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Who am I?

• FCP BSOL

• APP (Peripheral) ROH

• Specialist PFJ Multi-Diciplinary Clinic –
4 consultants and me!
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Anatomy

PFJ – articulation between patella and trochlea

Patella is the largest sesamoid bone between 
the quadriceps tendon and patella tendon

Patella is an inverted triangle to fit within the 
groove of the trochlear

Variation in anatomy common particularly in 
trochlear

Due to incongruent nature of PFJ, dynamic 
stability is dependent on the soft tissues
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PFJ Issues

PFJ disorders manifest as either pain or 
instability 

Same issues present in both 
populations

Commonly, it is a collection of 
problems with 1 being most prominent 

Many more people have anatomical 
issues than have problems

2 populations – young, and middle aged





PFJ Instability

An acute PFJ dislocation is the most 
common acute knee injury in children

~40% will become recurrent 

10% of these patients may develop 
contralateral knee PFJ instability

20% will develop OA within 20 years 
following their initial dislocation



Categorisation

Acute Dislocation: 
Traumatic following mostly traumatic / sport injuries

Chronic Dislocation: 
May follow traumatic event or any associated misalignment

Recurrent Dislocation: 
Patella dislocated with minimal stress during flexion; may relocate spontaneously

Habitual Dislocation: 
Patellae dislocate with almost every movement of flexion and reduce spontaneously. Often 
congenital form of patellar instability 



Contributing Factors

• Trochlear Dysplasia

• Patella Alta

• Lateralisation of Tibial
Tubercle

• Age at Dislocation

• Hyper-Mobility

• Valgus Alignment

• Rotational Malalignment 
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How to categorise contributing factors?

Structural

• Osseous Abnormalities
• Patella Alta / Morphology
• Trochlear Dysplasia

• Lower Limb Alignment
• Versional / Rotational issues
• TT-TG

• Soft Tissue
• Hypermobility 
• Medial laxity (MPFL Insufficiency)

Functional

• Lower Limb Alignment
• Q-Angle
• Muscular tightness (Rec Fem, ITB)
• Muscle weakness (VM)

• Gait
• Valgus Thrust
• Foot Pronation



1. An acute lateral patellar dislocation should be reduced without delay. 

2. Aspiration of an associated haemarthrosis should not be performed. 

3. Following reduction, all patients should have an AP and lateral radiograph of the knee, including skyline patellar view. 

4. Cast immobilisation should not be used, but splints that permit full knee flexion may be used for pain relief in the period 
immediately following injury. 

5. Unrestricted weight bearing should be encouraged immediately, with the aid of crutches if required. 

6. Patients should be evaluated within 2 weeks of injury in an age-appropriate clinic, by a clinician proficient in the assessment 
of knee injuries led by a named consultant or specialty doctor. 

7. Risk factors for recurrent patellar instability should be documented and include; patient demographics, mechanism of 
injury, previous contralateral dislocation, history of joint hypermobility, and family history of patellar dislocation or joint 
hypermobility. This should be supported by an appropriate examination, which should include an assessment of global 
joint laxity and lower limb alignment. 

8. Assessment by a musculo-skeletal physiotherapist should occur within 3 weeks of injury. 



9. Unless contraindicated, magnetic resonance imaging reported by a musculoskeletal radiologist should be undertaken if: 
• An associated injury is suspected (e.g. osteochondral fracture, ACL rupture, haemarthrosis) 
• Alternative injuries cannot be excluded (e.g. locked knee, non-functioning extensor mechanism) 
• Patient assessment is difficult 
• Any form of surgical intervention is planned 
• A patient fails to recover following conservative treatment 

10. Surgery to treat associated injuries (e.g. fixation of significant osteochondral fractures) may be considered. 

11. Surgery solely to stabilise the patella should not be offered routinely following isolated FTLPD. 

12. Isolated lateral retinacular release is never indicated. 

13. Clinicians considering surgery following FTLPD should discuss their plan within an age-appropriate multi-disciplinary team 
meeting, or alternative forum for peer review, with written documentation of the outcome included in the medical records. 

14. Patient initiated follow up is appropriate unless: 
• Surgery is undertaken 
• A patient fails to recover following conservative treatment 
• There is a high risk of recurrent dislocation 
• Significant malalignment has been identified in a skeletally immature patient 

15. Appropriate patient information including leaflets, videos or online / app-based content should be available. 



What about the 
recurrent dislocations?



Patella Apprehension / 
Laxity

• Patella Glide Test 
• Normal accessory glide is 3 

quadrants of lateral mobility and 2 
quadrants of medial mobility

• Completed in extension with quads 
inhibited

• Apprehension (Lateral Glide)
• At 0°, 30 ° +/- 60 °
• Assessing for apprehension and/or 

instability 



Patella Maltracking – J-Sign



Trochlear Dysplasia



Axial / Skyline XR Images



Lateralisation of Tibial Tuberosity



Lower Limb 
Alignment –
Rotational 
Assessment



Patella Alta

• In FCP/physiotherapy clinics we may 
not always have access to  diagnostic 
imaging, but we can assess how high 
the patella is sitting in neutral and 
compare to the contralateral side.



Imaging considerations

• AP WB, Lateral, Skyline
• ?Leg Alignment View

• Clinical questions to confirm / 
support objective assessment
• Alta, Dysplasia, Lateral Tilt / 

Subluxation

XR

• MPFL rupture, Trochlear dysplasia, 
Patella Alta, TT-TG, Patella Tilt

• Rule out chondral defect or 
concomitant injury

• Standard vs Vertical gantry
• Option of torsional measurements

MRI













Summary

PFJ instability is complex and multifactorial

Assessment should take into consideration 
both functional and structural components

Differentiate between PFJ Pain & PFJ 
Instability

Diagnostic assessment and imaging (if able) 
as per BOAST Best Practice Guidelines

Refer on to secondary care for multiple 
dislocations or instability
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