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Abstract
Background Medial patellar ligament reconstruction (MPFL-R) in combination with derotational distal femoral 
osteotomy (DDFO) for treating recurrent patellar dislocation (RPD) in the presence of increased femoral anteversion is 
one of the most commonly used surgical techniques in the current clinical practice. However, there are limited studies 
on the clinical outcomes of MPFL-R in combination with DDFO to treat RPD in the presence of increased femoral 
anteversion.

Purpose To study the role of MPFL-R in combination with DDFO in the treatment of RPD in the presence of increased 
femoral anteversion.

Methods A systematic review was performed according to the PRISMA guidelines by searching the Medline, Embase, 
Web of Science, and Cochrane Library databases through June 1, 2023. Studies of patients who received MPFL-R in 
combination with DDFO after presenting with RPD and increased femoral anteversion were included. Methodological 
quality was assessed using the MINORS (Methodological Index for Nonrandomized Studies) score. Each study’s basic 
characteristics, including characteristic information, radiological parameters, surgical techniques, patient-reported 
outcomes, and complications, were recorded and analyzed.

Results A total of 6 studies with 231 patients (236 knees) were included. Sample sizes ranged from 12 to 162 patients, 
and the majority of the patients were female (range, 67-100%). The mean age and follow-up ranges were 18 to 24 
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Introduction
Recurrent patellar dislocation (RPD) is a frequent knee 
condition in young individuals and is second only to 
anterior cruciate ligament rupture in terms of the fre-
quency of knee injuries [1–4]. Medial patellofemoral liga-
ment reconstruction (MPFL-R) is currently considered 
an effective treatment for RPD [5–9]. However, there are 
many different risk factors for RPD [10], and in many 
cases, medial patellar ligament reconstruction (MPFL-R) 
alone may not address the different risk factors for RPD. 
Instead, a combination of surgical procedures may be the 
best course of action [1].

There are several risk factors for RPD, and an increased 
femoral anteversion angle (FAA) has been suggested as 
one of the risk factors affecting RPD [11–15]. The FAA 
was defined as the angle measured in the horizontal (or 
transverse) plane between the knee joint axis and the hip 
joint axis, indicating the degree of torsion of the femur, 
which can be measured by CT or MRI. Recent biome-
chanical studies have suggested that an increased FAA 
may significantly increase the lateral stresses acting on 
the patella and may be a cause of MPFL-R failure [16, 17]. 
To date, there is still some controversy and discussion 
regarding the treatment of patients with FAA-increased 
patellar dislocation. Some studies suggest that MPFL-
R alone is sufficient to compensate for bony structural 
abnormalities [18–20], while most studies have suggested 
that the addition of DDFO is beneficial in patients with 
FAA-increased RPD [21–25]. Although there is a system-
atic review of DDFO for treating RPD in the presence of 
increased FAA [26], studies of MPFL-R combined with 
DDFO for treating FAA-increased RPD are limited to 
small case series, and no study has attempted to aggre-
gate their data.

The purpose of this study was to investigate the role of 
medial patellofemoral ligament reconstruction combined 
with DDFO in treating RPD in the presence of increased 
femoral anteversion. It was hypothesized that favorable 
functional outcomes and low redislocation rates would 
be found after medial patellofemoral ligament recon-
struction combined with DDFO.

Methods
Literature research
Firstly, we registered for the systematic review on the 
Prospero website (https://www.crd.york.ac.uk/PROS-
PERO). Then, a systematic review was performed follow-
ing the PRISMA guidelines (Preferred Reporting Items 
for Systematic Reviews and Meta-analyses) [27–33]. The 
Medline, Embase, Web of Science, and Cochrane Library 
databases were searched by all of the authors indepen-
dently on June 1, 2023. The search terms were as follows: 
(patellar dislocation OR patellar instability OR patellar 
subluxation OR patellofemoral dislocation OR patel-
lofemoral dysfunction) AND (rotational osteotomy OR 
derotational osteotomy OR torsional osteotomy) AND 
(MPFL reconstruction OR medial patellofemoral liga-
ment reconstruction OR MPFL OR medial quadriceps 
tendon femoral ligament OR medial quadriceps tendon 
femoral ligament OR MQTFL OR medial patellofemoral 
complex).

