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Introduction
Femoral trochlear dysplasia is an abnormality in the 
shape and depth of the trochlea groove [1]. The troch-
lea groove keeps the patella reduced above 30° of flexion, 
acting as one of the primary stabilisers of the patel-
lofemoral joint [2]. Below 30°, the main stabiliser is the 
medial patellofemoral ligament [2]. Trochlear dysplasia 
is a predisposing factor causing patellar instability [3]. 
Dysplasia increases the likelihood of patella dislocation 
laterally at the first 30’ of flexion as the patella fails to 
engage into the native groove [4, 5]. Fifty-five per cent of 
patients with patellofemoral osteoarthritis have trochlear 
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Abstract
Hypothesis/purpose  The prevalence of trochlear dysplasia is common in different populations.

Background  The prevalence of trochlear dysplasia in the general population, categorised by sex, race, age, and body 
mass index, has been sparse. This study aimed to define the prevalence of trochlear dysplasia based on the latter 
categories.

Study design  Cohort retrospective study.

Methods  1162 skeletal mature healthy femora were obtained from a CT-scan-based modelling system (SOMA). Thin 
slice CT scans were acquired exclusively for medical indications such as polytrauma (20%), CT angiography (70%) and 
other reasons (i.e. Total Joint Replacement) (10%). Trochlear dysplasia was measured using Pfirmann’s method. Patient 
demographics such as age, race and sex were recorded.

Results  The overall prevalence of trochlear dysplasia is 4.5% and is far more common in Asian female patients 
compared to Caucasian, African and Middle Eastern knees.

Conclusion  Overall, the prevalence of dysplasia in the general population was determined to be 4.5%, with female 
patients being more likely to suffer from the condition. Patients of Asian and Caucasian race were more likely to 
have trochlear dysplasia, while Middle Eastern male patients displayed more dysplastic values than their female 
counterparts.
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dysplasia, with patients commonly complaining of ante-
rior knee pain [1, 4, 6].

Trochlear dysplasia was first described in 1941 by 
Knuttson, followed by Maldague and Malghem, using 
strictly lateral conventional radiographs (CR) [7, 8]. 
Henri Dejour classified trochlear dysplasia into Types 
I to III based on the crossing sign observed on lateral 
radiographs [9]. David Dejour further established a four-
step classification using axial CT scans [10]. The Dejour 
classification is thought to be the gold standard in the 
literature. The two-tier classification system, using only 
low-grade (type A) and high-grade trochlear dysplasia 
(types B–D), can be used to reliably classify dysplasia 
rather than the 4-grade classification which showed fair 
inter-observer and intra-observer reliability [2, 11–13]. 
A recent literature review has shown that since 1990, 46 
unique measurements using X-ray, CT and MRI modali-
ties have been published to describe trochlear dysplasia 
[4]. Different approaches to assessing dysplasia and a 
lack of international consensus on which measurement 
or classifications to use have resulted in the inability to 
apply transferable treatment algorithms between each 
institution [4].

The sulcus angle is a trochlea measurement that can 
quickly and reproducibly be measured [14]. It is defined 
by the intersection of the lines connecting the highest 
point of the femoral condyles to the deepest point of the 
trochlea groove [5]. The trochlea has physiologic concav-
ity with a normal angle of 135 ± 10◦, and a cutoff value 
of 145 degrees was introduced [2, 15]. However, the sul-
cus angle has limitations as it is unable to describe side-
to-side differences in the inclination of the medial and 
lateral trochlea facets [16]. Alternatively, Pfirmann intro-
duced a separate MRI method to measure trochlea depth, 
which could differentiate trochlea dysplastic knees from 
normal knees with a sensitivity of 100% and a specific-
ity of 96% [17]. The trochlear depth was assessed using 
the medial and lateral femoral condyles and the distance 
between the deepest point of the groove and the line 
parallel to the posterior outlines of the femoral condyles 
[17]. Pfirmann demonstrated that MRIs are more advan-
tageous than radiographs because they can visualise 
cartilage at the joint surface in greater detail using the 
trochlear depth method [17].

The prevalence of trochlear dysplasia varies between 
0.7 and 2% but is present in up to 85% of patients with 
patellar instability [1, 2, 18]. The prevalence of troch-
lear dysplasia in the general population, categorised by 
sex, race, age, and body mass index, has been sparse. 
This study aimed to define the prevalence of trochlear 
dysplasia based on the latter categories using CT scan 
measurements.

