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Surgery after First-time Patella Dislocation 
without Stabilization 



Anatomy 

•  Patella = “knee cap” 
•  Trochlea = “groove”  
•  Cartilage cushion on surface of 

bones 
•  Often injured with dislocation 

•  MPFL (medial patellofemoral 
ligament) = ligament that keeps 
knee cap in place 
•  Torn/stretched with dislocation 
 



TT-TG Distance 

Attachment of patella 
tendon too far to the 
outside of leg. 

As thigh muscles 
straighten leg, knee 
cap is pulled to the 
side out of the 
groove. 



Patella dislocation 

Seeley et al. JPO 2012 

 
•  Osteochondral fracture / Loose Body 

(1/3 of cases) 
•  Typically from knee cap or end of thigh 

bone 



Remove Loose Body 
 
Decrease swelling 
Remove locking/popping 
Improve function 
Allow physical therapy to work 
 
 
 
 
 

 
Return to Sport 

Main Goals for Surgery 



Surgery Details – “Clean up” and Loose Body Removal 

<60 minute outpatient surgery (go 
home same day) 

General anesthesia (asleep the whole 
surgery and won’t feel anything) 

Arthroscopic surgery with few small 
incisions 

Risks (rare!): anesthesia, bleeding, 
nerve injury, infection, stiffness, 
continued pain, re-operation, failure 
to return to sport 



Outcomes 

Recurrence of Patellar Instability
in Adolescents Undergoing Surgery
for Osteochondral Defects Without
Concomitant Ligament Reconstruction

Jason M. Pedowitz,* BS, Eric W. Edmonds,*y MD, Henry G. Chambers,*y MD,
M. Morgan Dennis,y BS, Tracey Bastrom,y MA, and Andrew T. Pennock,*yz MD
Investigation performed at Rady Children’s Hospital, San Diego, California, USA

Background: First-time patellar dislocation with an associated chondral or osteochondral loose body is typically treated opera-
tively to address the loose fragment. The incidence of recurrent instability in this patient population if the medial patellofemoral
ligament (MPFL) is not reconstructed is unknown.

Purpose: To determine the recurrent instability rate in patients undergoing surgery for patellar instability with chondral or osteo-
chondral loose bodies, as well as to identify and stratify risk factors for recurrent instability.

Study Design: Case series; Level of evidence, 4.

Methods: This was a retrospective analysis of adolescent patients treated operatively for acute patellar dislocation with associ-
ated chondral or osteochondral loose bodies between 2010 and 2016 at a single pediatric level I trauma center with minimum 2-
year follow-up. Potential demographic, injury-related, radiographic, and surgical risk factors were recorded. The primary outcome
variable was recurrent subluxation and/or dislocation. Secondary outcome variables included need for additional procedures, Ku-
jala score, Single Assessment Numerical Evaluation (SANE) score, and patient satisfaction.

Results: Forty-one patients were included. In total, 61% experienced recurrent instability at a mean follow-up of 4.1 years and
39% required subsequent MPFL reconstruction. Tibial tubercle-trochlear groove (TT-TG) distance greater than 15 mm was a risk
factor for recurrent instability (P = .03). Patients with TT-TG distance greater than 15 mm and greater than 20 mm had recurrent
instability rates of 75% and 86%, respectively. MPFL repair did not reduce the rate of recurrent instability (P = .87). Recurrent
instability was associated with significantly worse mean Kujala (93.9 vs 83.0; P = .01), SANE (88.9 vs 73.1; P = .01), and patient
satisfaction scores (9.4 vs 7.3; P = .002).

Conclusion: If the MPFL is not reconstructed during index loose body treatment, children have a 61% recurrent instability rate.
Patients with TT-TG distance greater than 15 mm, and particularly greater than 20 mm, are at highest risk for recurrent instability.

Keywords: patellar dislocation; patellofemoral instability; osteochondral defect; loose body

Patellar instability is the most common cause of acute knee
hemarthrosis in children.1 While the vast majority of
patients sustaining a first-time patellar dislocation are
treated nonoperatively, 15% to 44% of these patients will
experience recurrent instability.8,13,23 In certain high-risk
groups, including the skeletally immature and those with
patella alta and trochlear dysplasia, the incidence of recur-
rent instability may be as high as 88%.10 This relatively
high rate of recurrence with nonoperative management,
along with the excellent outcomes of medial patellofemoral
ligament (MPFL) reconstruction,15,16,19,21 has resulted in

a controversial trend toward broader indications for
MPFL reconstruction in the acute setting.

One accepted indication for operative treatment of acute
first-time patellar instability is the presence of a large chon-
dral or osteochondral defect or loose body.7 Osteochondral
damage resulting in loose bodies may occur in 5% to 50% of
cases of acute patellar instability.5,12,14,20,25 The incidence
of recurrent instability after the loose body has been removed
or fixed is currently unknown. If a large percentage of these
patients’ knees subsequently redislocate and require an
MPFL reconstruction, an argument can be made for either
performing a concomitant MPFL reconstruction at the time
of the initial loose body procedure or reconstructing the
MPFL soon after in a staged procedure to potentially avoid
a second dislocation and further articular damage.

The purpose of this study was to define the natural history
of acute first-time patellar instability with osteochondral
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Success rate = 60% if TT-TG distance <15 mm 
•  25% if 15 mm or higher 
•  14% if 20 mm or higher 



What to expect after surgery 

 
 
Weightbearing as tolerated 
No brace 
Crutches 3-7 days 
Back to school/work within a few days 
Physical therapy starts 3-4 days after surgery 
Return to sports typically 3-6 months 

  



Conclusions 

Goals = remove diseased tissue, allow accelerated 
rehabilitation 

Patient selection and postop physical therapy is key 
Underlying anatomic risk factors can affect risk of 

recurrent instability 
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www.sapersportsmed.com 
@DrMichaelSaper 


