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Il R 1B B 5 - 2 T A IR VU Sk LG 4 g IR B 515 4% (ke osteoarthritis, KOA) & A2 & JE I 12 PR 267 ATWIRSE )7 7] LA
XTI Sk LIE 7 A T IFAL AR Y 72

HEFF RO S0 AR UK IUE 4 R BUKOA KA KR 12N K . (1B)

HEREIFI VU Sk AP S IS PR S8 AR 2%, T DA — B R ARG B AT 35 00, AT B TR ST LA
IR, e Sk WILEA TG 0 T B 50 DU Sk LA A S M3, T SO O T TE I SRS W s i, A T B S i AR IR T B AT
A AR R A i T R R,

UEHE .45 - meta 43T 2 A I DU Sk JILTC 7 5 S MR IRE AT 96 1) R A A AE Gk, o (OR=1.43,95%C1: 1.19—1.71) Fl 53 1
(OR=1.39,95%CI: 1.07—1.82)X)5ZZma" JEPUKLJILIC S7 5 AR ME DT 58 10 K A A AE I ZE U 24 AT KOA s i
M MUK AL R AT B B AR R R 58 1) 2 A A AR Lo e U Sk JL e 55 1) D 436 ZEL 7 S M e
VB S5 B 5 A0 A TG RURS 151 (RR=1.50,95%CT: 1.03—2.20); JE DL ILTE /7 542 s (HR=3.48,95%CI: 1.30—9.35)#
PN 5675 (HR=4.60,95%CI: 1.25—17.02) BBk AT, BRI % RILEIPEE LT T BEIA & KOA i JR i B 2
FERIRER  HHARIR 100%

WEERS.2: BUCR M R AY Lovett 13 4ET- LS (manual muscle testing, MMT) 35 J5 B3 AR I DU Sk ILJE 7, b2 b5k
AR FHTFAEIN 31 s S5V 3 R s A 6 ) i . (2C)

HEFEIFH 5T DU Sk HILTE ) J2 KOA R AR R IR )2+ R 28 TR DA 1B U Sk AL xR B s e A RE AT 2L
o MMT P AR R 3 PR 5 i e B 00 ] S TR o ) AL BSO8R A R TR B A R D7 el o [R]BsF, B T LT 7K
AL 2 AR A 22 57, S5 AR A FE IR (X R TP Al G 2L,

UEH G5 - I PR Y Sk UL A 7 46 MMT 3 FIE UL E" . MMT i R Lovett 13 S0P bnift, B4R
i, JUP AT BRI s #e b R A5 T4 3 46, T SR (IURs a0 b Bt o S [RIAFIE R S B (8 TR0 1A 9 1
B DUk UL Z 2508 - 50—59 2 Lo PR OL S M AR E OL S8 MSF- 3548 43901 2 (314.75+82.98 )N F1(305.22+75.68 )N, 53 M 4351y
(458.45+79.73)N 1 (452.54+86.52)N; 60—69 2 L P {J M A1 4 £ 350 [ 22 (263.48+66.92)N F1 (255.00+73.06)N, 1Ky
(372.7181.81 )N F1(377.57+67.75)N; 70—79 % L ik — 2% 28 (218.55+46.71 )N F1(215.72+48.55)N, 4 4y (358.57+76.13)
N H1(365.00£71.21)N" . A5l it 5 PG (A HH AR 1 D PG FR B , 60%/s 3B e i FH T it e ir™s I RS2, S SRR 4 3
At H A F B 7 HLF A5 P A RO BFAS 12, IEAG PR AL AR , S EA 7 WA LA Se T ;R WL ARtk 3o

W E I 5.3 TEHERRAS RAE AR B0 T 2 BCR FAE S BT B 2k I £ i 10 77 5 BRI 2% (low-1oad blood flow restric-
tion, LL-BFR) . # 2 UL A 3, i) 3 (neuromuscular electrical stimulation, NMES ) Fl 4> & % 1 i)l % (whole-body vibration train-
ing, WBVT){ER TR BEILK IG5 KOA (1) = 2EEmE . 3530 AHE , S Sk AL S b B I 25 s X 60 25 LA L fit e
NHEEFII KOA #3548 LL-BFR IR E AT 3. (2C)

HEFE D BE . NMES 38 32 34 1132 211 B0 (1974 55 R0 08 23 2 ) Df 348 5 UL PR A6 s LL-BFR 78 Jy 35 BR il 80 Bk A e Bk i o, 88 D
JULPA H 7 A B K JE A AR R Z2 2 351 R Bk b s 5 A% 495 w8 A7 ey i 3R ) DX ) 5 e Al s 1 15 SR A R 5 T WB-
VT )36 3 3 UL R 5 R 38 i P R ML S8 o328 Sh AR 28T 7 A iR 2 B ik T R it Ao A [ ) 2 AL )
AHE PR, 2 fm] KA AR VR

UEHE 2045 - meta SMAT 7w , £ 60 2 LU AR ARE T, SAGGANGM AT I 2540 L, LL-BFR A SGE LA ) (SMD=0.44,95%
CI: 0.28—0.60) FALPIAER (SMD=0.51,95%CI: 0.06—0.96) /7 [ HA /N R & FR BE AR, X F R KOA %, LL-BFR
P 25 3w OB A 03 7E 0 T Sk WL 4 (SMD=2.14, 95%CI:  0.38—3.90) FI LA it 1 (SMD=1.33,95%CL: 0.24—
2.42) J7 AL GAR AT I ZRE AT 20" . WBVT 855428 3Ry vl MR I T B8 A R 9 Th ARG 2h /K (MD= - 27.2,
95%Cl: - 32.71— - 21.69)™ 21 5 £ HHE BB, AREIL AY NMES (B 2% 50—75Hz, ik ih-FE T [E] 200—400ps, 7K 20min)
S5 518 BT EMECRE T 5187, HARE 5 R AL 3 IRIGYT SE ARG I DU S L3 == RO Sk UL S R Ay s 5 1 ol 10%—
60% IRM, AU 8—12 /4, 2—3 4, Bk 30—60min, B AT 3 0, 72k 270 8 Ji™,

X TR A - O JATTAS U Sk LI RE , 5501 i FE A s @EA T R M58 sl 2 , T 6% et BEL s A1 Ao 1 37 B 1)
YIZR(60 2 LA 1) s QMRS T R o 4T 71 KOA B : OS5 438 shiR Y7 AR 5 @R FAAR G far i 37t FR i )11 20
PRl NMES ; @7 B N4 SR Sh Ay AR i B, el 2 5 a4 .

