= Review Article =

istgdeuAax=olsts|x| X 9 & XM 1 = 2010
J Korean Orthop Soc Sports Med 2010; 9(1): 1-6

I A7l tisk o] oA 2
i Es

7] 19+ 300%F~400%F
[e]

37~56% J=5 AA L AT 7] E4F 65%7F B
2l 2e)7], 24%7F 27 (joggers), 9%7F &7 Eel7]
(sprinters) &} TA ] @271, 2%7} Fell& €2l 7] (huddler)
W 108 7] Aol A @Ay gioar ke,

3] A E = Sd 9 3 o AEe SodE B
% =3 (patellofemoral pain syndrome), 4t =34,
A9, €949, d2ad, Aol FH 252 95 (shin
splint), ¥ 78] T Fol gtk gelrlolx A E = &
7] el Aol Heke] Ao W S3bd 90N Bt

thal A oLl waak gk

1. 219l

AA gl 7oA g
g % gov mYgA 4
20%°3eln vl £ F

AT, A4 F-o Ay, Ad9d 227], GAY F-Ad
Ak St A T o R Wkl E

2. gai71e) Metst

A7Vl A = g shito] AWt AEH o] gloy(Fig. 1) &
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o) d (step) d AF2] 6 EE 7Fs=Ith 1 miled 1000
foot strikes7t LFER B} o]l A8k RbR ¥ = AEHAR 2}
3 "tk §A o] 2e]7] st vEheE = ARt
g7l 25 52 glo] FAHE uA &FoRE Ash FALE-
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Assessment of running injury
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Fig. 1. Walking gait cycle.
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Fig. 2. Running gait cycle.
Table 1. Causes of overuse injuriesin runners
Training Anatomic Biomechanical
Improper footwear Pes cavug/planus Height
High mileage or intensity Tibiavarum Weight

Sudden increase in mileage or intensity
Inadequate lower limb strength

Leg length discrepancy

Hamstring flexibility
Bone mineral density

Table 2. Definition of overuse

Novice >6-12 miles/week
>10% / month increase in mileage
Single run >3 times average daily mileage
) Speed training before 25 miles/ week for 3 months
Experienced

Frequent hill or speed work (hard / easy)
Continuous high mileage > 25 miles/ week
Return to previous mileage after layoff
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Z71%% — FAEA 7] T3 (heel spur syndrome)
715 % > 2EH A 24 (stress fracture)
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&S5 37 (patellofemoral syndrome)
® o}z of] Wi skx] o35 (Morning stiffness)
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(rearfoot varus/valgus)

® nAAA 1 H=Z A ™ (Abnormal forefoot alignment):
A= Ut (forefoot varus) Al €3 (pronation) 2] <l
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300~500 mile E&]7] ¥ A% w3k 55 AW Hofoksir},

% (pes planus), &

A

3. Knee evaluation

1) Physical examination
@ Patellar tilt test: €M) 715 713737 (lat. bor—
der)7} 5 mmAy = =4 7,
@ Apprehension test: €7/M&9 &¢%d 2 (patella
subluxation) - <1
@ Patellar compression test: €7 HEE% =5+
(patellofemoral pain syndrome) ¥& -5
@ Ober test — &4 t¢] 71Z(ITB tightness) o<l
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2) X—ray: femoral condyle dysplasia — crossing sign,
bump sighs &°9I? sulcus angle, lat P—F
angle, congruence angle =2l

3) CT : lateral tubercle position

Insall—Salvati index: 1.38 oA thE &£7) & “@‘”
A=A #AE(Tibial tubercle deviation) F=
Tibial tubercle—to Trochlear groove (TT-TG)7} 10
mm ©)’3A &5 B (Fig. )

AW &3 B8 34 (Anterior knee pain syndrome)

£ A 9 (Patellar tendinitis—Jumper’ s knee), W Z-&)

Fig. 3. Ober test : (A) The patient lies on the affected side. The examiner abducts and extends the affected hip. (B) The affected hip is
released. If theiliotibial band istight, the leg remains abducted and patient may have lateral knee pain.



2% (Quadriceps tendinitis)

® Sinding—Larson—Johansson ¥: &% A (epiphyseal
line)o] @3]714 &/M&F a9 27 F4 (avulsion
fracture) "

@ A A 9] AF=E (Fat pad irritation—Hoffa' s syndrome)

(® Bipartite patella

@ WEA < (Medial retinaculitis)
@ W= 33 =33 (Medial plica syndrome)
@5 A= B34 H3t(Degenerative change of

med. meniscus)
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1 AAY F& 37 (liotibial band friction syndrome)

=
: WA Z9bA 9 (popliteal tenosynovitis) A& F7Hd 92
_‘

DAE Y 1355 4= I2=4

2) A& 49 1/3 USH F6: A4 74 259 9%
(shin splint)

3) StEIF A 9 A 789 FF W &k, o]
e ST

Fig. 4. Patellar deviation(TT-TG distance) : The tibial tubercle-
to-trochlear groove (TT-TG) distance is measured by
superimposing axial computed tomography images of
the tibial tubercle and the trochlear groove with the knee
in extension.
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(Patellofemoral pain syndrome - PFS)
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3) O|=HA A Ak(physical exam)
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Fig. 5. Distal resection of the patella and the V shaped tendon
incision.



5. &214Y (Popliteal tenosynovitis)
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7. LY=X|CHH (Medial retinaculitis)
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