure . Int Orthop. 2010, 34:311-

316. 10.1007/s00264-009-0933-8
4. Diduch DR, Kandil A, Burrus MT: Lateral patellar instability in the skeletally mature patient: evaluation and

surgical management. J Am Acad Orthop Surg. 2018, 26:429-439. 10.5435/JAAOS-D-16-00052
5. Panni AS, Tartarone M, Patricola A, Paxton EW, Fithian DC: Long-term results of lateral retinacular release .

Arthroscopy. 2005, 21:526-531. 10.1016/j.arthro.2005.01.007
6. Senavongse W, Amis AA: The effects of articular, retinacular, or muscular deficiencies on patellofemoral

joint stability: a biomechanical study in vitro. J Bone Joint Surg Br. 2005, 87:577-582. 10.1302/0301-
620X.87B4.14768

7. Merchant AC, Mercer RL: Lateral release of the patella. A preliminary report . Clin Orthop Relat Res. 1974,
40-45. 10.1097/00003086-197409000-00027

8. Schöttle PB, Hensler D, Imhoff AB: Anatomical double-bundle MPFL reconstruction with an aperture
fixation. Knee Surg Sports Traumatol Arthrosc. 2010, 18:147-151. 10.1007/s00167-009-0868-z

9. Gobbi A, Lad D, Karnatzikos G: Proximal realignment: medial plication. The Patellofemoral Joint: State of
the Art in Evaluation and Management. Springer, 2014. 127-135.

10. Wibeeg G: Roentgenographs and anatomic studies on the femoropatellar joint: with special reference to
chondromalacia patellae. Acta Orthop Scand. 1941, 12:319-410. 10.3109/17453674108988818

11. Sillanpää PJ, Mattila VM, Mäenpää H, Kiuru M, Visuri T, Pihlajamäki H: Treatment with and without initial
stabilizing surgery for primary traumatic patellar dislocation. A prospective randomized study. J Bone Joint
Surg Am. 2009, 91:263-273. 10.2106/JBJS.G.01449

12. Lippacher S, Dreyhaupt J, Williams SR, Reichel H, Nelitz M: Reconstruction of the medial patellofemoral
ligament: clinical outcomes and return to sports. Am J Sports Med. 2014, 42:1661-1668.
10.1177/0363546514529640

13. Ostermeier S, Holst M, Hurschler C, Windhagen H, Stukenborg-Colsman C: Dynamic measurement of
patellofemoral kinematics and contact pressure after lateral retinacular release: an in vitro study. Knee Surg
Sports Traumatol Arthrosc. 2007, 15:547-554. 10.1007/s00167-006-0261-0

14. Fonseca LP, Kawatake EH, Pochini AC: Lateral patellar retinacular release: changes over the last ten years .
Rev Bras Ortop. 2017, 52:442-449. 10.1016/j.rboe.2017.06.003

15. Fithian DC, Paxton EW, Post WR, Panni AS: Lateral retinacular release: a survey of the International
Patellofemoral Study Group. Arthroscopy. 2004, 20:463-468. 10.1016/j.arthro.2004.03.002

16. Unal B, Hinckel BB, Sherman SL, Lattermann C: Comparison of lateral retinaculum release and lengthening
in the treatment of patellofemoral disorders. Am J Orthop (Belle Mead NJ). 2017, 46:224-228.

17. Pagenstert G, Wolf N, Bachmann M, et al.: Open lateral patellar retinacular lengthening versus open
retinacular release in lateral patellar hypercompression syndrome: a prospective double-blinded
comparative study on complications and outcome. Arthroscopy. 2012, 28:788-797.
10.1016/j.arthro.2011.11.004

18. Heyworth BE, Carroll KM, Dawson CK, Gill TJ: Open lateral retinacular closure surgery for treatment of
anterolateral knee pain and disability after arthroscopic lateral retinacular release. Am J Sports Med. 2012,
40:376-382. 10.1177/0363546511428600

19. Insall JN, Aglietti P, Tria AJ Jr: Patellar pain and incongruence. II: clinical application . Clin Orthop Relat
Res. 1983, 225-232.

2022 Saylik et al. Cureus 14(9): e29684. DOI 10.7759/cureus.29684 7 of 8

https://dx.doi.org/10.2106/JBJS.H.00211?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2106/JBJS.H.00211?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/BF01552649?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/BF01552649?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00264-009-0933-8?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00264-009-0933-8?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.5435/JAAOS-D-16-00052?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.5435/JAAOS-D-16-00052?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.arthro.2005.01.007?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.arthro.2005.01.007?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1302/0301-620X.87B4.14768?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1302/0301-620X.87B4.14768?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/00003086-197409000-00027?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/00003086-197409000-00027?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00167-009-0868-z?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00167-009-0868-z?utm_medium=email&utm_source=transaction
https://link.springer.com/content/pdf/bfm%3A978-3-642-54965-6%2F1.pdf?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3109/17453674108988818?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3109/17453674108988818?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2106/JBJS.G.01449?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2106/JBJS.G.01449?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/0363546514529640?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/0363546514529640?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00167-006-0261-0?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00167-006-0261-0?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.rboe.2017.06.003?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.rboe.2017.06.003?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.arthro.2004.03.002?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.arthro.2004.03.002?utm_medium=email&utm_source=transaction
https://cdn.mdedge.com/files/s3fs-public/Document/August-2017/ajo046050224.pdf?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.arthro.2011.11.004?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.arthro.2011.11.004?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/0363546511428600?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/0363546511428600?utm_medium=email&utm_source=transaction
https://journals.lww.com/clinorthop/abstract/1983/06000/patellar_pain_and_incongruence.33.aspx?utm_medium=email&utm_source=transaction


