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Posteromedial snapping knee related to the sartorius muscle*
Ressalto no canto posteromedial do joelho relacionado ao músculo sartório
Marcello Henrique Nogueira-Barbosa1, Flávio de Moura Lacerda2

Abstract The most frequently reported causes of snapping knee syndrome are related to abnormalities of the meniscus, biceps
femoris tendon, gracilis and semitendinosus tendons. The present report describes a case of snapping in the posteriormedial corner of the knee related to the myotendinous junction of the sartorius muscle in a 58-year-old male patient
with knee hyperextension.
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Resumo As causas da síndrome de ressalto no joelho relatadas com maior frequência são relacionadas a anormalidades meniscais, ao tendão do músculo bíceps femoral e aos tendões grácil e semitendíneo. Neste trabalho é descrito um caso
de ressalto no canto posteromedial relacionado à junção miotendínea do músculo sartório em um paciente do sexo
masculino, de 58 anos de idade, com hiperextensão do joelho.
Unitermos: Articulações; Joelho; Sartório; Ressalto; Ultrassonografia.
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INTRODUCTION
Snapping knee syndrome corresponds
to the feeling of clicking, snapping or
abrupt movement during flexion of the
joint. The snapping or clicking may be produced by the friction of soft tissues over a
bone prominence or by the abnormal and
abrupt motion of intra-articular structures.
Association with symptoms is necessary
for the diagnosis of such a syndrome. Not
always, crepitations that are audible or may
be felt by the patient, or even a palpable
snapping felt at clinical examination are
symptomatic or pathological.
Snapping syndrome has been diagnosed and reported in the literature, involving major joints such as shoulders,
elbows, hips, knees and ankles(1). Most

frequently, the hip joint is affected(1–4). In
general, the symptoms associated with
snapping syndrome are most frequently
related to pain complaints, however, neurological changes may eventually occur, as
in the case of snapping of the ulnar nerve
at the elbow(5).
In the knee, the most frequent causes of
snapping syndrome are related to meniscal
abnormalities, to the biceps femoris tendon
and gracilis and semitendinosus tendons in
the posteromedial corner(6-11).
The present study describes a case of
snapping in the distal myotendinous junction of the sartorius muscle of a patient who
also presented knee hyperextension. No
description of this type of snapping was
found in the literature.

CASE REPORT
Male, 58-year-old white patient with a
history revision arthroplasty of the left hip,
with complaints of pain associated with the
felling of clicking in the medial aspect of
the left knee six months after surgery. At
clinical examination, besides the confirmation of a palpable snapping during knee
flexion and extension, a knee hyperextension was identified (Figure 1). A tendency
towards genu recurvatum was observed in
both knees, but most noticeable in the
symptomatic knee. A 9 mm discrepancy
was also identified in the length of the
lower limbs, with shortening of the previously operated lower limb.
In the present case, the cervical-diaphyseal angle of the left hip prosthesis measured
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Figure 1. Male, 58year-old patient. Clinical examination revealed knee hyperextension.
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about 135 degrees, while the cervical-diaphyseal angle of the right femur measured
about 130 degrees; and the ratio between the
offset at the prosthesis side and the contralateral offset was approximately 95%.
Plain radiography of the left knee confirmed the hyperextension and demonstrated minimum marginal osteophytes
(Figure 2). Knee ultrasonography was requested for the evaluation of the snapping
of one of the pes anserinus tendons, with
suspicion of semitendinosus or gracilis
snapping.

At ultrasonography, the components of
pes anserinus were identified at the posteromedial corner. The patient was evaluated in dorsal decubitus with a slight rotation of the knee to allow the assessment of
the region of interest. Subsequently, these
tendons were dynamically evaluated during
flexion and extension. Ultrasonography
confirmed the snapping at the posteromedial corner, but such snapping was exclusively related to the abrupt movement of
the sartorius in relation to the medial
condyle of the femur (Figure 3).
As the painful symptoms were relatively
well tolerated by the patient, a conservative
approach was adopted to treat the snapping,
and after 18 months the patient presented
stable complaints as compared with those
presented at the onset of the symptoms. The
treatment comprised physiotherapy for
muscular strengthening and utilization of
insoles to compensate for the discrepancy
in the length of lower limbs.
DISCUSSION

Figure 2. Plain radiography lateral view, confirming knee hyperextension, with a subtle genu recurvatum deformity.

