
HAL Id: hal-03176995
https://hal.science/hal-03176995

Submitted on 23 Mar 2021

HAL is a multi-disciplinary open access
archive for the deposit and dissemination of sci-
entific research documents, whether they are pub-
lished or not. The documents may come from
teaching and research institutions in France or
abroad, or from public or private research centers.

L’archive ouverte pluridisciplinaire HAL, est
destinée au dépôt et à la diffusion de documents
scientifiques de niveau recherche, publiés ou non,
émanant des établissements d’enseignement et de
recherche français ou étrangers, des laboratoires
publics ou privés.

Distributed under a Creative Commons Attribution - NonCommercial - NoDerivatives 4.0
International License

Patella Distal Pole Fracture Treated Using Ipsilateral
Hamstring Autograft Augmentation and No Additional

Hardware
Yassine Bulaïd, Sébastien Parratte, Jean-Noël Argenson, Matthieu Ollivier

To cite this version:
Yassine Bulaïd, Sébastien Parratte, Jean-Noël Argenson, Matthieu Ollivier. Patella Distal Pole Frac-
ture Treated Using Ipsilateral Hamstring Autograft Augmentation and No Additional Hardware.
Arthroscopy Techniques, 2021, 10 (1), pp.e61-e65. �10.1016/j.eats.2020.09.013�. �hal-03176995�

https://hal.science/hal-03176995
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
https://hal.archives-ouvertes.fr


Technical Note
From the C
France (Y.B
Publique des
Locomoteur,
Marseille, Fr
CNRS, ISM

The autho
funding: S.P
royalties, Zi
Joint Surge
COT; consul
disclosure fo
material.

Received A
Address c

Chirurgie Or
Basly, 62400

� 2020 P
North Ameri
(http://creati

2212-6287
https://doi
Patella Distal Pole Fracture Treated Using Ipsilateral
Hamstring Autograft Augmentation and No

Additional Hardware

Yassine Bulaïd, M.D., Maxime Fabre, M.D., Sébastien Parratte, M.D., Ph.D.,

Jean-Noël Argenson, M.D., Ph.D., and Matthieu Ollivier, M.D., Ph.D.
Abstract: Patellar lower-pole fractures occur in relatively young patients after eccentric contraction of the quadriceps or
direct trauma. Early diagnosis and adequate treatment lead to excellent outcomes and prevent tendon retraction and
scarring. The aim of surgical treatment is to restore articular congruence and reestablish the extensor mechanism of the
knee. All surgical treatments (sutures and tension band wiring, separate vertical wiring or augmented with Krackow
sutures, wiring through screws, basket plate, hook plate) use additional hardware. We propose a hardware-free technique
using ipsilateral hamstring augmentation.
atellar lower-pole fractures occur in relatively
Pyoung patients after eccentric contraction of the
quadriceps or direct trauma.1,2 Early diagnosis and
adequate treatment lead to excellent outcomes and
prevent tendon retraction and scarring.2-4 The aim of
surgical treatment is to restore articular congruence
and reestablish the extensor mechanism of the knee.
Almost all surgical treatments (sutures and tension
band wiring, separate vertical wiring or augmented
with Krackow sutures, wiring through screws, basket
plate, hook plate) use additional hardware.5,6 Because
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new techniques aim to reduce implant complications,7

we propose a hardware-free technique using ipsilat-
eral hamstring augmentation (Video).

Procedure

Patient Positioning and Visualization
The patient is positioned supine on the operating ta-

ble. The lower extremity is prepared and draped in the
usual sterile fashion. We do not use tourniquet or
elastic wrap, as we often performed the procedure
without limb exsanguination. A 15- to 20-cm anterior
incision is made in line with the medial third of the
patella and tibial tubercle. Dissection is carried down
through the skin and subcutaneous tissues to the level
of the paratenon, which is carefully preserved for a
layered closure. The patellar fracture is identified, and
the hematoma is evacuated. After careful exposure of
the patellar tendon ends, nonviable tissue is debrided,
and the fracture is reduced using a reduction clamp.