Il R (2] B3 6 = J2 A LA ME AR AT WG 1 KOA B A= R J ) J12f R 287 A MR 3k ) T MR 28 J) L 80 ) A R 7 7
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HEFE I 6.1 : F UK IR LR WAL IS KOA & JE I J12# P % . (2B)

PR DR 0 UL IR DG 2 0 S UL, e DG 1 sh S R e M R o RLNE 28 ALY 2o 38 3006 Pl R S U1
BT A3 AT S BN ST B U0 3 R0 0 3, FEE 565 BCE- IR AR SRR [ A v] BERE (G ROM., iR AL 2SI, - i & 1
TS T AB AP,

UEHE B4 MR 28 LA 08 K A 53 M KOA B v i 2 T, S T B TE 2 %Ak (OR=1.59,95%CI: 1.06—2.39)Fll
BT IR AE (OR=4.60,95%Cl: 1.25—17.02) B EHK", L9 £, G AR KOA B3 P IELE L #0E S B8 &R
B, 5SRO IR A Y, FR R AR S I UESR R B, IR Z8 L Rem T 1 i 2 IR KOA B 1Y VAS 74>
(MD=2.6,95%CI: 2.0—3.2) #IWOMAC ¥4 (MD=10.4,95%CI: 8.1—12.7)**

HEFE I 6.2: USRI 2R 1w U E SR A AE S B i PAL I 28 L0 . (2D)

HEFE IS M2 WL S S8 MR 28 LR IR 32 Shad A H o B A S 30 A LA S iAo MR 28 L R e o e o
TTIAE B2 E RN B R BN ST IV T KOA i RERY WL 2o S5 AL A MIMT P14k B 2 LY ) 2 Ak
TR, LT L K (surface electromyographys, sSEMG ) 1] $2 (I LA 436 18 et A 25 | 3 FH T shaZS FEs 204l s 1 = 428
AyRTINGE S A O A S RIS ShER s e i AR ) E B

TEHE BA5 6 R E 2 W IR 48 JILh S0 5 B U R, SEMG 804X 8 Ak A5 254387 o JIL T 000§ ek 25 Sk 0 i Al 28 s I
i) AT MMT (S 1 L Bl o 7 ) AR ME 28 L7 a0 fdt e AR 208 AL -5 15 P sk AL A9 338035 EU E (co-activation ratio, CR) #4) 4y
0.30—0.50, KOA B E N 0.60—0.75%, 354 ik 32 4431 26— 32 40343 (principal component 2 score ) Fl153 B
Bt 5 i 4R i (phase-specific root mean square amplitude ) I 15t JIE 2 UL3S B9 1], 1059 S R 20%—30% , 24 38403 HsJ (] 35 )
40%—50% ) 4 7 BH b 19 M 28 L3k S0 0 IR 200 UL 0 R0 3 T IR OG0 A i ) I 2 v, MR R AR 1 3.5% —
4.5% BN 5.0%—6.5%" ", HIAEIZWIEIR LIS I, 22 LR AR : CR>0.60" 5 B B [A]>40% 4545 R HA™ 9 STy
SR TR >5.0%

HEFE I 6.3 HEICR FH A IE 28 UL . 25 Bl B Ak 20 4R 04 3 (instrument-assisted soft tissue mobilization ,TASTM) . BhZA%K
HE A3 (dynamic soft tissue mobilization, DSTM ) FIA AT pfi22 JJLIA {2 i (proprioceptive neuromuscular facilitation, PNF)
Ay MR 2 ALk B 1) S 25K . (2D)

HEAE B . 22 A 28 UL . TASTM . DSTM Fl PNF fE W0 N8 WL 06 , T IE 2% KOA 1% & ZE Filt J . TASTM Al DSTM i
T AU R 1 R 2H 2 0, B T 2 Sk R0 L VAR B, DA T st I 2 JULZE 4 ), PN TS 5w 22 UL IR 3R 8 ) S ST
FEE LA TR R A, $ 5 ROMP™,

UEFE B 45 - IASTMP A DSTM™H) n] ok 36 [ 28 AL 32 #7 #: (SMD=0.78; 95% CI: 0.62—0.94; SMD=0.7,95% CI 0.48—
0.92) , FEARME 48 AT 3G /KT o PR 2 (P E 28 JUL R AL e — Sk LR R P AL 2 BV 76 4 J8 T U 38 10 T8 B 4 B
AR LA, KOOS FE T R 41 6] 22 5300 B Cohen's d=0.79(95%CI: 0.65—1.12) ,KOOS fiERk T Cohen's d=0.80(95%
CI: 0.61—1.18) ,OAKHQOL J&Jf T-1t % Cohen's d=0.79(95%CI: 0.58—1.09)%, {H Y i iE4 51 A Am , Ife S 7 P I o 45
SRS B VT8, AR T 2 T R R R S kg

I PR IE)RR 7 : 2 A AR AN ALIC 1A KOA KA R R fa iy R 257 A7 WRLe 5 vk ] LAXHHES N AILIC 1 a8E 4 TTAS AR 7

EFEREL 7.1 AUCEE MR I 11 KOA K el [N % . (2D)

HEFE IR fE SR WUHE , T 288 T WL E/INIL L 57 R sk LA G DT LAE , ek TR sl N G2 sl 2 o 2™,
A TR P AN R )RR e B A, B L 2 R R BEANR AU TE ) & S ECE AR SR O RS, DI i
ST PR I 2 s AR P SO IS R DG IR A TR O AN R JIURE 1 o R AT A0k i o A e AR T 13 8, B 1k
JIERAW S S PRI, AT RR IO P ) == 1

YR S5 A T AR A I R A ) 5o L7 S U 25T DA 2 R 143 (SMD= - 0.29,95%Cl: - 0.54—

- 0.04) 3% WOMAC ZIFERES (SMD= - 0.54,95%CI: - 1.04— - 0.08) . meta 43 Hr ot & 3 KOA B AA7EmisNEALE T
(SMD= - 0.60,95% CI: - 1.04— - 0.17)" FELABAHMNENL I 55 2 4 )5 09 P 1E 5 R M i 200 B 408 400 2 i 422 67 AH O
(RR=0.95,95%CI: 0.84—1.08; RR=0.83,95%CI: 0.71—0.98)"", X /R#EIMNENL Al GEXHIE S T B E SR 1R L 3F
B BT TIRE . AFIRAT UESE BT WA, TSR LRI T Ay A5 105 T8 2 1 DRI AR 56 2R v T B 22 o8 T A RS .