20. Scuderi GR: Surgical treatment for patellar instability . Orthop Clin North Am. 1992, 23:619-630.
21. Nam EK, Karzel RP: Mini-open medial reefing and arthroscopic lateral release for the treatment of recurrent

patellar dislocation: a medium-term follow-up. Am J Sports Med. 2005, 33:220-230.
10.1177/0363546504267803

22. Schüttler KF, Struewer J, Roessler PP, Gesslein M, Rominger MB, Ziring E, Efe T: Patellofemoral
osteoarthritis after Insall's proximal realignment for recurrent patellar dislocation. Knee Surg Sports
Traumatol Arthrosc. 2014, 22:2623-2628. 10.1007/s00167-013-2485-0

23. Zhao J, Huangfu X, He Y, Liu W: Recurrent patellar dislocation in adolescents: medial retinaculum plication
versus vastus medialis plasty. Am J Sports Med. 2012, 40:123-132. 10.1177/0363546511420551

24. Conlan T, Garth WP Jr, Lemons JE: Evaluation of the medial soft-tissue restraints of the extensor
mechanism of the knee. J Bone Joint Surg Am. 1993, 75:682-693. 10.2106/00004623-199305000-00007

25. Weber-Spickschen TS, Spang J, Kohn L, Imhoff AB, Schottle PB: The relationship between trochlear
dysplasia and medial patellofemoral ligament rupture location after patellar dislocation: an MRI evaluation.
Knee. 2011, 18:185-188. 10.1016/j.knee.2010.04.002

26. Burrus MT, Werner BC, Conte EJ, Diduch DR: Troubleshooting the femoral attachment during medial
patellofemoral ligament reconstruction: location, location, location. Orthop J Sports Med. 2015,
3:2325967115569198. 10.1177/2325967115569198

27. Han H, Xia Y, Yun X, Wu M: Anatomical transverse patella double tunnel reconstruction of medial
patellofemoral ligament with a hamstring tendon autograft for recurrent patellar dislocation. Arch Orthop
Trauma Surg. 2011, 131:343-351. 10.1007/s00402-010-1173-5

28. Migliorini F, Maffulli N, Eschweiler J, Quack V, Tingart M, Driessen A: Lateral retinacular release combined
with MPFL reconstruction for patellofemoral instability: a systematic review. Arch Orthop Trauma Surg.
2021, 141:283-292. 10.1007/s00402-020-03689-9

29. Palmu S, Kallio PE, Donell ST, Helenius I, Nietosvaara Y: Acute patellar dislocation in children and
adolescents: a randomized clinical trial. J Bone Joint Surg Am. 2008, 90:463-470. 10.2106/JBJS.G.00072

2022 Saylik et al. Cureus 14(9): e29684. DOI 10.7759/cureus.29684 8 of 8

https://www.sciencedirect.com/science/article/abs/pii/S0030589820317764?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/0363546504267803?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/0363546504267803?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00167-013-2485-0?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00167-013-2485-0?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/0363546511420551?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/0363546511420551?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2106/00004623-199305000-00007?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2106/00004623-199305000-00007?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.knee.2010.04.002?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.knee.2010.04.002?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/2325967115569198?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/2325967115569198?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00402-010-1173-5?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00402-010-1173-5?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00402-020-03689-9?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00402-020-03689-9?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2106/JBJS.G.00072?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2106/JBJS.G.00072?utm_medium=email&utm_source=transaction

	Comparison of Clinical and Radiological Results of Lateral Retinacular Release or Lateral Retinacular Lengthening Methods Combined With Medial Retinaculum Plication in Patellofemoral Instability
	Abstract
	Introduction
	Methods
	Results
	Conclusions

	Introduction
	Materials And Methods
	FIGURE 1: a) Lateral patellofemoral angle (LPFA) radiological measurement of the patient, b) Patellar tilt angle (PTA) radiological measurement of the patient, c) Patella lateral shift (PLS) radiological measurement of the patient.
	Surgical technique
	Post-surgical follow-up protocol
	Statistical analysis

	Results
	Radiological evaluation
	TABLE 1: Comparison of patellar tilt angle, patella lateral shift, and lateral patellofemoral angle changes according to groups.
	TABLE 2: Comparison of pre-operative and post-operative radiological measurements according to patella type.

	Clinical evaluation
	TABLE 3: Comparison of pre-operative and post-operative clinical evaluation scores.

	Complications

	Discussion
	Conclusions
	Additional Information
	Disclosures

	References