It did not become clear for the authors
whether the knee hyperextension, the total
hip arthroplasty or a combination of both
factors might be directly or indirectly related to the occurrence of snapping of the
sartorius muscle in this case. The symptoms
onset occurred approximately six months
after arthroplasty and, for this reason, it is
possible to hypothesize that some change
in the mechanical axis of the lower limb
may have occurred.
Patients submitted to total arthroplasty
of the hip may develop changes in the
alignment of the lower limbs after the pro-

cedure(12). A limitation in the present study
was the fact that the pre- and postoperative
panoramic radiographs of the lower limb
were not available for evaluation. Total hip
arthroscopy may induce a change in the
mechanical axis, altering the spatial position of the femoral head center, with possible reduction of the femoral offset(13).
Such reduction of femoral prosthesis offset, on its turn, may lead to a lateralization
of the mechanical axis(12). In the case described in the present study the reduction
of the femoral prosthesis offset in relation
to the contralateral femur was approximately 5%.
In the knee, the snapping syndrome is
more commonly associated with meniscal
disorders(7–9). The lateral discoid meniscus
may cause symptomatic snapping, particularly in the case of type III lateral discoid
meniscus, a rare variant of discoid meniscus also known as Wrisberg variant where
the posterior attachment between the meniscus and the tibia is absent, with significantly greater mobility of the meniscus(8,14).
Cases of snapping at the posterolateral corner of the knee related to the biceps femoris tendon and to the popliteus tendon(6,15)
have been reported. Most rarely, the snapping in the knee may be caused by intraarticular tumors(16). Cases of snapping in
the posteromedial corner have been described, particularly those related to the
semitendinosus tendon around the semimembranosus muscle(10,11).
The study of snapping tendons can be
made by clinical examination and by means
of ultrasonography, which allows the dynamic study of the tendons(2,3,5,10,11). In the
suspicion of intra-articular disorders, the

Figure 3. Axial sections at ultrasonography. In A, with the flexed
knee, no structure with muscular
pattern is observed between the subcutaneous layer and the bone surface (short arrows). On B, the image acquired with the knee in hyperextension, demonstrates the sartorius muscle (long arrows), superficially located over the bone contours
(short arrows).

196

Radiol Bras. 2011 Mai/Jun;44(3):195–197

Nogueira-Barbosa MH et al. Posteromedial snapping knee

literature emphasizes the utilization of
magnetic resonance imaging(1,12). In the
present case, ultrasonography was capable
of characterizing the snapping sartorius
muscle instead of snapping semitendinosus
tendon, which is more prevalent at the posteromedial corner. At ultrasonography, the
sartorius muscle was easily differentiated
from other components of the pes anserinus, because of its more anterior position,
greater cross-sectional area at the level of
the femoral condyle, and because of its
hypoechoic composition related to the
muscular fibers. The gracilis and semitendinosus tendons present a fibrillar pattern,
are more echogenic and present a smaller
cross-sectional area (Figure 4). In the case
of snapping of the posteromedial corner
related to the semitendinosus and the gracilis tendons, the excision of such tendons
with successful relief of symptoms has al-

ready been reported in the literature(10,11,17).
No report on snapping knee related to the
sartorius muscle was found by the authors
in the literature written in Portuguese and
English languages.
Ultrasonography is an important
method for the diagnosis of snapping in the
posteromedial corner of the knee(10,11). In
the present case, the relevance of ultrasonography was confirmed, and a different
cause for posteromedial snapping in the
knee was identified.
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