HEFFE L 7.2 AR FH O KLY Lovett 13 24 MMT s 8L 212 7 20 PAG AN ML TS , B R SR FH 40 3 el 25
LTINSV SR RS 8 185 - AN S5 AR - SRR bR (e . (1B)
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HEFEIGHL A NR LG ) T REINRI 2L 2B KOA fB & IR I E 8 , MERR PEAS AN R LU A5 B T 100 KOA . MMT #:4F
FRTARE , 38 ) 5 T A T o 4R 06 TR 0 A e A 5l , A R A e Ao AR

UEHE B2 - AR WU PPAS T3 VA5G MMT R 3o AN R ARS8 R SR B T2 000 313k Ay 1 5 e L
BT ZHAE" : 50—59 & LML M FIA AR I 25 {8 5351 4y (208.12+440.36 )N F1(203.27+38.37)N, T M 4353124 (305.97+
68.79)N F1(298.49+67.64) N; 60—69 % L P {J H M A1 AL 00 4 22 (192.30+44.11) N F1(178.45+41.94)N, J3 1 4y (260.02+
51.59)N H1(265.06+64.18)N; 70—79 2 4 Pk gk — 4 % % (162.95+36.54) N F1 (154.66+33.11)N, 5 1 Jy (251.2+48.64) N Fil
(242.64+48.94)N,, #EA1EMLAEH LS AV (EHIE (Nm/kg ) A% 0P8 4R, 7R 60°/s B BEIEA T 1 8 40T, 75 SR B4 ik
(3—30KEE ) LUk 57" I RSE e, B U DTl B RS T AT LAG S A e 86 538 P PTAG 2%, 0 PPAR LIOG R R s
WA A

R 7.3 FUCR A X NMES it Ut BHEZ sh A WBVT /B b et /R NG 1 1 £ 25 0% . (2C)

LRI B . A A1 B L) S YIS mT LA AICHE P 6 , DA s/ IR 565 ) 2 1 7 77 , 1T BB DR P0G FE e G2 s il e,
AR WU TG X F 77 1L FUEL F% B 1A O o) A 5 3R AP 22 e B 22 NMES 3l ik BRI A s 4 | st pfr izt
WL SEE AR SRR 5T G AR L B A A b AN R 5 22 AL R IGaR L ™, i 4 B iR Sl 2R D003 3 8 L IR 7 g, 5%
M AR AL, 300G o d8 sl 20 df ™ AR R Bl i s e s e e BRI 8 2 (i i LT 228 11 55 1 e Al vk 24 5 5 L
LR YRR AL T AR B, A R FHILIR 0 (T R AR RS, 3 R T IR it S A [ LA B R] , R T
FRITVE

TEHE 45 A R IHTBE I 25 T HiAE 4 KOA B (SMD= - 1.91,95%CI: - 2.92— - 0.9) Fl#3% 5% (SMD=0.70,
95%Cl: 0.25—1.14) J7 AT W EROR 2 B IREEE G128 3R TT v PR IEEE T B E A AR T RETE Bl K F-(SMD=
0.46,95%CI: 0.20—0.71; SMD= - 0.72,95%CI: - 1.14— - 0.30)2", #EAM LIy 5 25l (o FH 3= 00057 57 5 38 ok W o)
FE, BEANJIURE 8—12 Yk /4H , 2—3 41, BEYK 15—30min , £ JEHR: 5 K, FR4k 12 8], AT DU &8sk S8 2K, Bl 2B R Es A L
TINGIEAP, NMESAE A4 Bhalih sz FFF-Be, vl £ M sm i s RN S5 % 71 . WAz s NMES 255254111 2k fg &
FRTH AT RE H1 % 13 SRR HH AR I UPGEE S s i AR .

2.6 BERI TS ETL

Il R 5] R 8 : 2 A AR M O 1T S5 A ZELAE S KOA AR R R 12 R R 2 AT WL T 32 mT K e OG5 25 40 ZEALEA T3
i HETT 7

HEHEE N 81 I B IS N KOA &4 KB F12£ N &K L (20)

AR S P B AR SRR AT, 5 IR0 Sk AU M L [ 4 7 A2 2 i A LRI, E38 I e DU Sk LT R L 43 88070 o R 4
e M R EEAE S, H AR B T AM i S DL R A B A S R S R SR R A e A
FE A T AT E I PIAR 2 B0, W BB BT 10 58 0 ) 430 R VU Sk L ERARES . Q ff FH e B 1B 1 S8 34 R DA R i i
A5, T T S 00 JE 5 O I R LE R TR RSB AT I 5 KOA 22 ] (1) B 3 DR R 56 2R i 1k — AL WA, (B AR F1 2
HEM , 52 52 A B IO P RESE S BB A3 T AR ) 12 R e S SN UL IR R A A AL, 3 KOA 1 & A8 KUK

RS Bl A5 TR A& B A WF o8 & B, 88 AL 8 3 3 0 T KOA & A 9 KUK (HR=9.70, 95%CI: 4.65—
20.24)1 4 Iy TR % BRBF AR 45 SR R, BEAE e B A7 S i IROG T R 9 R A 1 3 AHOC (OR=3.2, 95%CI: 1.25—=8.18)"*,
B AL AT 5 L R A R B AT KOA [ JRUBS R I, R RTS8 B B A7, AR 2 X AR AR R B A A R
AT REREAR AR & A2 KOA Y XU

EFERE 8.2: IR AR S RIS WAEES & 10 X i B i 7455774l - (2B)

HERZ DR PR . SR 22K, BE R Wt Ak -5 B T A2 A 5 0 i) 2 2 80, W12 4571 - % 42 VA BE % (tibial  tubercle-trochlear
groove, TT-TG) T G 0K B e URHA 67, i RIZ B8 2 22 48 i 50 10 [m] CAn g2 & PRIV sk ) A A6 e (Can JIRAE 2V
B BHMESE ), P PPl AR I PR ER B A B AR 8 Ik SAH DG T RE Bt , S 2 Wi B (it BT a8 TRk (5 B . e RSk inl
SFEHE RIS WiE R D RERASFIAEIR , W& BN AR FE , BE S A I ERR M TAh BB 7, A B TR SR

