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X% I8 AE I MPFL BRS TR B 45 WA B 0L TPAGIE IR BGe R 45 R . (&R ] BEBIFIERTFA, FARAFE (65.3£6.7)
min, FHVFEIEPEY) (12.2£0.7) NH, S5AFMHE, R 12 NH BE Lysholm 1143 [(53.7£9.9), (86.5+6.0), P<0.001]. Kujala P-4
[(55.5+6.3), (83.7£7.9), P<0.001]. IKDC ¥4} [(54.628.7), (86.7+6.9), P<0.001] ¥ BEHah . ZARRBEVIN , I B HTEIA &
o AR, SRR, RE 12408, BEBRESESA (patellofemoral congruence angle, PCA) [(28.2+4.4)°, (13.3+2.6)°, P<
0.001]. #EHHAEMA (patella title angle, PTA) [(23.124.8)°, (8.9£2.9)°, P<0.001]. J& 45— B ¥ 41674 #E 25 (tibial tubercle—
trochlear groove distance, TT-TG) [(22.1£1.74) mm, (11.9+1.9) mm, P<0.001]. & PUk L (quadricep angle, Q ) [(23.1£2.4)°,
(15.1£2.6)°, P<0.001] ¥ 85080/, (HEBCTTHCE TR T BAR L (P>0.05). [£5i8] AEIE 5K EHE MPFL BCG IR B 45T e
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Abstract: [Objective] To investigate the clinical efficacy of tibial tuberosity osteotomy combined with double—tunnel isometric recon-

struction of medial patellofemoral ligament (MPFL) in the treatment of recurrent patellar dislocation. [ Methods] A retrospective study was
conducted on 20 patients who received surgical treatment for recurrent patellar dislocation in our hospital from May 2017 to May 2022. All of
them underwent double—tunnel isometric reconstruction MPFL combined with tibial tuberosity osteotomy. The clinical and imaging data
were evaluated. [Results] All the patients had operation performed successfully with operation time of (65.3+6.7) min, and were followed up
for (12.2+0.7) months. Compared with those before operation, the Lysholm score [(53.7£9.9), (86.5+6.0), P<0.001], Kujala score [(55.5+6.3),
(83.7+7.9), P<0.001] and IKDC scores [(54.6+8.7), (86.7+6.9), P<0.001] were significantly increased 12 months postoperatively. No further
dislocation occurred in anyone of them utill the last follow—up. Radiographically, the patellofemoral congruence angle (PCA) [(28.2+4.4)°,
(13.3+2.6)°, P<0.001], patella title angle (PTA) [(23.1+4.8)°, (8.9+2.9)°, P<0.001], tibial tubercle—trochlear groove distance (TT-TG) [(22.1+
1.74) mm, (11.9+1.9) mm, P<0.001] and quadricep angle (Q Angle) [(23.1+2.4)°, (15.1+2.6)°, P<0.001] decreased significantly 12 months
after operation compared with those preoperatively, but the patellofemoral cartilage thickness remained unchanged (P>0.05). [Conclusion]|
The tibial tuberosity osteotomy combined with double—tunnel isometric reconstruction of MPFL is an effective treatment for recurrent patel -
lar dislocation.
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Table 1 Clinical and imaging data of the 20 patients ( % %s)

Bzt ENif] KUK P{E
Lysholm 143 (41) 53.7+9.9 86.5+6.0 <0.001
Kujala $F43 (47) 55.5+6.3 83.7+7.9 <0.001
IKDC ¥4 (43) 54.6+8.7 86.7+6.9 <0.001
J#E ROM (°) 131.3+2.3 130.2+2.5 0.130
PCA () 28.2+4.4 13.322.6 <0.001
PTA (°) 23.1+4.8 8.9+2.9 <0.001
TT-TG (mm) 22.1£1.7 11.91.9 <0.001
Qi () 23.1+2.4 15.1£2.6 <0.001
R (mm) 5.240.6 5.3+0.7 0.191
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TT-TG {15 KA &2 & M B A IR 7 BOR  =
Camp 25 7 R B4l MPFL B 2 B ARk 28%, %
re M AR f# T B MPFL T80, Watanabe %5 ™ 7E354)
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BB ARG B RO FOBTE g, AR Haus-
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R R WL S 2 . 28 JRIN T Stephen 45
IR A 2 T S 1 G 17 32 sl I+ 1E A
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1b: RAEJ TT-TG [E]HE M 23 mm; le: BB THENE; 1d, le:

MPFL H A58, BT WAL T 300, 60°HOCTIVLEE AT 1f, 1g: ARJF 6 NH BT IEMAL X L R 8 BT f
B fEfL, MPFL B A G B R A5 Th: ARJS TT-TG [AIHY 13 mm.
Figure 1. A 23—year—old female. la: Preoperative MRI revealed rupture of MPFL; 1b: Preoperative TT-TG interval was 23 mm; lc: Oste-

otomy and medial transfer of the tibial tuberosity was conducted; 1d, le: After MPFL reconstruction, good patellofemoral congruency at

30° and 60° of flexion was seen under the arthroscope; 1f, 1g: Anteroposterior and lateral radiographs 6 months after surgery showed oste-

otomy site healing with patella in proper position, and MPFL femoral insertion in isometric position; 1h: The TT-TG interval after opera-

tion was 13 mm.
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