Study selection
All of the publications found by these search terms were 
reviewed, and the inclusion and exclusion criteria were 
then negotiated among the authors. The senior author 
(Z.L. or Y.L.) made the final determination regarding 
whether a study should be included if there were any dis-
agreements among the authors. Then, full-text publica-
tions were reviewed critically. In addition, all references 
in the study were reviewed and checked to verify that no 
relevant articles had been omitted from the systematic 
review. All studies were included that reported the clini-
cal outcomes of MPFL-R in combination with DDFO for 
FAA-increased RPD. The main purpose of this systematic 
review was to investigate the role of MPFL-R in combi-
nation with DDFO for treating RPD in the presence of 
increased femoral anteversion; therefore, patients with a 
history of undergoing ipsilateral derotational tibial oste-
otomy were excluded, and patients with other combined 
procedures were excluded. The detailed inclusion and 
exclusion criteria are described in Table 1.

years and 16 to 49 months, respectively. The mean femoral anteversion decreased significantly from 34° preoperatively 
to 12° postoperatively. In studies reporting preoperative and postoperative outcomes, significant improvements were 
found in the Lysholm score, Kujala score, International Knee Documentation Committee score, and visual analog scale 
for pain. Postoperative complications were reported in all studies, with an overall reported complication rate of 4.7%, 
but no redislocations occurred during the follow-up period.

Conclusion For RPD with increased femoral anteversion, MPFL-R in combination with DDFO leads to a good clinical 
outcome and a low redislocation rate. However, there was no consensus among researchers on the indications for 
MPFL-R combined with DDFO in the treatment of RPD.

Keywords Medial patellar ligament reconstruction, Systematic review, Femoral anteversion, Derotational distal 
femoral osteotomy
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Data extraction
Two reviewers (J.Y. and J.Z.) independently extracted 
the data. Regarding research features, patient character-
istics, surgical procedures, and outcome measures, an 
abstract of each full-text article was created. Means and 
standard deviations were extracted from the data on pre- 
and postoperative outcome assessments. The von Elm et 
al. [34] decision tree was used to find and omit duplicate 
research. Any discrepancies were resolved through dis-
cussion with a third author (Z.L.).

Study characteristics included publication date, study 
design, level of evidence, number of patients/knees, and 
length of follow-up. Characteristic data consisted of 
patient sex and age.

Outcome measures consisted of pre-and postoperative 
clinical and radiographic evaluations. Clinical assess-
ments included patient-reported function scores and 
objective patellar stability (MPFL residual laxity). Radio-
graphic measurements included the pre-and postopera-
tive FAA and patellar tilt angle.

Risk of bias assessment
The methodological quality of each study was assessed 
independently by two review authors (J.Y. and J.Z.) 
according to the MINORS (Methodological Index for 
Nonrandomized Studies) score [35], The items are 
scored 0 (not reported), 1 (reported but inadequate) or 
1 (reported and adequate). The maximum possible score 
is 16 for noncomparative studies and 24 for compara-
tive studies. Low risk of bias was defined as MINORS 
scores of 13 to 16 for noncomparative studies and 21 to 
23 for comparison studies, whereas high risk was defined 
as MINORS scores of ≤ 12 and ≤ 20 for noncomparative 
studies and comparative studies, respectively.

Data analysis
Heterogeneity of individual studies on patient groups 
and treatments hindered meta-analysis calculations. 
Therefore, descriptive statistics were used to analyze age 
data and follow-up data as well as clinical and radiologi-
cal results. The Cohen ĸ coefficient was used to calculate 
reliability statistics to measure the level of agreement 
among the raters for the MINORS scores. When the 

standard deviation was not available, the authors were 
contacted to provide the missing data, or it was calcu-
lated according to the Cochrane handbook.

Results
Study identification
Firstly, we registered our systematic review with ID 
CRD42023449720 on the Prospero website (https://www.
crd.york.ac.uk/PROSPERO). Of the 41 studies identi-
fied, 34 were reviewed in full text. Ultimately, 6 studies 
were included in the systematic review (Fig. 1). 4 studies 
were retrospective case series (level 4) [23, 36–38], and 
2 studies were retrospective cohort studies (level 3) [39, 
40]. The mean MINORS score was 12.0 (range, 11–13) 
for the 4 noncomparative studies, and the two compara-
tive studies’ mean score was 19.5 (Table  2) [39, 40]. Of 
the 6 studies, 4 were assessed as having a high risk of bias 
(MINORS score < 13 for a noncomparative study or < 21 
for a comparative study) [23, 36, 38, 39].

Patient characteristics
There were 231 patients (231 knees) in the 6 studies. Each 
study is summarized in Table  2. Age was cited in all 6 
studies, with the mean ranging from 18 to 24 years. Sex 
distribution was 161 women (67%) and 80 men (33%) in 6 
studies [23, 36–39]. All studies noted the follow-up inter-
vals, resulting in a mean follow-up from 16 to 49 months.

Surgical techniques
Table  3 depicts the surgical details across the studies. 
All studies reported the cut-off value of femoral antever-
sion for DDFO (range, 25°-30°) and all studies combined 
MPFL-R and DDFO, The preoperative mean FAA ranged 
from 33° to 35° (mean, 34°) in all studies, and the postop-
erative mean FAA ranged from 10° to 19° (mean, 14°) in 
5 studies [36–39]. Supracondylar derotational osteotomy 
was performed and the pedicled quadriceps or semi-
tendinosus tendon was used to rebuild the MPFL in all 
studies. Of the 6 studies, 2 reported that additional bony 
procedures were performed to correct the concurrent 
bony deformities [37, 39], such as tibial tubercle transfer, 
tibial tubercle medialization (TTM), and tibial tubercle 
distalization (TTD). However, our study only included 
patients who underwent MPFLR in combination with 
DDFO, as the inclusion of other procedures may have 
affected the outcome.