EHREES SRR T I N TT-TG i R UR B e B R i o B IR B 45710 3] 5 28 S)Ai 1 BE # (tibial tubercle
to posterior cruciate ligament, TT-PCL)%, {HiZWibrifE i oo —45181 . AWF5REE H, TT-TG IE# L E 4 13.6—20mm  fif
BRI 1E T R 110—20°, — 50 T 1A 0 52 38 1 MRTSFAY , 858 A2 A9 12 K BB A 375 « TT-PCL>15.0mm (F{g 4 72.0,
95%CI: 62.1—80.5; i1 75.00,95%CI: 65.3—83.1) \TT-TG>21.3mm (gt 76.0,95%CI: 66.4—84.0; 4551k 46.00,
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95%CI: 36.0—56.3) I 4-IR BE <4.95mm (AT 80.00,95%CI: 70.8—87.3; Hi71:82.00,95%CI: 73.9—89.0)™, 7 —Iifff
SIS EWIRVE TT-TG BeH T TR A2 W FHE 4 31 R - >10.7° (U2 93.3%, 74 93.3% ) >9. 7Tmm (U 70.0% , 455
5P 86.7%) «<4.5mm (B 96.7% , FE 5 83.3% )7, IR KIS WML 560 so A AE KA . B A MR B A fe BE A — kel 2
YRR AMIIE A s, A A n] WL R AT i Al e DU Sk LS4 e 5 TG S E S L Q MK JJIBAE A it dehiat it A 224 1HL it
AH:AIU*BJO

EFFE I 8.3 AU P R B AL FLCH] BB e BT R SR AR T RIS . AE LU NI BCR T ARG . Off
SHRITRCRA: s @& B ML ; G WA A B - J /e sk . (2B)

HEAEIFEL o7 U B A H G BB B BT, BRI FARVAYT  BURRE 6 JH 2 3 A T A HE A U Sk WLIIZR s i AL
FESEENZR LA AT b S UM 5077 25 BRSFIR YT JCRK L H BRI R A S5 RIS, A4 e e g A, )
FRFARTH HTHREMALRE S e, BfE o ZTAWALTAL , 2565 BB E 2 2h TR T RIE R B P s e i
EERE, FAR I AT I8 )47 (medial patellofemoral ligament, MPFL) B A 1 4B A JEB 45T AR BEHRE
RS F AR, MPFL EEASEIAY T R M B B 5 F AR Y s 254710 oAt B 25 0 B 2 S, W T 2 R R4 DLk
AR,

UEHE B2 AR T ARIAYT 5 18, ST 1 OB IO 07 A8 3 OIS 2 T, e U Sk LB 201 1 Lysholm G 15 143 (5 45 95.0
vs. 89.0,P=0.05) FIEIRELE R T M P MIARHTLEBRR 2™ BB B S FL S RBR I s OGS S48, Fasse B A AR %
T EEF(34.4% vs. 37.5%,P=0.794) (HJ5 EINRELS R EM™ . meta W1 AR , SAEFARIGIFA L, FARIGYT IR K AE S M
B AT TE 6 4F P BT AR (RR 0.40,95%CI: 0.25—0.661) , H Kujala #4355 2 (MD=10.17,95%CI: 1.61—18.74)™,
MPFL F # R 5 & % K T MPFL {842 (OR=0.42,95%CI: 0.07—0.72) FlAEF-AR34I7 (OR=0.09,95%CI: 0.03—0.32) ; MP-
FLIEE 33005 kW BAVFIEFARIGST (OR=0.42,95%CI: 0.25—0.70)™",

HEEEL 8.4 B UK BN B RN KOA KRR J12E N E  (20)

R SRR B (O HES TR S 5 DG T 192 Bh 2 R sl 1 B VAR G , SR HES 5355 38 5 43 R e A IR ™, e oy e B
BB TERSCT R R b, T A A 22 S ik R R8>, 2 U A RRUE B RO XT RN R ST T2 i i 7 4
T, AT 388 Jor e 5 P8 A2 AR 2 o i 202 2 ) IR ™ &1 et ST, v S B B AN 0 i AR R ), I — A 38 R e s S 1Y i)
D1 KA R Ry 25 R B B TS0, e 300 S B PR EA T N TR S ROM 2 FRAF I RERRE AR, ILAh, 5 i 548
KR I T RESE AR AR K M, JINEE KOA 119 98 E S i ™,

UEHE ELZE - T8 UEHR 4185 IO B 55 0 B0 s A e B 5 i e B s 28 A A 2 AH DG 1 (OR=2.51,95%C1: 1.84—
3.43), B0 BB, BOE 0L J L8 5 (OR=3.27,95%Cl: 2.24—4.76) . i B & AR KOA UG a5 B B
IEHBE R 2245 AHEIER A, SO R AR B OGN R ES AR A 0% JXURS: S 25 380, G4 Ml s e OG1 B i 43
(OR=2.4,95%CI: 1.7—3.3) fB &85 25 kB (OR=2.9,95%CI: 2.0—4.3), L K N5 JBE 56 35 %k B 451455 (OR=1.5, 95%CI ;
1.1—2.0)"™,

HEFE I 8.5 IR R H- 20 KOA i FI 1240 & Insall-Salvati (1S ) F5 54134l . (2D)

TR R L I R SR A i FH A BB = I 8 bR 248, T Z4045 Insall-Salvati (IS ) 541 . Blackburne-Peel (BP ) 5 %4 & Caton-
Deschamps (CD)$8 #0471 515 I il 3000057 X 28 A b, 1S 45 B0 1 Bl K 3 S5 80 K FUAE P4, 157 S8 Bk 0.8—
1.2 BP 45 0 o e i W T N & BN E -6 T B B S s G T FUE T, IR 0.8—1.0", CD R EU i T
BN ARE IR B A v A P R A OGBS R

UEFE 25 - IS R BRI CD F85UF 7 S 3 R B 1 — 35t , BP 3B B /s P 2 RS0, ISTERURME—7E X £k |
CT AIMRI = Al f5 Jr 2B RS P RS BE G R, AS TGy =X e AT Sl i 38 28 R, X 46 5 MRI—ShE i
£, T HABFEARTE A [F) A% 7 2 — A 22 R Y, meta 207 UE S 1S FEEC7E #5 B A A58 TN 5 TR 2 A, ¥ CD 4%
HOM BP 48 BUHAT AT AR PRI . BP H8 $I0R CD $8 500 5t 32 118 o 000 A AR AR g i), 7ETAS IR o o B A B v S AR
A7 THIAFAE SR BRI, 4 IS HR AU SHE A 1.2 B, JESEATINIT X 28 - S /s e IRE G 4% BB 3k 73%7

TR DL 8.6 : FERO FAT AR 1 S O e R e T AR T ARIBYT SR AMEE G DL T T ARRYT . (2C)