Semitendinosus Graft Harvest and Preparation
The sartorial fascia is sharply incised longitudinally

and reflected off the underlying gracilis and semite-
ndinosus tendons (Figure 1A). A tendon hook is looped
under the gracilis tendon, which is pulled into the
wound. All fascial bands are identified and transected.
Four-sided tendon mobility to the level of the muscu-
lotendinous junction is confirmed by palpation before
proceeding to graft harvest. The semitendinosus tendon
is harvested in a similar fashion using a closed tendon
stripper (Depuys, Warsaw, IN). The 2 tendons are left
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Fig 1. (A) The insertions of the gracilis and semitendinosus, which should be harvested carefully, are left attached to the
proximal tibia. The muscle fibers are debrided from the tendon proximal part, and two no. 0 absorbable braided sutures (Vicryl�;
Ethicon, Somerville, NJ) are whipstitched through the proximal ends of the tendons. The tendons are sized for later drilling of the
patella and the tibia. (B) Preparation of the tibial and femoral tunnel. The diameter of the tibial tunnel must be the same as that of
the longest tendon, usually the semitendinosus, and the femoral tunnel must be the size of both tendons. Both tunnels are
centered to avoid fracture, especially on the patella. (C) The longest tendon should be passed through the tibial tunnel from
medial to lateral; both tendons should be passed subcutaneously from distal to lateral and then through the patella tunnel; the
lateral tendon should be passed from lateral to medial; and the medial tendon should be passed from medial to lateral. Make sure
to clean both ends of the tunnels of soft tissues so that the tendons can be passed smoothly. In our experience, it is easier to pass
each end of the sutures before passing the tendons through the tunnels. The traction should be done in the tunnel direction to
avoid fractures. (D) Tension is applied simultaneously to both tendons’ proximal ends, with the knee flexed at 30�. After
satisfactory restoration of patellar height, the sutures are tied and temporary locked on the proximal part of the other hamstring
tendon using small clamps. (E) The 2 tendons are securely sutured using two no. 2 FiberForce� (Wright Medical, Memphis, TN)
sutures, starting at each side of the patellar horizontal tunnel then continuing to the distal aspect of the patella, attaching the
hamstring tendons to parapatellar soft tissue and paratenon. The arms of the 2 hamstring grafts are tensioned beneath the
patellar tendon and sutured to the native patellar tendon, to the level of the distal tubercle insertion. Finally, no. 0 absorbable
braided trans osseous sutures (Vicryl�; Ethicon) are placed to stabilize the 2 parts of the fracture after removal of the reduction
clamp (Figure 1). The torn medial and lateral retinacula are closed with interrupted no. 0 absorbable braided suture (Vicryl�;
Ethicon).
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Table 2. Advantages and Disadvantage

Advantages Disadvantages

No hardware means less risk of
infection, breakage, or painful
hardware and no need for
hardware removal

Need for good tendon quality

Cost saving (depending on the
prices of the sutures)

Open surgery

Immediate weightbearing and
early mobilization

Table 1. Pearls and Pitfalls

Pearls Pitfalls

Transect all fascia bands before stripping the tendons Failure to identify and transect all fascia bands can divert the tendon
stripper into the main tendon, leading to premature tendon
amputation; in this case, one should check whether the other
tendon is long enough be passed through both tunnels and be
sutured to the other tendon or consider another technique

Pass the longest tendon (usually the semitendinosus) through the
tibial tunnel to have enough length

The patellar tunnel should be centered to avoid fracture A transosseous tunnel that breaches the anterior cortex is more likely
to fracture8

Pass both ends of the sutures in the patellar tunnel before passing each
one of the tendons
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attached to the proximal tibia. The muscle fibers are
debrided from the tendon proximal part, and two no.
0 absorbable braided sutures (Vicryl�; Ethicon, Som-
erville, NJ) are whipstitched through the proximal ends
of the tendons. The tendons are sized for later drilling of
the patella and tibia.

Tibia Preparation
A spade-tipped guide pin is inserted through the

proximal tibia anterior and superior to the distal
hamstring attachment, and a cannulated reamer of
diameter equal to that of the semitendinosus tendon
(3 to 5 mm) is used to create a tunnel across the tibia
medially to laterally (Figure 1B).

Patella Preparation
A spade-tipped guide pin is inserted at the middle

aspect of the patella medially to laterally, trying to
divide in 2 the patellar bone by both length and
thickness. A cannulated reamer of diameter equal to
the summed diameter of the semitendinosus plus gra-
cilis tendons (6 to 8 mm) is used to create a tunnel
across the patella medially to laterally.

Bone Fixation and Augmentation Sequences
The patellar fracture is reduced using a reduction

clamp all along the augmentation procedure. A shuttle-
relay is used to pass the ends of the no. 0 absorbable
braided locking whipstitch sutures. 1) The semite-
ndinosus proximal end is passed through the tibia
medially to laterally (Figure 1C); 2) the semitendinosus
proximal end is passed through the patella laterally to
medially; and 3) the gracilis proximal end is passed
through the patella medially to laterally. We advise you
to pass both ends of the sutures in the patellar tunnel
before passing each tendon, as it may be more difficult to
pass the ends of the sutures of one tendon while the
other tendon is already in the tunnel.
Tension is applied simultaneously to both tendons’