Methods
1162 skeletal mature healthy femora were retrieved from 
a CT scan-based modelling and analysis system (SOMA, 
Stryker, Mahwah, New Jersey) [19]. All scans were 
obtained per local legal and regulatory requirements, 
including ethics board approval and informed consent 
from all subjects and/or their legal guardians. The SOMA 
database comprises over 25,000 bone models obtained 
from over 3,600 patients worldwide. Thin slice CT scans 
were acquired exclusively for medical indications such as 
polytrauma (20%), CT angiography (70%) and other rea-
sons (i.e. Total Joint Replacement) (10%), pixel spacing: 
Median: 0.78 mm, IQR: 0.14 mm, Slice Spacing: Median: 
1.00 mm, Interquartile Range: 0.20 mm) [19–22]. . Sub-
jects with bone or joint abnormalities, substantial osteo-
arthritis or evidence of previous surgery were excluded 
before CT scan selection through radiographic inspec-
tion. All CT scans were segmented with standard soft-
ware (MeVisLab and Materialise Mimics) according to 
a standardised protocol [19, 22]. SOMA automatically 
transfers measurements defined on an averaged 3D-bone 
template based on the available 1070 datasets to each 
dataset [19, 22]. This ensures highly accurate and repro-
ducible measurements across a large population [19, 22]. 
Subjects were positioned with their knee extended, and 
all measurements were taken using a semi-automated 
measuring system 3  cm from the joint line. This study 
was conducted following approval of the research proto-
col by the local ethical committee (Aix-Marseille Univer-
sity) performed in accordance with relevant guidelines 
and regulations, and the research was carried out in com-
pliance with the Helsinki Declaration.

Height, weight, body mass index, sex, race and age 
are all in the institution’s database and linked to the CT 
scan images. The images were then analysed to measure 
the trochlea depth. Trochlea depth was measured using 
the largest anterior-posterior diameter of the medial and 
lateral femoral condyle. The deepest point of the troch-
lea groove was measured perpendicular to the poste-
rior femoral condyle 3 cm above the joint line. A visual 
description of the method may be found in Fig. 1. This is 
in accordance with Pfirmann method [1].

Basic patient demographics were reported, as seen in 
Table 1. Qualitative variables were reported as numbers, 
and quantitative variables were mean ± standard devia-
tion. Percentiles were used to classify a knee as dysplastic, 
where high grade dysplasia was defined as values at below 
the 5th centile, low grade dysplasia 5th – 25th centile and 
normal morphology as above the 5th centile. A statistical 
analysis using the Chi-square test and Fisher exact test, 
where appropriate, was conducted using STATA (version 
18; StataCorp LLC, Texas, USA.) [23]. The significance 
threshold was set at 0.05.
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Results
As seen in Table  1, there were 1162 patients, and the 
mean age of the study population was 63 years. There 
were 568 female knees and 590 male knees, 4 knees had 
sex reported as missing. The study population consisted 
of 666 Caucasian knees, followed by Asian (n = 463), Afri-
can (n = 16) and Middle Eastern patients (n = 16). Mean 
values are presented as they showed evidence of a normal 
distribution pattern for all ethnicities when using box 
plots which were symmetrical with the median line at the 
centre of the box [24]. The mean trochlear depth using 
Pfirmann’s method was 5.2  mm. High-grade dysplasia 
was classified as values at or below the 5th percentile 
and low-grade dysplasia within the 5th -25th percen-
tile. 52 patients (4.5%) had dysplastic trochleae with a 

trochlea depth of less than 3 mm. Most of these patients 
were female (n = 38) compared to male patients (n = 29). 
The Chi-square test showed that females are associated 
with more dysplastic trochlea (p = 0.01). The Pearson cor-
relation between dysplasia and sex was moderate and 
positive (r = 0.4, p = 0.01). This was true in Caucasian and 
Asian female patients (p = 0.01). However, no association 
was found in the African cohort (p = 0.40). Middle East-
ern male patients demonstrated more dysplastic values 
than their female counterparts; however, there was no 
association (p = 0.15). Overall, the prevalence of trochlear 
dysplasia was higher among Asian and Caucasian ethnic 
groups (Table 2).