HEFE I« 55 (L B S SO B 5 0 VA AR A B R ROM P A R ZH 2R, B4 M Je 5 0 AN e XU ™Y
B Ak AT B AU A5 25 -1 S0 - IEFARIA YT nl A U SR AL AN A W 1 2E A MG s JEFARIA YT TCRLET , FA T HEa
TEAR S BRI B v B AR I G A T2

www.rehabi.com.cn 1013



Chinese Journal of Rehabilitation Medicine, Jul. 2026, Vol. 41. No.7

UESEBES - B A s (e B AR SN A2 6 FA—3 1 T I BING YT, A e Sk Ui AL B AR sl 2k A0 AN L
AL, B S A SCHIRYT FI TR T SR IE A 5K JULPR NG LI Ao ] e B B BRI 1] g, ] BB O e I O e fh v
I D RETG Sh P . BRAE T RIS INIEBOR AR U BLBE T T ARG o R E 45 15 Ul it 3 L (tibial tuber-
cleosteotomy with distalization, TTO-d) ] 45 R RFEARHE H =07 , 76.8% 1 £ H ARG 4-A5 R AP M- B PN, TTO-d I 2538
9 8—10mm""*™, AT ML 5 2K G RS IR 45 15 LAZH IE TT-TG FE g3 5 10, 3 55 [ A T P9 0 i P o e DA AR A e A7

B,

[1] Chen W, Li C, Wang Y, et al. Comparison of the asymmetries in muscle mass, biomechanical property and muscle activation
asymmetry of quadriceps femoris between patients with unilateral and bilateral knee osteoarthritis [J]. Front Physiol, 2023, 14:
1126116.

[2] Oiestad BE, Juhl CB, Eitzen I, et al. Knee extensor muscle weakness is a risk factor for development of knee osteoarthritis: A
systematic review and meta-analysis [J]. Osteoarthritis Cartilage, 2015, 23(2): 171—177.

[3] Tayfur B, Charuphongsa C, Morrissey D, et al. Neuromuscular joint function in knee osteoarthritis: A systematic review and meta-
analysis [J]. Ann Phys Rehabil Med, 2023, 66(2): 101662.

[4] Oiestad BE, Juhl CB, Culvenor AG, et al. Knee extensor muscle weakness is a risk factor for the development of knee osteoarthri-
tis: an updated systematic review and meta-analysis including 46 819 men and women [J]. Br J Sports Med, 2022, 56(6): 349—
355.

[5] Gong Z, Li J, He Z, et al. Quadriceps strength is negatively associated with knee joint structural abnormalities-data from osteoar-
thritis initiative [J]. BMC Musculoskelet Disord, 2022, 23(1). 784.

[6] Culvenor AG, Segal NA, Guermazi A, et al. Sex-specific influence of quadriceps weakness on worsening patellofemoral and tibio-
femoral cartilage damage: a prospective cohort study [J]. Arthritis Care Res (Hoboken), 2019, 71(10): 1360—1365.

[7] Chin C, Sayre EC, Guermazi A, et al. Quadriceps weakness and risk of knee cartilage loss seen on magnetic resonance imaging
in a population-based cohort with knee pain [J]. J Rheumatol, 2019, 46(2): 198—203.

[8] Tanja B, Inge K, Andrea G, et al. Validation of the comprehensive ICF core set for osteoarthritis: the perspective of physical ther-
apists [J]. Physiotherapy, 2011, 97(1): 3—I16.

[9] Dreinhdfer K, Stucki G, Ewert T, et al. ICF Core Sets for osteoarthritis [J]. J Rehabil Med, 2004, 44(Suppl): 75—80.

[10] hAeBERFaY B2 SRE =2, PUNCEEPEEERE . T RS S 1 A BRI THE R (2023 ) (7], PIEEIEEE =40k, 2024, 24
(1: 1—14.

[11] Poliana DAB, Larissa TA, Brito SAF, et al. Reference values for muscle strength: a systematic review with a descriptive meta-
analysis [J]. Braz J Phys Ther, 2018, 22(5): 355—369.

[12] Schindler I, Pontes SS, Bertoni MBM, et al. A systematic review of isokinetic muscle strength in a healthy population with spe-
cial reference to age and gender [J]. Sports Health, 2023, 15(3): 328—332.

[13] Trevor SB, Emily NA, Francisca CCC, et al. Utilizing physiological principles of motor unit recruitment to reduce fatigability of
electrically-evoked contractions: a narrative review [J]. Arch Phys Med Rehabil, 2018, 99(4): 779—791.

[14] Loenneke JP, Kim D, Fahs CA, et al. Effects of exercise with and without different degrees of blood flow restriction on torque
and muscle activation [J]. Muscle Nerve, 2015, 51(5): 713—721.

[15] Centner C, Jerger S, Lauber B, et al. Similar patterns of tendon regional hypertrophy after low-load blood flow restriction and
high-load resistance training [J]. Scand J Med Sci Sports, 2023, 33(6): 848—856.

[16] Maria PE, Ca LUDNL, Gianluca C, et al. Effects of early whole-body vibration treatment on knee neuromuscular function and
postural control after anterior cruciate ligament reconstruction: A randomized controlled trial [J]. J Rehabil Med, 2016, 48(10):
880—886.

[17] Zaidell LN, Mileva KN, Sumners DP, et al. Experimental evidence of the tonic vibration reflex during whole-body vibration of
the loaded and unloaded leg [J]. PLoS One, 2013, 8(12): e85247.

[18] Fabero-Garrido R, Gragera-Vela M, Del Corral T, et al. Effects of low-load blood flow restriction resistance training on muscle
strength and hypertrophy compared with traditional resistance training in healthy adults older than 60 years: systematic review and

meta-analysis [J]. J Clin Med, 2022, 11(24):7389.

1014  www.rehabi.com.cn



PHELAGE 4L 20264F, 55414, 557 1)

[19]

[20]

[21]

[22]

(23]

[24]

[25]

[26]

[27]

(28]

[29]

[30]

(311

[32]

[33]

[34]

[35]

[36]

[37]

[38]

[39]

Van Cant J, Dawe-Coz A, Aoun E, et al. Quadriceps strengthening with blood flow restriction for the rehabilitation of patients
with knee conditions: A systematic review with meta-analysis [J]. J Back Musculoskelet Rehabil, 2020, 33(4): 529—544.

Qiu CG, Chui CS, Chow SKH, et al. Effects of whole-body vibration therapy on knee osteoarthritis: a systematic review and me-
ta-analysis of randomized controlled trials [J]. J Rehabil Med, 2022, 54: jrm00266.

Wang P, Yang X, Yang Y, et al. Effects of whole body vibration on pain, stiffness and physical functions in patients with knee
osteoarthritis: a systematic review and meta-analysis [J]. Clin Rehabil, 2015, 29(10): 939—951.

Novak S, Guerron G, Zou Z, et al. New Guidelines for electrical stimulation parameters in adult patients with knee osteoarthritis
based on a systematic review of the current literature [J]. Am J Phys Med Rehabil, 2020, 99(8): 682—628.