Subjective Clinical Outcomes.
The articles described 6 patient-reported outcomes. 

The VAS score for pain, IKDC score, Tegner score, Kujala 
score, and Lysholm score were used as outcome measures 
in ≥ 3 studies and are summarized in Table 4. All studies 
have shown significant improvement from preoperative 
to postoperative.

Table 1 Inclusion and exclusion criteria of the systematic review
Inclusion Criteria Exclusion Criteria
Patients with recurrent patellar 
dislocation

History of ipsilateral tibial 
osteotomy Cadaveric, bio-
mechanical, or animal study

A minimum follow-up of 12 months
History of derotational femoral os-
teotomy or medial patellar ligament 
reconstruction

Systematic review or meta-
analysis Patient duplication

Evidence levels 1–4 Surgical technique article or 
case report

https://www.crd.york.ac.uk/PROSPERO
https://www.crd.york.ac.uk/PROSPERO
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Only 2 studies reported patient satisfaction [23, 40], 
with a postoperative satisfaction rate ranging from 92 to 
96%. A study compared the clinical outcome of treating 
RPD with FAA > 30° with MPFL-R and without DDFO 
[39], which showed that the former was more capable of 
yielding good subjective results than MPFL-R alone, and 
this result was even more striking in patients who had 
high-grade J-signs before surgery.

Radiological and objective clinical outcomes
Postoperative osteotomy that did not heal was reported 
in 1 study and this patient had a satisfactory outcome 
after a second surgical revision to strengthen the fixa-
tion [38]. The limited knee flexion after they had been 
reported in the other 3 papers, fortunately, all 6 patients 
ended up with good clinical outcomes. One study found 
by a second arthroscopy that the patellofemoral articular 
cartilage lesions remained unchanged in most cases after 
the combined use of MPFL-R and DDFO [37]. Moreover, 

Table 2 Study characteristicsa

Lead Author Year Study Design LOE MINORS Score Patient(knees)No. Mean Age, y Male/Female
No.

Mean Follow-up, mo

Zhang 2021 Cohort studyb 3 20/24 66(66) 21 59/7 37
Hao 2022 Cohort studyb 3 19/24 31(31) 24 4/27 43
Deng 2021 Case series 4 12/16 13(13) 19 4/9 27
Zhang 2023 Case seriesc 4 13/16 92(102) 21 8/94 49
Nelitz 2015 Case series 4 12/16 12(12) 18 0/12 16
Li 2021 Case series 4 12/16 17(17) 18 5/12 18
aLOE, level of evidence; MINORS, Methodological Index for Nonrandomized Studies;
bThis study compared the results of patients undergoing derotational femoral osteotomy vs. a nonderotational osteotomy procedure
cThis study reported clinical results after combined derotational distal femoral osteotomy, which included 102 derotational femoral osteotomies, and an additional 
tibial tubercle osteotomy was performed in 26 knees. All patients who underwent derotational distal femoral osteotomy were included in the systematic review

Fig. 1 Flowchart of the search strategy following the PRISMA guidelines. RPD, recurrent patellar dislocation
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high-grade trochlear dysplasia and arthroscopic resid-
ual patellar maltracking might be associated with carti-
laginous deterioration at the medial patellar facet after 
surgery.

Complications
Five studies reported postoperative complications 
(Table  5). A total of 11 complications were noted for a 
rate of 4.5%. The most common complication was lim-
ited knee flexion (2.4%). All the patients resolved the lim-
ited knee flexion by enhanced rehabilitation, no patients 
experienced patellar subluxation or re-dislocation post-
operatively. Only one patient had a post-operative oste-
otomy that did not heal.

Discussion
The most important finding of this systematic review is 
that in the treatment of patients with RPD with increased 
FAA, DDFO combined with MPFL-R leads to good sub-
jective and objective outcomes and arthroscopic review 
results, and patients have a low rate of postoperative 
re-dislocation, fewer postoperative complications, and 
higher patient satisfaction. Currently, there is a lack of 
consensus among researchers regarding the indications 
for the use of DDFO in combination with MPFL-R in the 
treatment of RPD. However, the present study provides 

evidence that the combination of MPFL-R and DDFO 
may lead to a good clinical outcome and lower rates of 
re-dislocation in the treatment of RPD patients with ele-
vated FAA levels.

