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Study on application of posterior tibial slope angle in anterior cruciate ligament
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ABSTRACT Posterior tibial slope angle (PTSA) is a risk factor for anterior cruciate ligament (ACL) injury and has attract-
ed a lot of attention, but its mechanism of action and diagnosis are still not systematically studied in the field of sports medicine.
In this paper,we believe that PTSA should be measured by full-length lower extremity films and combined with multiple imag-
ing data for comprehensive assessment to reduce errors. A large PTSA may increases risk of anterior cruciate ligament injury, so
patients with more than 12 degrees of PTSA should be treated by preserving meniscus as much as possible during ACL recon-
struction and combining with tibial osteotomy if necessary ,which could effectively prevent risk of ligament re-injury. At the
same lime, gait analysis has an important reference value for preoperative pathogenic pattern and postoperative rehabilitation

function, so the author believes that it will have a guiding significance for the development of individualized rehabilitation strat-

egy based on PTSA ,in order to achieve the best treatment effect.
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Fig.1 Measurement of posterior tibial slope angle (PTSA) 1a. PTSA angle is the
angle between tangent line ¢ of tibial plateau and vertical line b of the axis a of the

mid-superior tibial segment below tibial tuberosity ~1b. Commonly used reference
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Fig.2 Three-dimensional gait analysis information 2a. Gait analysis static time
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