Brosseau L, Taki J, Desjardins B, et al. The Ottawa panel clinical practice guidelines for the management of knee osteoarthritis.
Part two: strengthening exercise programs [J]. Clin Rehabil, 2017, 31(5): 596—611.

Astephen Wilson JL, Stanish WD, Hubley-Kozey CL. Asymptomatic and symptomatic individuals with the same radiographic evi-
dence of knee osteoarthritis walk with different knee moments and muscle activity [J]. J Orthop Res, 2017, 35(8): 1661—1670.
Hatfield GL, Costello KE, Astephen Wilson JL, et al. Association between knee joint muscle activation and knee joint moment
patterns during walking in moderate medial compartment knee osteoarthritis: implications for secondary prevention [J]. Arch Phys
Med Rehabil, 2021, 102(10): 1910—1907.

Hirose N, Kagaya Y, Tsuruike M. The task dependent differences in electromyography activity of hamstring muscles during leg
curls and hip extensions [J]. PLoS One, 2021, 16(2): €0245838.

Robbins SM, Morelli M, Martineau PA, et al. A comparison of muscle activation and knee mechanics during gait between pa-
tients with non-traumatic and post-traumatic knee osteoarthritis [J]. Osteoarthritis Cartilage, 2019, 27(7): 1033—1042.

Anjum N, Sheikh RK, Omer A, et al. Comparison of instrument-assisted soft tissue mobilization and proprioceptive neuromuscu-
lar stretching on hamstring flexibility in patients with knee osteoarthritis [J]. Peer J, 2023, 11: el6506.

Nafees K, Baig AAM, Ali SS, et al. Dynamic soft tissue mobilization versus proprioceptive neuromuscular facilitation in reducing
hamstring muscle tightness in patients with knee osteoarthritis: a randomized control trial [J]. BMC Musculoskelet Disord, 2023,
24(1): 447.

Mohamed YE, Abd-Alkareem DS, Balbaa AEA, et al. Effects of combined taping of quadriceps and hamstring muscles on pain
and disability in patients with knee osteoarthritis: Randomized assessor-blinded controlled study [J]. Int J Osteopath Med, 2023,
50: 8.

Dell'isola A, Wirth W, Steultjens M, et al. Knee extensor muscle weakness and radiographic knee osteoarthritis progression [J].
Acta Orthop, 2018, 89(4): 406—411.

Baert IA, Mahmoudian A, Nieuwenhuys A, et al. Proprioceptive accuracy in women with early and established knee osteoarthritis
and its relation to functional ability, postural control, and muscle strength [J]. Clin Rheumatol, 2013, 32(9): 1365—1374.
Murphy MT, Wang N, Felson DT, et al. Association between hamstring coactivation during isokinetic quadriceps strength testing
and knee cartilage worsening over 24 months [J]. Osteoarthritis Cartilage, 2022, 30(6): 823—831.

Hatfield GL, Costello KE, Astephen Wilson JL, et al. Baseline gait muscle activation patterns differ for osteoarthritis patients
who undergo total knee arthroplasty five to eight years later from those who do not [J]. Arthritis Care Res (Hoboken), 2021, 73
(4): 549—558.

Cheatham SW, Lee M, Cain M, et al. The efficacy of instrument assisted soft tissue mobilization: a systematic review [J]. J
Can Chiropr Assoc, 2016, 60(3): 200—211.

Markovic G. Acute effects of instrument assisted soft tissue mobilization vs. foam rolling on knee and hip range of motion in soc-
cer players [J]. J Bodyw Mov Ther, 2015, 19(4): 690—696.

Hindle KB, Whitcomb TJ, Briggs WO, et al. Proprioceptive neuromuscular facilitation (PNF): Its mechanisms and effects on
range of motion and muscular function [J]. J Hum Kinet, 2012, 31: 105—113.

Mamipour H, Negahban H, Zeinalzadeh A, et al. Comparing selective and general hamstring stretching and strengthening for
pain, disability, and quality of life in patients with primary knee osteoarthritis and varus deformity: A randomized clinical trial
[J]. Physiother Theory Pract, 2025, 41(6): 1203—1212.

Flack NA, Nicholson HD, Woodley SJ. A review of the anatomy of the hip abductor muscles, gluteus medius, gluteus minimus,
and tensor fascia lata [J]. Clin Anat, 2012, 25(6): 697—708.

www.rehabi.com.cn 1015



Chinese Journal of Rehabilitation Medicine, Jul. 2026, Vol. 41. No.7

[40]

[41]

[42]

[43]

[44]

[45]

[46]

[47]

[48]

[49]

[50]

(511

[52]

[53]

[54]

[55]
[56]

[57]

[58]

[59]

[60]

[61]

[62]

[63]

Moisio K, Colbert C, Almagor O, et al. Sagittal plane hip motion during gait and function and disability in knee osteoarthritis
[J]. Osteoarthritis and Cartilage, 2011, 19: S50—S51.

Rutherford DJ, Hubley-Kozey C, Stanish W. Hip abductor function in individuals with medial knee osteoarthritis: Implications for
medial compartment loading during gait [J]. Clin Biomech (Bristol), 2014, 29(5): 545—550.

Costa RA, Oliveira LM, Watanabe SH, et al. Isokinetic assessment of the hip muscles in patients with osteoarthritis of the knee
[J]. Clinics (Sao Paulo), 2010, 65(12): 1253—1259.

Lun V, Marsh A, Bray R, et al. Efficacy of hip strengthening exercises compared with leg strengthening exercises on knee pain,
function, and quality of life in patients with knee osteoarthritis [J]. Clin J Sport Med, 2015, 25(6): 509—517.

Hinman RS, Hunt MA, Creaby MW, et al. Hip muscle weakness in individuals with medial knee osteoarthritis [J]. Arthritis Care
Res (Hoboken), 2010, 62(8): 1190—1193.

Chang A, Hayes K, Dunlop D, et al. Hip abduction moment and protection against medial tibiofemoral osteoarthritis progression
[J]. Arthritis Rheum, 2005, 52(11): 3515—3519.

Bennell KL, Hunt MA, Wrigley TV, et al. Hip strengthening reduces symptoms but not knee load in people with medial knee os-
teoarthritis and varus malalignment: a randomised controlled trial [J]. Osteoarthritis Cartilage, 2010, 18(5): 621—628.