MPFL-R, a first-line surgical treatment option for 
patients with RPD, has excellent results for patients with 
RPD. However, RPD is influenced not only by the MPFL 
but also by the soft tissues and bony structures surround-
ing the knee joint, Yang et al. compared the correlation 
between femoral torsion and distal femoral morphology 
by imaging and discovered that an increased FAA often 
coincided with femoral trochlear dysplasia and that an 
increased FAA also had an impact on TT-TG and thus 
on patellofemoral stability [41]. Some researchers believe 
that the reconstruction of the MPFL alone is enough to 
treat patients with an increased FAA. Erickson et al. [19] 
declared that patients after MPFL-R got significantly 
better postoperative outcome scores and lower re-dis-
location (1.1%), regardless of whether the FAA was high 
or low. Concurrently, orthopedic surgeons have favored 
MPFL-R over DDFO due to its relatively less invasive 

Table 3 Operative procedure dataa

Lead 
Author

Cut-off Value 
for Osteotomy

Mean Pre/Post 
FAA (Modality)

Combined Bony 
Procedures

Zhang 30 34°/10° (3D CT) TT transfer (n = 30)
Hao 25 33°/13°(axial CT) none
Deng 25 33°/19° (axial CT) none
Zhang 30 35°/11°(axial CT) TTM(n = 18), 

TTDn = 5, 
TTM + TTDn = 3

Nelitz 25 34°/NR (axial MRI) None
Li 30 35°/16°(axial CT) None
aOsteotomy level for each study: distal femur. 3D, 3-dimensional; CT, computed 
tomography; FAA, femoral anteversion angle; MPFL-R, medial patellofemoral 
ligament reconstruction; MRI, magnetic resonance imaging; NR, not reported; 
Pre/Post, pre- and postoperative; TT, tibial tubercle; TTM, tibial tubercle 
medialization; TTD, tibial tubercle distalization

Table 4 Functional scoresa

Lead Author Tegner Score Kujala Score Lysholm Score VAS Score IKDC Score
Preop Postop Preop Postop Preop Postop Preop Postop Preop Postop

Zhangb 3.2 ± 0.6 4.4 ± 0.8 53.8 ± 11.2 82.3 ± 8.4 58.2 ± 10.2 83.7 ± 9.0 56.7 ± 11.2 83.1 ± 10.4
Hao 54.5 ± 9.7 85.1 ± 7.7 56.6 ± 9.6 86.8 ± 8.2 53.8 ± 9.3 86.2 ± 10.0
Deng 2.2 ± 1.3 4.5 ± 1.8 57.48 ± 8.76 87.43 ± 4.25 59.9 ± 9.7 83.9 ± 6.5 4.8 ± 2.1 1.8 ± 1.5 51.4 ± 8.4 83.6 ± 7.3
Zhang 3.2 ± 0.6 4.6 ± 0.7 55.3 ± 8.4 84.5 ± 9.3 57.3 ± 7.4 85.5 ± 10.5 4.5 ± 0.8 1.5 ± 0.4
Nelitz 4 4.5 69 92.5 4 1.5 60 85
Li 3.6 ± 1.1 6.8 ± 1.5 56.8 ± 5.7 89.0 ± 8.0 47.8 ± 8.1 93.4 ± 7.8 4.2 ± 1.1 2.4 ± 1.4
aBlank cells indicate not reported. Values are presented as the mean ± SD. IKDC, International Knee Documentation Committee; Postop, postoperative; Preop, 
preoperative; VAS, visual analog scale
bThe postoperative functional scores were significantly higher in the derotational group than in the control group

Table 5 Complication, satisfaction rate, and radiological 
assessmentsa

Lead 
Author

Complications Satisfac-
tion, %b

Other 
Assessments

Zhang MPFL residual graft 
laxity(n = 4)

Not reported Residual J-sign, 
patellar medial 
laxity index

Hao Limited knee flexion 
(n = 1)

96/4/0 Apprehension 
sign, J-sign, 
BPII score

Deng none Not reported None
Zhang Limited knee flexion 

(n = 3)
Not reported J-sign, Patellar 

tilt
Nelitz Limited knee flexion 

(n = 2)
92/8/0 None

Li Osteotomy does not 
heal(n = 1)

Not reported none

aNo patients experienced patellar redislocation; however, 2.4% of patients 
after derotational femoral osteotomy showed medial patellofemoral ligament 
residual graft laxity
bSatisfied/partially satisfied/dissatisfied
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nature. However, some argue that for RPD patients exhib-
iting elevated FAA levels, the combination of MPFL-R 
and DDFO is preferable to correct femoral rotation intra-
operatively, thereby achieving superior clinical outcomes. 
Some biomechanical studies have shown that MPFL-R 
alone is not enough to correct the increase of FAA in 
patients, Kaiser’s study confirmed that from a biome-
chanical point of view, MPFL-R alone for patellar insta-
bility seems to be reasonable for FAA to increase RPD 
less than 10 °, but for patients whose FAA > 20°, it is not 
enough to treat a higher degree of femoral torsion. Cao et 
al. [42] considered that MPFL-R revision by DDFO com-
bined with MPFL-R achieved favorable clinical outcomes 
in patients with increased femoral anteversion along 
with a high-grade J sign. Franciozi [43] discovered that 
FAA > 30° has a negative effect on MPFL-R combined 
with tibial tubercle osteotomy (TTO) in the treatment of 
RPD. This coincides with the research results of Zhang et 
al. Therefore, for patients with FAA > 30°, MPFL-R com-
bined with DDFO may be the best surgical method.

