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Anomalous tendinous contribution to the adductor canal by the 
adductor longus muscle  

Devon S Boydstun, Jacob F Pfeiffer, Clive C Persaud, Anthony B Olinger

INTRODUCTION

The adductor canal is a cone shaped tunnel between the anterior and 
medial compartments of the thigh through which the femoral artery, 

femoral vein, and saphenous nerve travel in the distal thigh (1-3). It is 
bordered anteromedially by the vastoadductor membrane and the Sartorius 
muscle, anterolaterally by the vastus medialis muscle, and posteriorly by 
the adductor longus and adductor magnus muscles (3). A fascial band 
called the vastoadductor membrane arises from the medial intramuscular 
septum to form the roof of the adductor canal (4). While the femoral 
artery and femoral vein continue posteriorly and exit the adductor hiatus 
as the popliteal artery and popliteal vein, the saphenous nerve splits into 
the infrapatellar branch and the sartorial branch (5-7). The sartorial branch 
pierces the fascia of the distal adductor canal and continues its path along 
the medial aspect of the leg (5,8-10) It is at this distal point that we found an 
abnormal fibrotendinous insertion of the adductor longus muscle forming 
part of the roof of the adductor canal. 

METHODS

During routine cadaveric dissection at the Kansas City University of 
Medicine and Biosciences, an anomalous tendinous insertion of the 
adductor longus muscle was observed on a 74 year old male cadaver. The 
anomaly was photographed and documented.

RESULTS

This tendinous contribution was distinctly different from the normal, fascial 
anatomy of the adductor canal. The tendon arose from the distal portion 
of the adductor longus muscle and inserted on the tendinous portion of 
the vastus medialis muscle. The proximal edge of the tendon measured 7.2 
mm and the inferior edge measured 7.4 mm. The width of the tendon was 
32.3 mm (Figures 1 and 2). The saphenous nerve passed through the tunnel 
created by this tendinous roof. The sartorial branch of the saphenous nerve 
pierced the roof of this tunnel and continued its course down the medial 
aspect of the leg. This band is distinct and separate from the classically 
described anatomy of the adductor canal.

DISCUSSION

Saphenous neuritis, neuralgia and adductor canal compression syndrome 
are commonly missed diagnoses of medial knee pain, parethesias along 
the course of the distal saphenous nerve, and leg claudication (1,5,8-12). 
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ABSTRACT

Introduction: Classically the adductor canal is made from the fascial 
contributions from sartorius, adductor longus, adductor magnus and vastus 
medialis muscles. The contents of the adductor canal include femoral 
artery, femoral vein, and saphenous nerve.  While the femoral artery and 
vein continue posteriorly through the adductor hiatus, the saphenous nerve 
travels all the way through the adductor canal and exits the inferior opening 
of the adductor canal.  

Methods: During routine dissection, one specimen was found to have an 
abnormal tendinous contribution to the adductor canal.  

Results: This tendon arose from the distal portions of adductor longus and 
created part of the roof of the canal.  

Conclusions:  The clinical consequences of such an anomaly may include 
conditions such as saphenous neuritis, adductor canal compression 
syndrome, as well as paresthesias along the saphenous nerve distribution. 
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Figure 1) Artistic rendering of the adductor canal showing the anomalous tendon 
extending from the adductor longus muscle to the vastus medialis muscle coursing over 
the adductor canal
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These syndromes are most commonly seen in young athletes and endurance 
runners (12). The most common location for saphenous nerve compression 
is at the distal adductor canal where the sartorial branch pierces the roof 
(13,14). This compression may be caused by an increased valgus knee angle 
during muscle fatigue causing there to be added tension on the nerve (14). 
Additionally, compressive or traumatic injury can cause inflammation of 
the saphenous nerve at this location and entrapment by the adductor canal 
(15-18). Symptoms of saphenous neuralgia and neuritis include medial knee 
pain, parethesias down the medial leg, and conduction disturbances. Patients 
often report an exacerbation of these symptoms while walking or climbing 
stairs (19). These symptoms can be explained by wallerian degeneration 
occurring proximal and distal to the site of insult (18). An injury of this 
nature is usually managed by conservative treatments initially with surgical 
intervention reserved for extreme or persistent cases (11).

Adductor canal compression syndrome causing leg claudication is most 
often caused by compression of the popliteal artery and vein as they exit the 
adductor canal through the adductor hiatus (12,15) Unlike atherosclerotic 
claudication syndromes, which occur overwhelmingly in the elderly 

population, adductor canal compression syndrome occurs in young athletes, 
particularly just after exercise (12,16). Symptoms include worsening leg 
pain, numbness, and disappearance of pulses distal to the adductor canal 
upon physical activity (12). The most common cause of this syndrome is 
compression of the vessels by the adductor tendon forming the adductor 
hiatus (3). 

However, there have been a few isolated cases of a similar fibrotendinous 
band being found and severed during surgical exploration of individuals with 
chronic symptoms (12,13). These surgical findings lead us to believe that the 
presence of such an anomaly places an individual at an increased risk of 
establishing one or both of the discussed syndromes. It is possible that this 
abnormality might be an explanation for young, non-athletes complaining 
of medial knee pain and leg claudication as well as athletes who suffer from 
chronic symptoms unresponsive to conservative treatments.
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Figure 2) Photograph of the anomaly showing the anomalous tendon extending from 
the adductor longus muscle to the vastus medialis muscle coursing over the adductor 
canal. A probe has been inserted into the adductor canal to emphasize the durability 
of the anomalous tendon