Discussion
The main finding of the study was, the overall prevalence 
of trochlear dysplasia was 55 out of 1162 knees (4.5%) 
with a value, according to the Pfirmann method, of less 
than 3  mm. Similar to other studies, females are more 
likely to be dysplastic except in Middle Eastern patients, 
where males had higher values; however, this was not 
significant p > 0.05. The female Asian population has a 
higher prevalence of high-grade dysplasia compared to 
other ethnicities.

The only two studies describing the prevalence of 
trochlear dysplasia were based on a smaller group of 
patients, 420 and 16 patients, respectively [27]. Healthy 
femora were only included in the study of Pfirmann et al., 
whilst the study of Greslamer et al. included all patients 
with knee pain [27]. Pfirmann included MRI-imaged 
femora that had already been confirmed as dysplastic, as 
this was a comparison study, whilst Greslamer used dry 
bones in a radiographic-based study [27].

For both studies, published before 2000, the primary 
outcome was determining the most reliable method to 
measure trochlear dysplasia, reporting the prevalence 

Table 1  Cohort characteristics
Parameter Summary Statistic
Number of patients (knees) 1162
Female (number of patients) 568
Mean Age for each Race category (SD)
Caucasian 62 (15)
Asian 66 (19)
African 51 (20)
Middle Eastern 49 (13)
Race categories (number of patients)
Caucasian 666
Asian 463
African 16
Middle Eastern 16
Trochlea depth (mm)
Mean (SD) 5.2 (1.3)
Range 0.6–9.2
1st quartile – Lower 4.3
2nd quartile – Median 5.15
3rd quartile - Upper 6.1

Fig. 1  A schematic line illustration and images from the CT scan-based modelling and analysis system. Trochlear depth was measured using the larg-
est anterior-posterior diameter of the lateral (A) and medial (B) femoral condyle and the deepest points of the trochlea groove (C) perpendicular to the 
posterior condyle. This is in accordance with Pfirmann method using the formula (A + B/2) – C
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as a secondary outcome. Our study is the first to analyse 
over 1000 healthy knees, with the prevalence of trochlear 
dysplasia in different sexes and ethnicities as the primary 
outcome. This is the most extensive study ever published 
describing trochlear dysplasia and the first describing the 
pathology in different ethnicities. Two other studies have 
highlighted the need to analyse variations in various eth-
nic populations and sexes [25, 26].

Trochlear dysplasia is one of the essential mechanical 
factors causing patellofemoral pain, patellar instability 
and permanent damage to the patellofemoral cartilage, 
triggering patellofemoral osteoarthritis [27]. Patello-
femoral dysplasia remains challenging to manage due 
to its controversial aetiology, complex biomechanical 
behaviour, and lack of universally accepted guidelines 
for the correct treatment [28]. Often, trochlear dysplasia 
requires surgical correction when symptomatic [16]. This 
study highlights the importance of trochlear dysplasia, 
representing the underlying cause in 96% of patients with 
recurrent patellar instability worldwide [29]. . Apart from 
dysplasia, patella dislocations are associated with injury 
to medial patellofemoral ligament, increased tibial tuber-
cle-trochlear groove distance and patella alta [30, 31]. 
Dislocations that recur frequently damage the patello-
femoral articular cartilage, causing patellofemoral osteo-
arthritis and ultimately disabling patients. Depending 
on the surgeon and patient’s preference, patellofemoral 
osteoarthritis may be treated surgically with a total knee 
or patellofemoral joint replacement [32]. With no gold 
standard treatment for patellofemoral cartilage degenera-
tion, treatment remains challenging. Therefore, research 
on trochlear dysplasia remains essential. As a result of 
this study, future power calculations can be carried out 
for specific cohorts, and the race of patients who need to 
be recruited can be established. Future research should 
include sex and race variations to evaluate a broad spec-
trum of trochlea anatomy [33].

Limitations
Measurements were taken from CT scans where the 
knee was placed in an extended position, limiting us to 
Pfirmanns method. The knee must be flexed to obtain a 
sulcus angle [18]. In this study, we were unable to deter-
mine if patients had a history of previous patella disloca-
tions, which may explain a slightly higher prevalence of 
dysplastic trochlea in this study compared to Pfrimann et 
al.‘s study associated with 2% [1]. The number of patients 
in the Middle Eastern group was smaller than that of 
Caucasians and Asians. This underpowered sample may 
be the reason why male patients were more likely to 
have dysplastic conditions in the Middle Eastern group 
compared with Caucasian and African patients. Despite 
such a large cohort of over 1000 knees, Middle Easterns 
and Africans were still underrepresented, emphasis-
ing the need for more efforts to be made in the future to 
recruit subsets of these populations. As this was a retro-
spective cohort study, a sample size calculation was not 
performed.