Peixoto Ledo Almeida G, Oliveira Monteiro I, Larissa Azevedo Tavares M, et al. Hip abductor versus adductor strengthening for
clinical outcomes in knee symptomatic osteoarthritis: A randomized controlled trial [J]. Musculoskelet Sci Pract, 2022, 61: 102575.
Qiu J, Zhou T, Jin H, et al. Effect of adding hip exercises to general rehabilitation treatment of knee osteoarthritis on patients'
physical functions: a randomized clinical trial [J]. BMC Sports Sci Med Rehabil, 2023, 15(1): 158.

Wang J, Xie Y, Wang L, et al. Hip abductor strength-based exercise therapy in treating women with moderate-to-severe knee os-
teoarthritis: a randomized controlled trial [J]. Clin Rehabil, 2020, 34(2): 160—169.

Deasy M, Leahy E, Semciw Al. Hip strength deficits in people with symptomatic knee osteoarthritis: a systematic review with
meta-analysis [J]. J Orthop Sports Phys Ther, 2016, 46(8): 629—639.

Chang AH, Chmiel JS, Almagor O, et al. Hip muscle strength and protection against structural worsening and poor function and
disability outcomes in knee osteoarthritis [J]. Osteoarthritis Cartilage, 2019, 27(6): 885—894.

Doucet BM, Lam A, Griffin L. Neuromuscular electrical stimulation for skeletal muscle function [J]. Yale J Biol Med, 2012, 85
(2): 201—215.

Damas F, Libardi CA, Ugrinowitsch C. The development of skeletal muscle hypertrophy through resistance training: the role of
muscle damage and muscle protein synthesis [J]. Eur J Appl Physiol, 2018, 118(3): 485—500.

Wermbom M, Augustsson J, Thomeé R. The influence of frequency, intensity, volume and mode of strength training on whole
muscle cross-sectional area in humans [J]. Sports Med, 2007, 37(3): 225—264.

Herda TJ. Resistance exercise training and the motor unit [J]. Eur J Appl Physiol, 2022, 122(9): 2019—2035.

Wernbom M, Aagaard P. Muscle fibre activation and fatigue with low-load blood flow restricted resistance exercise-An integrative
physiology review [J]. Acta Physiol (Oxf), 2020, 228(1): e13302.

Thomas DT, Shruthi R, Prabhakar AJ, et al. Hip abductor strengthening in patients diagnosed with knee osteoarthritis:a systemat-
ic review and meta-analysis [J]. BMC Musculoskelet Disord, 2022, 23(1): 622.

Takeda K, Koyama S, Shomoto K, et al. Modulation of the rate of force development in hip abductor muscles by neuromuscular
electrical stimulation during gait [J]. Somatosens Mot Res, 2020, 37(1): 1—S5.

Gupton M, Imonugo O, Black AC, et al. Anatomy, Bony Pelvis and Lower Limb, Knee [M]. StatPearls. Treasure Island: Stat-
Pearls Publishing LLC. 2025.

Bulgheroni E, Vasso M, Losco M, et al. Management of the first patellar dislocation: a narrative review [J]. Joints, 2019, 7
(3): 107—114.

Powers CM, Witvrouw E, Davis IS, et al. Evidence-based framework for a pathomechanical model of patellofemoral pain: 2017
patellofemoral pain consensus statement from the 4th International Patellofemoral Pain Research Retreat, Manchester, UK: part 3
[J]. Br J Sports Med, 2017, 51(24): 1713—1723.

Parikh SN, Lykissas MG, Gkiatas I. Predicting risk of recurrent patellar dislocation [J]. Curr Rev Musculoskelet Med, 2018, 11
(2): 253—260.

Sanders TL, Pareek A, Hewett TE, et al. High rate of recurrent patellar dislocation in skeletally immature patients: a long-term

1016  www.rehabi.com.cn



PHELAGE 4L 20264F, 55414, 557 1)

[64]

[65]

[66]

[67]

[68]

[69]

(701

[71]

(721

[73]

[74]

[75]

[76]

[77]

(78]

[79]

[80]

(81]

[82]

(83]

[84]

(85]

population-based study [J]. Knee Surg Sports Traumatol Arthrosc, 2018, 26(4): 1037—1043.

Sanders TL, Pareek A, Johnson NR, et al. Patellofemoral arthritis after lateral patellar dislocation: a matched population-based
analysis [J]. Am J Sports Med, 2017, 45(5): 1012—1017.

Conchie H, Clark D, Metcalfe A, et al. Adolescent knee pain and patellar dislocations are associated with patellofemoral osteoar-
thritis in adulthood: A case control study [J]. Knee, 2016, 23(4): 708—711.

Vollnberg B, Koehlitz T, Jung T, et al. Prevalence of cartilage lesions and early osteoarthritis in patients with patellar dislocation
[J]. Eur Radiol, 2012, 22(11): 2347—2356.

Thakkar RS, Del Grande F, Wadhwa V, et al. Patellar instability: CT and MRI measurements and their correlation with internal
derangement findings [J]. Knee Surg Sports Traumatol Arthrosc, 2016, 24(9): 3021—3028.

Geraghty L, Humphries D, Fitzpatrick J. Assessment of the reliability and validity of imaging measurements for patellofemoral in-
stability: an updated systematic review [J]. Skeletal Radiol, 2022, 51(12): 2245—2256.

Barbosa RM, da Silva MV, Macedo CS, et al. Imaging evaluation of patellofemoral joint instability: a review [J]. Knee Surg
Relat Res, 2023, 35(1): 7.

Danielsen O, Poulsen TA, Eysturoy NH, et al. Trochlea dysplasia, increased TT-TG distance and patella alta are risk factors for
developing first-time and recurrent patella dislocation: a systematic review [J]. Knee Surg Sports Traumatol Arthrosc, 2023, 31
(9): 3806—3846.

Friedman MV, Hillen TJ, Misra S, et al. Quantitative variable assessment of patellar instability: An MRI-based study [J]. Am J
Roentgenol, 2020, 215(5): 1163—1170.

XUAAEL, A R 7 MRS W T 00 4 18 bR S R A B L RIS W B (7], PR R e ks, 2020, 28(6): 451—
455.

Best MJ, Tanaka MJ, Demehri S, et al. Accuracy and reliability of the visual assessment of patellar tracking [J]. Am J Sports
Med, 2020, 48(2): 370—375.

Rogers DL, Cosgarea AJ. Evaluating patellofemoral patients: physical examination, radiographic imaging, and measurements [J].
Clin Sports Med, 2022, 41(1): 1—13.

Abelleyra Lastoria DA, Kenny B, Dardak S, et al. Is the patella apprehension test a valid diagnostic test for patellar instability?
A systematic review [J]. J Orthop, 2023, 42: 54—62.

Liu JN, Steinhaus ME, Kalbian IL, et al. Patellar instability management: a survey of the international patellofemoral study
group [J]. Am J Sports Med, 2018, 46(13): 3299—3306.