However, the FAA threshold for DDFO has not yet 
been determined, some scholars believe that FAA > 25° is 
the sign of starting DDFO, and MPFL-R combined with 
DDFO surgery has been performed on these patients, 
and good clinical outcomes have been achieved [23, 36, 
40]. The study by Zhang et al. [39] indicated that the 
efficacy of MPFL-R combined with DDFO was also sat-
isfactory at FAA > 30°, and they found that when preop-
erative patients presented with a J-sign, patients with 
a preoperative high-grade J-sign had inferior clinical 
outcomes, more MPFL residual graft laxity, and greater 
residual patellar maltracking. In the treatment algorithm 
for RPD proposed by Frosch and Schmeling [44] isolated 
MPFL-R was advocated when patellar tracking was nor-
mal, regardless of the increased FAA, and DDFO was 
to be performed only in the presence of patellar mal-
tracking. Zhang et al. [37] found in another secondary 
arthroscopic observation study of 102 patients who after 
isolated DDFO, patellar tracking improved in the major-
ity of cases. Immediately after MPFL-R, all preoperative 
patellar maltracking was reduced for all knee flexion 
angles.

Therefore, there was no consensus among researchers 
on the indications for MPFL-R combined with DDFO 
in the treatment of RPD. The study on indications for 
MPFL-R combined with DDFO in the treatment of RPD 
is currently lacking in depth. It still needs to be explored 
further.

Imaging studies have shown that other bone deformi-
ties may exist in patients with an increased FAA at the 
same time. How to treat these concurrent bony deformi-
ties is still debated in the literature. The patients in our 
study were also often accompanied by abnormalities such 
as increased TT-TG and trochlear dysplasia, Other bony 

deformities may coexist in patients with an increased 
FAA. How to treat these concurrent bony deformities is 
still debated in the literature. For the increase of TT-TG, 
some scholars believe that the increase of TT-TG is 
related to the increase of FAA, and correction of FAA is 
sufficient to correct the increase of TT-TG, while some 
scholars believe that TTO can be added for patients with 
excessive TT-TG (TT-TG > 20  mm), and some scholars 
believe that MPFL-R is strong enough to compensate 
for the increase of TT-TG and FAA, so TTO is gener-
ally unnecessary, and only some patients with excessive 
TT-TG can be considered for treatment with MPFL-R 
combined with TTO. A recent meta-analysis proposed 
that for patients with trochlear dysplasia, combined 
trochleoplasty reduces the rate of re-dislocation, but 
it will lead to an increased risk of postoperative func-
tional limitations. While the latest retrospective analysis 
by Zhou et al. [45] showed that MPFL-R combined with 
DDFO showed satisfactory clinical outcomes during fol-
low-up in patients with RPD who had excessive femoral 
anteversion angles and trochlear dysplasia. Even patients 
with high-grade trochlear dysplasia showed satisfactory 
results. Therefore, based on Zhou’s article, we think that 
for RPD patients with an increased FAA, trochleoplasty 
may be generally not recommended.

The study has several limitations. The low levels of 
evidence, heterogeneity bias, and retrospective nature 
of most studies are the major limitations of this system-
atic review. These limitations are common in system-
atic reviews of orthopaedic surgical procedures and are 
mostly unavoidable until higher levels of evidence-level 
studies on the topic are conducted and published.

Conclusion
For RPD with increased anterior femoral anteversion, 
MPFL-R in combination with DDFO leads to a good clin-
ical outcome. However, there was no consensus among 
researchers on the indications for MPFL-R combined 
with DDFO in the treatment of RPD.

Abbreviations
RPD  Recurrent Patellar Dislocation
MPFL  Medial Patellar Ligament
DDFO  Derotational Distal Femoral Osteotomy
FAA  Femoral Anteversion Angle
MINORS  Methodological Index for Nonrandomized Studies

Acknowledgements
Not applicable.

Author contributions
J.Y. and J.Z. designed the study. J.Y. and J.Z. performed database searches. J.Y. 
and J.Z. reviewed the studies. H.L. and Y.L. resolved disagreements during the 
review process. Y.D. generated the synthesis of the results. J.Y., J.Z., Z.L., Y.L. and 
Y.D. drafted the manuscript. X.L., Z.L. and Y.L. edited the manuscript. All the 
authors read and approved the final manuscript.