Conclusion
Research has focused on classification systems for troch-
lear dysplasia detection and treatment. Without know-
ing the true prevalence of the disease in the population, 
research is likely to remain focused on other major joint 
diseases. Knowing an overall prevalence of at least 4.5% 
in the general population shows that patellofemoral 
research should remain a priority for continuous research 
development.
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Number of patients. 261 223 80 65 16 21
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Number of patients 5 7 1 2 0 1
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Number of patients 10 1 3 0 1 1



Page 5 of 6Martinique et al. BMC Musculoskeletal Disorders          (2024) 25:555 

were involved in revising the manuscript and gave final approval for the 
version to be published. All authors had access to all data in the study and 
take responsibility for the integrity of the data and the accuracy of the data 
analysis.

Funding
Martinique Vella-Baldacchino is an Orthopaedic Research UK Early Career 
Research Fellow.

Data availability
The datasets used and/or analysed during the current study available from the 
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
All scans were obtained per the local legal and regulatory requirements which 
included ethics board approval and informed patient consent. This study was 
conducted following approval of the research protocol by the local ethical 
committee (Aix-Marseille University) performed in accordance with relevant 
guidelines and regulations, and the research was carried out in compliance 
with the Helsinki Declaration. All scans were obtained per local legal and 
regulatory requirements, including ethics board approval and informed 
consent from all subjects and/or their legal guardians.

Level of evidence
Prognostic Level III.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 11 January 2024 / Accepted: 10 June 2024

References
1.	 Pfirrmann CWA, Zanetti M, Romero J, Hodler J. Femoral trochlear dysplasia: 

MR Findings. Radiology. 2000;216:858–64. https://doi.org/10.1148/radiology.2
16.3.r00se38858

2.	 Bollier M, Fulkerson JP. The role of Trochlear Dysplasia in Patellofemo-
ral instability. Am Acad Orthop Surgeon. 2011;19:8–16. https://doi.
org/10.5435/00124635-201101000-00002

3.	 Steensen RN, Bentley JC, Trinh TQ, et al. The prevalence and combined preva-
lences of anatomic factors Associated with recurrent patellar dislocation. Am 
J Sports Med. 2015;43:921–7. https://doi.org/10.1177/0363546514563904

4.	 Paiva M, Blønd L, Hölmich P, et al. Quality assessment of radiological measure-
ments of trochlear dysplasia; a literature review. Knee Surg Sports Traumatol 
Arthrosc. 2018;26:746–55. https://doi.org/10.1007/s00167-017-4520-z

5.	 Fucentese SF, Schöttle PB, Pfirrmann CWA, Romero J. CT changes after troch-
leoplasty for symptomatic trochlear dysplasia. Knee Surg Sports Traumatol 
Arthrosc. 2007;15:168–74. https://doi.org/10.1007/s00167-006-0140-8

6.	 Mofidi A, Veravalli K, Jinnah RH, Poehling GG. Association and impact of patel-
lofemoral dysplasia on patellofemoral arthropathy and arthroplasty. Knee. 
2014;21:509–13. https://doi.org/10.1016/j.knee.2013.09.009

7.	 Malghem J, Maldague B. Depth insufficiency of the proximal trochlear groove 
on lateral radiographs of the knee: relation to patellar dislocation. Radiology. 
1989;170:507–10. https://doi.org/10.1148/radiology.170.2.2911676

8.	 Knutsson F. Uber die Rontgenologie Des Femoropatellargelenks Sowie Eine 
Gute Projektion Fur Das Kniegelenk. Acta Radiol. 1941;22:371–6. https://doi.
org/10.3109/00016924109132967

9.	 Dejour H, Walch G, Neyret P, Adeleine P. La Dysplasie De La trochlée fémorale 
[Dysplasia of the femoral trochlea]. Rev Chir Orthop Reparatrice Appar Mot. 
1990;76:45–54.