Moiz M, Smith N, Smith T O, et al. Clinical outcomes after the nonoperative management of lateral patellar dislocations: a sys-
tematic review [J]. Orthop J Sports Med, 2018, 6(6): 2325967118766275.

Fang M, Cai Z, Pan L, et al. Surgical treatment of patellar dislocation: A network meta-analysis of randomized control trials
and cohort studies [J]. Front Surg, 2023, 10: 1003796.

Ren B, Zhang X, Zhang L, et al. Isolated trochleoplasty for recurrent patellar dislocation has lower outcome and higher residual
instability compared with combined MPFL and trochleoplasty: a systematic review [J]. Arch Orthop Trauma Surg, 2019, 139(11):
1617—1624.

Aicale R, Maffulli N. Combined medial patellofemoral and medial patellotibial reconstruction for patellar instability: a PRISMA
systematic review [J]. J Orthop Surg Res, 2020, 15(1): 529.

Smith TO, Chester R, Cross J, et al. Rehabilitation following first-time patellar dislocation: a randomised controlled trial of pur-
ported vastus medialis obliquus muscle versus general quadriceps strengthening exercises [J]. Knee, 2015, 22(4): 313—320.
Honkonen EE, Sillanpdad PJ, Reito A, et al. A randomized controlled trial comparing a patella-stabilizing, motion-restricting knee
brace versus a neoprene nonhinged knee brace after a first-time traumatic patellar dislocation [J]. Am J Sports Med, 2022, 50
(7): 1867—1875.

Pagliazzi G, Napoli F, Previtali D, et al. A meta-analysis of surgical versus nonsurgical treatment of primary patella dislocation
[7]. Arthroscopy, 2019, 35(8): 2469—2481.

Hurley ET, Colasanti CA, Anil U, et al. Management of patellar instability: a network meta-analysis of randomized control trials
[J]. Am J Sports Med, 2022, 50(9): 2561—2567.

Stefanik JJ, Guermazi A, Zhu Y, et al. Quadriceps weakness, patella alta, and structural features of patellofemoral osteoarthritis

www.rehabi.com.cn 1017



Chinese Journal of Rehabilitation Medicine, Jul. 2026, Vol. 41. No.7

[86]

(87]

[88]

[89]

[90]

[91]

[92]

[93]

[94]

[95]

[96]

[97]

(98]

[99]

[100]

[101]

[102]

[103]

[104]

1018

[7]. Arthritis Care Res (Hoboken), 2011, 63(10): 1391—1397.
Haj-Mirzaian A, Guermazi A, Pishgar F, et al. Association of patella alta with worsening of patellofemoral osteoarthritis-related
structural damage: data from the Osteoarthritis Initiative [J]. Osteoarthritis Cartilage, 2019, 27(2): 278—285.
WS, R, AT, . SRS X R A R 1], P EFTRAMRE, 2014, 22: 47—49.
Widjajahakim R, Roux M, Jarraya M, et al. Relationship of trochlear morphology and patellofemoral joint alignment to superolat-
eral Hoffa fat pad edema on MR images in individuals with or at risk for osteoarthritis of the knee: The MOST study [J]. Radiol-
ogy, 2017, 284(3): 806—814.
Wang Y, Lu J, Wang Z, et al. The association between patella alignment and morphology and knee osteoarthritis [J]. J Orthop
Surg Res, 2024, 19(1): 509.
Stefanik JJ, Zhu Y, Zumwalt AC, et al. Association between patella alta and the prevalence and worsening of structural features
of patellofemoral joint osteoarthritis: the multicenter osteoarthritis study [J]. Arthritis Care Res (Hoboken), 2010, 62(9): 1258—
1265.
Kurien T, East J, Mandalia V. The effects of open wedge high tibial osteotomy for knee osteoarthritis on the patellofemoral joint.
A systematic review [J]. Knee, 2023, 40: 201—219.
PR, 2, WA TR BTN e G AR L A (0], T S BAGE, 2019, 34(4): 443—445.
WKaE, mEL, KR RSO EMAR T E AR IR A R ] ImARSMRSE, 2018, 26(5): 374—376.
LaPrade RF, Oro FB, Ziegler CG, et al. Patellar height and tibial slope after opening-wedge proximal tibial osteotomy: a prospec-
tive study [J]. Am J Sports Med, 2010, 38(1): 160—170.
Verhulst FV, van Sambeeck JDP, Olthuis GS, et al. Patellar height measurements: Insall-Salvati ratio is most reliable method [J].
Knee Surg Sports Traumatol Arthrosc, 2020, 28(3): 869—875.
White AE, Otlans PT, Horan DP, et al. Radiologic measurements in the assessment of patellar instability: a systematic review
and meta-analysis [J]. Orthop J Sports Med, 2021, 9(5): 2325967121993179.
Lee H, Fletcher C, Hartwell M, et al. Effect of patellofemoral arthroplasty on patellar height in patients with patellofemoral osteo-
arthritis [J]. J Knee Surg, 2023, 36(12): 1283—1288.
Pauyo T, Park JP, Bozzo I, et al. Patellofemoral instability part I: evaluation and nonsurgical treatment [J]. J Am Acad Orthop
Surg, 2022, 30(22): el431—e42.
Han SB, Bae JH, Lee SJ, et al. Biomechanical properties of a new anatomical locking metal block plate for opening wedge high
tibial osteotomy: uniplane osteotomy [J]. Knee Surg Relat Res, 2014, 26(3): 155—161.
Holtzman GW, Harris-Hayes M. Treatment of patella alta with taping, exercise, mobilization, and functional activity modifica-
tion: a case report [J]. Physiother Theory Pract, 2012, 28(1): 71—83.
Tan SHS, Ngiam EHK, Lim JY, et al. Surgical management of patella alta in patellofemoral instability: a systematic review
and meta-analysis [J]. Orthop J Sports Med, 2021, 9(4): 2325967121999642.
Leite CBG, Santos TP, Giglio PN, et al. Tibial tubercle osteotomy with distalization is a safe and effective procedure for pa-
tients with patella alta and patellar instability [J]. Orthop J Sports Med, 2021, 9(1): 2325967120975101.
Sherman SL, Erickson BJ, Cvetanovich GL, et al. Tibial tuberosity osteotomy: indications, techniques, and outcomes [J]. Am J
Sports Med, 2014, 42(8): 2006—2017.
Caton JH, Dejour D. Tibial tubercle osteotomy in patello-femoral instability and in patellar height abnormality [J]. Int Orthop,
2010, 34(2): 305—309.

www.rehabi.com.cn