Page 7 of 8Yang et al. Journal of Orthopaedic Surgery and Research          (2024) 19:228 

Funding
This study was funded by the Doctoral Research Initiation Fund of Affiliated 
Hospital of Southwest Medical University and supported by the Sichuan 
Science and Technology Program (2022YFS0628).

Data availability
No datasets were generated or analysed during the current study.

Declarations

Disclosures
All authors have reported that they have no relationships relevant to the 
contents of this paper to disclose.

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1Department of Orthopedics, Affiliated Hospital of Southwest Medical 
University, Lu Zhou 646000, China
2Department of Oncology, The Affiliated Hospital of Southwest Medical 
University, 25 TAIPING Street, Luzhou City 646000, Sichuan Province, China

Received: 3 January 2024 / Accepted: 1 April 2024

References
1. Thompson P, Metcalfe AJ. Current concepts in the surgical management of 

patellar instability. Knee. 2019;26(6):1171–81.
2. Alaia MJ, Cohn RM, Strauss EJ. Patellar instability. Bull Hosp Jt Dis (2013). 

2014;72(1):6–17.
3. Obermeyer C, Hoffmann DB, Wachowski MM. [Patellar dislocation in children 

and adolescents: current developments in diagnostics and treatment]. 
Orthopade. 2019;48(10):868–76.

4. Migliorini F, Pilone M, Eschweiler J, Marsilio E, Hildebrand F, Maffulli N. High 
rates of damage to the Medial Patellofemoral ligament, lateral trochlea, and 
Patellar Crest after Acute Patellar dislocation: magnetic resonance imaging 
analysis. Arthroscopy. 2022;38(8):2472–9.

5. Allen MM, Krych AJ, Johnson NR, Mohan R, Stuart MJ, Dahm DL. Combined 
Tibial Tubercle Osteotomy and Medial Patellofemoral Ligament Recon-
struction for Recurrent Lateral Patellar Instability in Patients With Multiple 
Anatomic Risk Factors. Arthroscopy 2018;34(8):2420–2426.e2423.

6. Burnham JM, Howard JS, Hayes CB, Lattermann C. Medial Patellofemoral Liga-
ment Reconstruction with concomitant tibial tubercle transfer: a systematic 
review of outcomes and complications. Arthroscopy. 2016;32(6):1185–95.

7. Franciozi CE, Ambra LF, Albertoni LJB, Debieux P, Granata GSM Jr., Kubota MS, 
Carneiro M, Abdalla RJ, Luzo MVM, Cohen M. Anteromedial Tibial Tubercle 
Osteotomy improves results of Medial Patellofemoral Ligament Reconstruc-
tion for recurrent patellar instability in patients with tibial tuberosity-trochlear 
groove Distance of 17 to 20 mm. Arthroscopy. 2019;35(2):566–74.

8. Longo UG, Berton A, Salvatore G, Migliorini F, Ciuffreda M, Nazarian A, Denaro 
V. Medial Patellofemoral Ligament Reconstruction Combined with Bony 
procedures for Patellar instability: current indications, outcomes, and compli-
cations. Arthroscopy. 2016;32(7):1421–7.

9. Vetrano M, Oliva F, Bisicchia S, Bossa M, De Carli A, Di Lorenzo L, Erroi D, Forte 
A, Foti C, Frizziero A, et al. I.S.Mu.L.T. First-time patellar dislocation guidelines. 
Muscles Ligaments Tendons J. 2017;7(1):1–10.

10. Panni AS, Cerciello S, Maffulli N, Di Cesare M, Servien E, Neyret P. Patellar 
shape can be a predisposing factor in patellar instability. Knee Surg Sports 
Traumatol Arthrosc. 2011;19(4):663–70.

11. Dejour D, Le Coultre B. Osteotomies in patello-femoral instabilities. Sports 
Med Arthrosc Rev. 2018;26(1):8–15.

12. Dejour H, Walch G, Nove-Josserand L, Guier C. Factors of patellar instabil-
ity: an anatomic radiographic study. Knee Surg Sports Traumatol Arthrosc. 
1994;2(1):19–26.

13. Diederichs G, Köhlitz T, Kornaropoulos E, Heller MO, Vollnberg B, Scheffler S. 
Magnetic resonance imaging analysis of rotational alignment in patients with 
patellar dislocations. Am J Sports Med. 2013;41(1):51–7.

14. Lee TQ, Anzel SH, Bennett KA, Pang D, Kim WC. The influence of fixed rota-
tional deformities of the femur on the patellofemoral contact pressures in 
human cadaver knees. Clin Orthop Relat Res. 1994;302:69–74.

15. Souza RB, Draper CE, Fredericson M, Powers CM. Femur rotation and patel-
lofemoral joint kinematics: a weight-bearing magnetic resonance imaging 
analysis. J Orthop Sports Phys Ther. 2010;40(5):277–85.