proximal ends, with the knee flexed at 30� (Figure 1D).
After satisfactory restoration of patellar height, the su-
tures are tied and temporary locked on the proximal part
of the other hamstring tendon using small clamps. The 2
tendons are securely sutured using two no. 2 Fiber-
Force� (Wright Medical, Memphis, TN) sutures, starting
at each side of the patellar horizontal tunnel then
continuing to the distal aspect of the patella, attaching
hamstring tendons to parapatellar soft tissue and para-
tenon. The arms of the 2 hamstring grafts are tensioned
beneath the patellar tendon and sutured to the native
patellar tendon to the level of the distal tubercle inser-
tion. Finally, no. 0 absorbable braided transosseous su-
tures (Vicryl; Ethicon, Somerville, NJ) are performed to
stabilize the 2 parts of the fracture after removal of the
reduction clamp (Figure 1E). The torn medial and lateral
retinacula are closed with interrupted no. 0 absorbable
braided suture (Vicryl�; Ethicon, Somerville, NJ). Pas-
sive knee flexion is performed while the tendon
construct is visualized. Typically, knee flexion of 90� to
110� is observed without undue tension. The wound is
thoroughly irrigated. The skin and subcutaneous tissues
are closed with absorbable braided suture followed by
staple skin closure. No knee immobilizer is applied, to
allow day 0 rehabilitation. Pearls and pitfalls are
described in Table 1.

Rehabilitation
At 0 to 3 weeks, the patient is restricted to crutch-

assisted partial weightbearing without any knee brace.
Active and passive range of motion are allowed immedi-
ately from 0� to 90� At 3 to 6 weeks, the patient is
sequentially increased to full weight bearing while
weaning from using crutches. Range of motion of 0 to
120� in a hinged knee brace is allowed after 6 weeks.
Active and passive knee range of motion is allowed as
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tolerated. After 12 weeks, resisted and strengthening
exercises are allowed.

Discussion
The conventional surgical techniques do not allow

sufficient stability for comminuted fracture of the lower
pole of the patella.5,9-13 The described technique answers
different challenges: 1) the possible loss of reduction,
2) the soft tissue irritation due to breakage of wire and
migration, and 3) the need for additional surgery for the
removal of implants. The advantages and disadvantages
of the technique are described in Table 2. The hamstring
harvest is associated with morbidity, yet Larson and
Simonian did not find any functional loss in their pa-
tients.14 They reported a case series of 4 patients with
acute rupture of the patellar tendon treated with primary
surgical repair along with semitendinosus autograft
augmentation. The assessment at 40 months of follow up
included the evaluation of the strength of hamstrings and
quadriceps, the Lysholm score, a 1-legged hop distance,
the range of motion of the knee, and the length of the
patellar tendon. In each case, the quadriceps and
hamstring muscles strength were essentially the same in
the 2 legs.15 A Lysholm score from 89 to 100 is considered
good. All the patients had full extension, and flexion
ranged from 128� to 145�.
Studies have shown that patients had fewer adverse

events and less residual knee pain after patella fracture
treated with percutaneous technique compared with
open surgery with a tension band technique or with the
use of cable and pins. However, these studies had a low
quality of evidence.13,16,17 The technique described is an
open surgery technique, yet no hardware is needed; only
braided sutures are used. Hence, there is less risk of
infection, breakage or painful hardware with the neces-
sity of hardware removal. Luna-Pizarro et al.16 studied 53
patients with displaced patellar fractures in a randomized
trial. The fractures were treated with either a minimally
invasive technique or open surgery both with pins and
cerclage. At 24 month of follow up, 17 patients in the
minimally invasive group and 18 patients in the open
surgery group had undergone hardware removal indi-
cated by pain or irritation.13,16,18 This technique is cost
saving, asnomaterials is necessary, yet specific sutures are
most expensive than simple sutures. Moreover, the need
for additional surgery for hardware removal is frequent in
the literature.19,20 Jang et al. described a hook plating
technique for lower pole fractures of the patella, with
good outcomes.21 However, they had to remove the
implants in 16 of the 30 patients included in their study.
Prolonged immobilization may lead to joint stiffness,

poor cartilage nutrition, and muscle atrophy.22 Hence,
the greatest advantage of the described technique is the
possibility of immediate weightbearing and early
mobilization. A parallel could be drawn with the bio-
logical augment for acute patellar tendon repair, in
which semitendinosus augmentation allows immediate
postoperative mobilization with excellent functional
results.14 This allows patients with early functional
exercise and has a positive significance for the smooth
recovery of the articular surface of the patella and
recovery of knee extensor device function.

Conclusion
This article describes a surgical technique for fracture

of the distal pole of the patella with ipsilateral hamstring
autograft augmentation and no additional hardware.
Although clinical evidence is needed, the potential
benefits of the double frame augmentation around the
patella include early mobilization and weightbearing
avoiding hardware removal.
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