10.	 Dejour D, Reynaud P, Lecoultre B. Pain and patellar instability classification. 
Med Hyg. 1998;56:1466–71.

11.	 Nelitz M, Lippacher S. Arthroscopic evaluation of trochlear dysplasia as an 
aid in decision making for the treatment of patellofemoral instability. Knee 
Surg Sports Traumatol Arthrosc. 2014;22:2788–94. https://doi.org/10.1007/
s00167-013-2586-9

12.	 Meissburger V, Rougereau G, Langlais T, et al. The severity of patellar and 
trochlear dysplasia are correlated. Knee Surg Sports Traumatol Arthrosc. 
2022;30:3438–43. https://doi.org/10.1007/s00167-022-06945-0

13.	 Rémy F, Chantelot C, Fontaine C, et al. Inter- and intraobserver reproducibility 
in radiographic diagnosis and classification of femoral trochlear dysplasia. 
Surg Radiol Anat. 1998;20:285–9. https://doi.org/10.1007/BF01628492

14.	 Tanaka MJ, Sodhi A, Wadhavkar I, et al. Redefining Trochlear Dysplasia: normal 
thresholds vary by measurement technique, landmarks, and sex. Am J Sports 
Med. 2023;51:1202–10. https://doi.org/10.1177/03635465231158099

15.	 Tecklenburg K, Dejour D, Hoser C, Fink C. Bony and cartilaginous anatomy of 
the patellofemoral joint. Knee Surg Sports Traumatol Arthrosc. 2006;14:235–
40. https://doi.org/10.1007/s00167-005-0683-0

16.	 LaPrade RF, Cram TR, James EW, Rasmussen MT. Trochlear Dysplasia and 
the role of Trochleoplasty. Clin Sports Med. 2014;33:531–45. https://doi.
org/10.1016/j.csm.2014.03.005

17.	 Pfirrmann A, Zanetti M, Romero J, Hodler J. Christian W from the departments 
of Radiology femoral trochlear dysplasia. MR Findings 1; 2000.

18.	 GRELSAMER RP, TEDDER JL. The lateral trochlear sign. Clin Orthop Relat Res. 
1992. https://doi.org/10.1097/00003086-199208000-00026. 281:159???162.

19.	 Schmidt W, LiArno S, Khlopas A, et al. Stryker Orthopaedic Modeling and 
Analytics (SOMA): a review. Surg Technol Int. 2018;32:315–24.

20.	 Mathon P, Micicoi G, Seil R, et al. Healthy middle-aged Asian and caucasian 
populations present with large intra- and inter-individual variations of lower 
limb torsion. Knee Surg Sports Traumatol Arthrosc. 2021;29:1083–9. https://
doi.org/10.1007/s00167-020-06096-0

21.	 Micicoi G, Jacquet C, Sharma A, et al. Neutral alignment resulting from tibial 
vara and opposite femoral valgus is the main morphologic pattern in healthy 
middle-aged patients: an exploration of a 3D-CT database. Knee surgery, 
sports Traumatology. Arthroscopy. 2021;29:849–58. https://doi.org/10.1007/
s00167-020-06030-4

22.	 Hartel MJ, Petersik A, Schmidt A, et al. Determination of femoral Neck Angle 
and Torsion Angle utilising a Novel Three-Dimensional modeling and Analyti-
cal Technology based on CT datasets. PLoS ONE. 2016;11:e0149480. https://
doi.org/10.1371/journal.pone.0149480

23.	 STATA. (2024) STATA 18. Your Data Tell a Story. In: https://www.stata.com/
24.	 Mishra P, Pandey C, Singh U, et al. Descriptive statistics and normality tests for 

statistical data. Ann Card Anaesth. 2019;22:67. https://doi.org/10.4103/aca.
ACA_157_18

25.	 Trivellas M, Kelley B, West N, et al. Trochlear morphology development: study 
of normal Pediatric knee MRIs. J Pediatr Orthop. 2021;41:77–82. https://doi.
org/10.1097/BPO.0000000000001697

26.	 Choi W, Lee S-J, Oh J, et al. Magnetic resonance imaging of Patellofemo-
ral Morphometry reveals Age and Sex variations in the knees of children 
and adolescents. Diagnostics. 2021;11:1985. https://doi.org/10.3390/
diagnostics11111985

27.	 Biedert R, Sigg A, Gal I, Gerber H. 3D representation of the surface topog-
raphy of normal and dysplastic trochlea using MRI. Knee. 2011;18:340–6. 
https://doi.org/10.1016/j.knee.2010.07.006