16. Kaiser P, Schmoelz W, Schoettle P, Zwierzina M, Heinrichs C, Attal R. Increased 
internal femoral torsion can be regarded as a risk factor for patellar instability 
- A biomechanical study. Clin Biomech (Bristol Avon). 2017;47:103–9.

17. Kaiser P, Schmoelz W, Schöttle PB, Heinrichs C, Zwierzina M, Attal R. Isolated 
medial patellofemoral ligament reconstruction for patella instability is 
insufficient for higher degrees of internal femoral torsion. Knee Surg Sports 
Traumatol Arthrosc. 2019;27(3):758–65.

18. Blanke F, Watermann K, Haenle M, Feitenhansl A, Camathias C, Vogt S. 
Isolated Medial Patellofemoral Ligament Reconstruction can be an Effec-
tive Procedure in Patellofemoral instability with risk factors. J Knee Surg. 
2020;33(10):992–7.

19. Erickson BJ, Nguyen J, Gasik K, Gruber S, Brady J, Shubin Stein BE. Isolated 
Medial Patellofemoral Ligament Reconstruction for Patellar Instability 
regardless of tibial tubercle-trochlear groove Distance and Patellar Height: 
outcomes at 1 and 2 years. Am J Sports Med. 2019;47(6):1331–7.

20. Kita K, Tanaka Y, Toritsuka Y, Amano H, Uchida R, Takao R, Horibe S. Factors 
affecting the outcomes of double-bundle Medial Patellofemoral Ligament 
Reconstruction for recurrent patellar dislocations evaluated by Multivariate 
Analysis. Am J Sports Med. 2015;43(12):2988–96.

21. Frings J, Krause M, Akoto R, Frosch KH. Clinical results after combined distal 
femoral osteotomy in patients with patellar maltracking and recurrent dislo-
cations. J Knee Surg. 2019;32(9):924–33.

22. Imhoff FB, Cotic M, Liska F, Dyrna FGE, Beitzel K, Imhoff AB, Herbst E. Derota-
tional osteotomy at the distal femur is effective to treat patients with patellar 
instability. Knee Surg Sports Traumatol Arthrosc. 2019;27(2):652–8.

23. Nelitz M, Dreyhaupt J, Williams SR, Dornacher D. Combined supracondylar 
femoral derotation osteotomy and patellofemoral ligament reconstruction 
for recurrent patellar dislocation and severe femoral anteversion syndrome: 
surgical technique and clinical outcome. Int Orthop. 2015;39(12):2355–62.

24. Weber AE, Nathani A, Dines JS, Allen AA, Shubin-Stein BE, Arendt EA, Bedi A. 
An Algorithmic Approach to the management of recurrent lateral patellar 
dislocation. J Bone Joint Surg Am. 2016;98(5):417–27.

25. Zhang Z, Zhang H, Song G, Wang X, Zhang J, Zheng T, Ni Q, Feng H. A 
high-Grade J sign is more likely to yield higher postoperative patellar 
laxity and residual maltracking in patients with recurrent patellar disloca-
tion treated with derotational distal femoral osteotomy. Am J Sports Med. 
2020;48(1):117–27.

26. Zhang Z, Cao Y, Song G, Li Y, Zheng T, Zhang H. Derotational femoral 
osteotomy for treating recurrent patellar dislocation in the Presence of 
increased femoral anteversion: a systematic review. Orthop J Sports Med. 
2021;9(11):23259671211057126.

27. Moher D, Liberati A, Tetzlaff J, Altman DG. Preferred reporting items for 
systematic reviews and meta-analyses: the PRISMA statement. PLoS Med. 
2009;6(7):e1000097.

28. Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, 
Shamseer L, Tetzlaff JM, Akl EA, Brennan SE, et al. The PRISMA 2020 statement: 
an updated guideline for reporting systematic reviews. BMJ. 2021;372:n71.

29. Li H, Wu Z, Chen J, Su K, Guo L, Xu K, Gu T, Jiang Y, Wang P, Zeng H et al. Exter-
nal radiotherapy combined with sorafenib has better efficacy in unresectable 
hepatocellular carcinoma: a systematic review and meta-analysis. Clin Exp 
Med 2022.

30. Migliorini F, Eschweiler J, Betsch M, Knobe M, Tingart M, Maffulli N. Prognostic 
factors for isolated medial patellofemoral ligament reconstruction: a system-
atic review. Surgeon. 2022;20(4):e112–21.

31. Migliorini F, Marsilio E, Oliva F, Eschweiler J, Hildebrand F, Maffulli N. Chondral 
injuries in patients with recurrent patellar dislocation: a systematic review. J 
Orthop Surg Res. 2022;17(1):63.

32. Migliorini F, Eschweiler J, Spiezia F, Knobe M, Hildebrand F, Maffulli N. Syn-
thetic graft for medial patellofemoral ligament reconstruction: a systematic 
review. J Orthop Traumatol. 2022;23(1):41.



