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Arthroscopic Repair of Acute Traumatic Medial
Patellofemoral Ligament Tears at the Patellar

Insertion
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Abstract: After a lateral patellar dislocation or subluxation, injury to the medial patellofemoral ligament (MPFL) is
common. The MPFL originates between the medial epicondyle and the adductor tubercle, inserting along the superior
one-third border of the medial patella. Operative treatment becomes necessary for patients with intra-articular pa-
thology (such as osteochondral injuries or meniscus tears) or those experiencing recurrent dislocations. Numerous
surgical techniques have been proposed for addressing this issue, with MPFL reconstruction being the most frequently
performed procedure. Nonetheless, various complications associated with reconstruction have been documented. In
recent years, there has been a growing interest in MPFL repair, which has shown acceptable outcomes in the
literature. In this study, we introduce an arthroscopic-assisted MPFL repair technique designed for acute traumatic
MPFL tears originating from the patellar insertion. This approach offers the advantage of being minimally invasive,
straightforward, and reproducible.
he medial patellofemoral ligament (MPFL) is the
Tprimary restraining force against lateral patellar
dislocation.1,2 The MPFL is ruptured in up to 90% of pa-
tients at the first-time patellar dislocation.2 It originates
between themedial epicondyle and the adductor tubercle
and inserts along the medial patella’s superior one-third
border.2,3 Recurrent dislocation and osteochondral in-
juries are the most frequent consequences following
lateral patellar dislocation.2,4 Conservative treatment is
the mainstay of treatment in patients with first-time
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dislocation who do not have intra-articular pathology.
However, operative treatment is required in patientswith
intra-articular pathology (osteochondral injuries or
meniscus tears) or recurrent dislocation. Many surgical
procedures are available in these instances to address the
MPFL tear, which may include repairs,5,6 plication,7 and
reconstructions.8-10 MPFL reconstruction procedures,
which restore the tightness of the medial patellar soft
tissues with the tendon graft, are the most often
performed surgical option for treating MPFL
pathology.11,12 However, several complications of
reconstruction have been examined.13 Recently, there
has been increased interest in MPFL repair with accept-
able outcomes in the literature.14 In this article, we pre-
sent an arthroscopic-assisted MPFL repair in acute
traumatic MPFL tears from patellar insertion.

Preoperative Evaluation
Magnetic resonance imaging is performed to identify

the location of the MPFL tear and associated injuries
(Fig 1, Video 1).

Surgical Technique (With Video Illustration)

Patient Positioning
The patient is lying supine with the surgeon sitting

ipsilaterally. After administering spinal anesthesia, an
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Fig 1. (A) Axial T2 weighted magnetic reso-
nance imaging of the left knee showing a
patellar-sided medial patellofemoral ligament
(MPFL) tear. (B) Left knee: illustration
drawing showing a patellar-sided MPFL tear.

e2 T. ITTHIPANICHPONG ET AL.
examination under anesthesia is performed to find any
related ligament instability. A tourniquet is placed
around the proximal thigh to control bleeding.

Arthroscopic Examination
The first step is to insert the arthroscope through the

anterolateral portal, which is located next to the
patellar tendon and in the soft spot above the joint line.
After that, a standard arthroscopic examination is car-
ried out to assess the associated intra-articular lesions.
The arthroscopic image allows for the detection of the
torn MPFL. The location of a torn MPFL can be
observed on the medial aspect of the patella (Fig 2A,
Video 1). The spinal needle is inserted from the outside-
in at the site of the torn MPFL. Subsequently, an
Fig 2. Left knee, supine position, viewing
from the anterolateral portal. (A) The location
of a torn medial patellofemoral ligament
(MPFL) can be observed on the medial aspect
of the patella. (B) A spinal needle is inserted
from the outside-in at the location of the torn
MPFL, followed by making an incision at the
needle insertion point and finally visualizing
the blade in the arthroscopic view.
incision is made at the location where the spinal needle
was inserted, and the blade is visualized in the arthro-
scopic view (Fig 2B, Video 1).

Anchor Suture Insertion
The arthroscope is then switched to the anteromedial

portal. The location of the torn MPFL is identified by the
spinal needle (Fig 3, Video 1). Subsequent to this, dissec-
tion is meticulously performed in the direction of the
medial patellar edge. A drill sleeve is then meticulously
positionedat the superomedial edgeof thepatella through
the established incision (Fig 4A, Video 1). Following this,
the double-loaded 1.8-mm Y-Knot All-Suture Anchor
(CONMED) is predrilled and carefully inserted into the
superomedial edge of the patella (Fig 4B, Video 1).



Fig 3. Left knee, supine position, viewing from the ante-
romedial portal. The location of the torn medial patellofe-
moral ligament is identified by the spinal needle.