28.	 Zaffagnini S, Grassi A, Zocco G, et al. The patellofemoral joint: from 
dysplasia to dislocation. EFORT Open Rev. 2017;2:204–14. https://doi.
org/10.1302/2058-5241.2.160081

29.	 Dejour H, Walch G, Nove-Josserand L, Guier C. Factors of patellar instabil-
ity: an anatomic radiographic study. Knee Surg Sports Traumatol Arthrosc. 
1994;2:19–26. https://doi.org/10.1007/BF01552649

30.	 Tompkins MA, Rohr SR, Agel J, Arendt EA. Anatomic patellar instability risk 
factors in primary lateral patellar dislocations do not predict injury patterns: 
an MRI-based study. Knee Surg Sports Traumatol Arthrosc. 2018;26:677–84. 
https://doi.org/10.1007/s00167-017-4464-3

31.	 Magnussen RA, De Simone V, Lustig S, et al. Treatment of patella alta in 
patients with episodic patellar dislocation: a systematic review. Knee Surg 
Sports Traumatol Arthrosc. 2014;22:2545–50. https://doi.org/10.1007/
s00167-013-2445-8

32.	 Lonner JH. Patellofemoral arthroplasty: pros, cons, and design considerations. 
Clinical orthopaedics and related research. Lippincott Williams and Wilkins; 
2004. pp. 158–65.

https://doi.org/10.1148/radiology.216.3.r00se38858
https://doi.org/10.1148/radiology.216.3.r00se38858
https://doi.org/10.5435/00124635-201101000-00002
https://doi.org/10.5435/00124635-201101000-00002
https://doi.org/10.1177/0363546514563904
https://doi.org/10.1007/s00167-017-4520-z
https://doi.org/10.1007/s00167-006-0140-8
https://doi.org/10.1016/j.knee.2013.09.009
https://doi.org/10.1148/radiology.170.2.2911676
https://doi.org/10.3109/00016924109132967
https://doi.org/10.3109/00016924109132967
https://doi.org/10.1007/s00167-013-2586-9
https://doi.org/10.1007/s00167-013-2586-9
https://doi.org/10.1007/s00167-022-06945-0
https://doi.org/10.1007/BF01628492
https://doi.org/10.1177/03635465231158099
https://doi.org/10.1007/s00167-005-0683-0
https://doi.org/10.1016/j.csm.2014.03.005
https://doi.org/10.1016/j.csm.2014.03.005
https://doi.org/10.1097/00003086-199208000-00026
https://doi.org/10.1007/s00167-020-06096-0
https://doi.org/10.1007/s00167-020-06096-0
https://doi.org/10.1007/s00167-020-06030-4
https://doi.org/10.1007/s00167-020-06030-4
https://doi.org/10.1371/journal.pone.0149480
https://doi.org/10.1371/journal.pone.0149480
https://www.stata.com/
https://doi.org/10.4103/aca.ACA_157_18
https://doi.org/10.4103/aca.ACA_157_18
https://doi.org/10.1097/BPO.0000000000001697
https://doi.org/10.1097/BPO.0000000000001697
https://doi.org/10.3390/diagnostics11111985
https://doi.org/10.3390/diagnostics11111985
https://doi.org/10.1016/j.knee.2010.07.006
https://doi.org/10.1302/2058-5241.2.160081
https://doi.org/10.1302/2058-5241.2.160081
https://doi.org/10.1007/BF01552649
https://doi.org/10.1007/s00167-017-4464-3
https://doi.org/10.1007/s00167-013-2445-8
https://doi.org/10.1007/s00167-013-2445-8


Page 6 of 6Martinique et al. BMC Musculoskeletal Disorders          (2024) 25:555 

33.	 Blauwet LA. Sex and Race/Ethnicity reporting in clinical trials: a necessity, 
not an option. J Womens Health. 2011;20:313–4. https://doi.org/10.1089/
jwh.2011.2744

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

https://doi.org/10.1089/jwh.2011.2744
https://doi.org/10.1089/jwh.2011.2744

	﻿Prevalence of trochlear dysplasia in an 1162 retrospective cohort study using CT scans
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Results
	﻿Discussion
	﻿Limitations
	﻿Conclusion
	﻿References