Page 8 of 8Yang et al. Journal of Orthopaedic Surgery and Research          (2024) 19:228 

33. Migliorini F, Trivellas A, Eschweiler J, Knobe M, Tingart M, Maffulli N. Compa-
rable outcome for autografts and allografts in primary medial patellofemoral 
ligament reconstruction for patellofemoral instability: systematic review and 
meta-analysis. Knee Surg Sports Traumatol Arthrosc. 2022;30(4):1282–91.

34. von Elm E, Poglia G, Walder B, Tramèr MR. Different patterns of duplicate 
publication: an analysis of articles used in systematic reviews. JAMA. 
2004;291(8):974–80.

35. Slim K, Nini E, Forestier D, Kwiatkowski F, Panis Y, Chipponi J. Methodological 
index for non-randomized studies (minors): development and validation of a 
new instrument. ANZ J Surg. 2003;73(9):712–6.

36. Deng X, Li L, Zhou P, Deng F, Li Y, He Y, Chen G, Li Z, Liu J. Medial patellofemo-
ral ligament reconstruction combined with biplanar supracondylar femoral 
derotation osteotomy in recurrent patellar dislocation with increased femoral 
internal torsion and genu valgum: a retrospective pilot study. BMC Musculo-
skelet Disord. 2021;22(1):990.

37. Zhang ZJ, Di MLQ, Song GY, Li Y, Cao YW, Zheng T, Feng H, Zhang H. Clinical 
and second-look arthroscopic results for derotational distal femoral osteot-
omy with Medial Patellofemoral Ligament Reconstruction for recurrent patel-
lar dislocation with increased femoral anteversion: a Series of 102 cases with 
a Minimum Clinical follow-up of 2 years. Am J Sports Med. 2023;51(3):663–71.

38. Li Y, Liu J, Lei L, Zhou P, Deng F, Li Z. [Short-term effectiveness of derotational 
distal femoral osteotomy combined with medial patellofemoral ligament 
reconstruction for recurrent patellar dislocation]. Zhongguo Xiu Fu Chong 
Jian Wai Ke Za Zhi. 2021;35(3):343–8.

39. Zhang Z, Song G, Li Y, Zheng T, Ni Q, Feng H, Zhang H. Medial Patellofemoral 
Ligament Reconstruction with or without derotational distal femoral osteot-
omy in treating recurrent patellar dislocation with increased femoral antever-
sion: a retrospective comparative study. Am J Sports Med. 2021;49(1):200–6.

40. Hao K, Niu Y, Kong L, Wang F. Medial patellofemoral ligament reconstruction 
combined with derotational distal femoral osteotomy yields better outcomes 
than isolated procedures in patellar dislocation with increased femoral 
anteversion. Knee Surg Sports Traumatol Arthrosc. 2023;31(7):2888–96.

41. Yang GM, Wang YY, Zuo LX, Li FQ, Dai YK, Wang F. Good outcomes of 
combined femoral Derotation Osteotomy and Medial Retinaculum Plasty in 
patients with recurrent patellar dislocation. Orthop Surg. 2019;11(4):578–85.

42. Cao Y, Zhang Z, Shen J, Song G, Ni Q, Li Y, Zheng T, Zhang H. Derotational 
distal femoral osteotomy yields satisfactory clinical outcomes in pathological 
femoral rotation with failed medial patellofemoral ligament reconstruction. 
Knee Surg Sports Traumatol Arthrosc. 2022;30(5):1809–17.

43. Franciozi CE, Ambra LF, Albertoni LJ, Debieux P, Rezende FC, Oliveira MA, 
Ferreira MC, Luzo MV. Increased femoral anteversion influence over surgically 
treated recurrent patellar instability patients. Arthroscopy. 2017;33(3):633–40.

44. Frosch KH, Schmeling A. A new classification system of patellar instability and 
patellar maltracking. Arch Orthop Trauma Surg. 2016;136(4):485–97.

45. Zhou K, Sun Z, Feng A, Guo H, Sun R, Niu Y, Liu L, Wang X. Derotational 
distal femur osteotomy combined with medial patellofemoral ligament 
reconstruction yields satisfactory results in recurrent patellar dislocation 
with excessive femoral anteversion angle and trochlear dysplasia. Knee Surg 
Sports Traumatol Arthrosc 2023.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 


	Medial patellar ligament reconstruction in combination with derotational distal femoral osteotomy for treating recurrent patellar dislocation in the presence of increased femoral anteversion: a systematic review
	Abstract
	Introduction
	Methods
	Literature research
	Study selection
	Data extraction
	Risk of bias assessment
	Data analysis

	Results
	Study identification
	Patient characteristics
	Surgical techniques
	Radiological and objective clinical outcomes
	Complications

	Discussion
	Conclusion
	References