Fig 4. Left knee, supine position. (A) A drill sleeve is placed at
the superomedial edge of the patella through the established
incision. (B) The double-loaded 1.8-mm Y-Knot All-Suture
Anchor (CONMED) is predrilled and carefully inserted into
the superomedial edge of the patella.
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Sewing the MPFL
The mini FIRSTPASS suture passer (Smith &

Nephew) is loaded with a No. 2 Hi-Fi suture
(CONMED) from the suture anchor and subsequently
inserted through the established incision (Fig 5A, Video
1). This suture passer is used to thread the suture
through the torn MPFL (Fig 5B, Video 1). This process is
then repeated to pass all 4 limbs of the No. 2 Hi-Fi su-
tures from the suture anchor through the MPFL.
Finally, the knots are tied in a horizontal mattress
fashion to complete the repair of the torn MPFL to the
patella (Fig 6, Video 1).

Postoperative Care
On the first day after surgery, we apply a hinged knee

brace and lock it in full extension. Patients are
permitted to walk with toe-touch weightbearing
immediately after surgery for the first 2 weeks. After
the second, fourth, and sixth postoperative weeks,
range of motion is allowed for knee flexions of 30, 45,
and 90 degrees, respectively. For weightbearing, pa-
tients are initially allowed to walk with 30% weight-
bearing at the second postoperative week, and they can
gradually progress to full weightbearing at 4 to 6 weeks
postoperatively. Quadriceps strengthening exercises are
started 4 weeks following the surgery. Noncontact
sports are permitted after 3 months, whereas contact
sports are allowed at 6 months.
Discussion
MPFL reconstruction is the most frequently per-

formed surgical option for addressing lateral patellar
instability, yet the literature reports several associated
complications.11-13 MPFL repair is less common, but
there has been growing interest in it in recent years.
The systematic review conducted by Shah et al.13

demonstrated that MPFL reconstruction exhibits a
high success rate in patients with patellofemoral insta-
bility. However, the review also revealed a complication
rate of 26.1%, with 26 patients requiring additional
surgery due to issues like femoral tunnel widening or
MPFL overtightening.15,16

Dragoo et al.14 conducted a cohort study comparing
MPFL repair with reconstruction in patients with
recurrent patellar instability. The study indicated that
both MPFL repair and reconstruction can yield clinically
satisfactory results at a 2-year follow-up. Following a
first-time patellar dislocation, reconstruction may be
considered unnecessary.



Fig 5. Left knee, supine position. (A) The FIRSTPASS Suture Passer is inserted through the established incision. (B) Viewing
from anteromedial portal, the suture passer is used to pass the suture through the torn medial patellofemoral ligament (MPFL).
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This technique may serve as a viable alternative for
addressing lateral patellar instability, as it has evolved to
become less invasive and more effective. One notable
technique involves the restoration of the anatomic
position of the medial patellofemoral ligament, ach-
ieved through direct visualization with an arthroscope.
This procedure offers the advantage of adjustable ten-
sion repair, facilitating precise fine-tuning through knot
tightening. What sets this method apart is its ability to
eliminate the need for grafts, thereby reducing post-
operative morbidity. Moreover, it presents a particu-
larly safe option for skeletally immature patients as it
carries no risk of growth plate injury. Overall, this
technique is recognized for its simplicity and repro-
ducibility, making it a valuable addition to the treat-
ment of patellar instability.
In the surgical management of patellar instability, a

systematic approach is crucial for achieving optimal
Fig 6. Left knee, supine position. The knots are tied in the horizo
ligament (MPFL) to the patella. (B) Viewing from anteromedial p
outcomes. This involves several key steps. First, using
a spinal needle provides precise localization of the
torn MPFL, allowing for accurate identification and
assessment. Next, the anteromedial portal is
employed, ensuring optimal visualization of the
patellar anatomy and ligament. This step is critical for
the subsequent procedures, ensuring that each action
is carried out with the utmost precision. Additionally,
to address potential challenges posed by smaller
patellae, particularly in populations with a higher
susceptibility to fractures, such as the Asian popula-
tion, the use of an all-suture anchor is recommended.
The all-suture anchor not only facilitates a secure
ligament repair but also helps mitigate bone defects,
reducing the risk of fractures in these cases. For a
comprehensive overview of the procedure’s advan-
tages, disadvantages, and pearls, please refer to
Table 1.
ntal mattress fashion to repair the torn medial patellofemoral
ortal, the torn MPFL is reattached to the patella.



Table 1. Advantages, Disadvantages, and Pearls of the
Procedure

Advantages - Minimally invasive procedure.
- Restoration of the anatomic position of the
medial patellofemoral ligament through
direct visualization with an arthroscope.

- Adjustable tension repair achieved by knot
tightening.

- Eliminates the need for grafts, reducing
morbidity.

- No risk of growth plate injury in skeletally
immature patients.

- A straightforward and reproducible
technique.

Disadvantages - Risk of recurrence compared to
reconstruction.

- Arthroscopy skills are required.
Pearls - Using the spinal needle to precisely locate

the torn medial patellofemoral ligament.
- Employing the anteromedial portal to
ensure optimal visualization.

- Applying the all-suture anchor to mitigate
bone defects in smaller patellae, which may
be susceptible to fractures, especially in the
Asian population.
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In conclusion, this technique is a less invasive,
straightforward, and reproducible method for repairing
the torn MPFL.
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