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[ Abstract ]

cases of Chinese adult femur were selected, and the anatomy was performed to observe the continuity on fascia between

Objective To provide evidence for the presence of the lower body fascia chain. Methods Totally 20

periosteal fascia and iliotibial tract (ITT). Judging the generic character and the degree of continuity of them. If there was
a significant anatomical continuity between them, the tensile strength of the structure is tested by applying a certain tension
to both. Results  First, an indirect link between the iliotibial tract and the fibular myofascial fascia was found: in all
anatomical lower extremity specimens, the iliotibial bundle (ITT) was structurally connected to the fascial fascia, which
was almost inseparable from the fibular fascia. Second, the application of tension to the iliotibial tract (ITT) could cause
local movement between the fascia of the calf and the periosteal fascia. Conclusion Iliotibial tract and fibular long muscle
fascia are connected firmly. The stability of the connection suggests that it may play a role in the conduction of a certain
tension.
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Fig.1 Anatomical continuity between the ITT and the crural fascia just medial to the fibular head

Fig.2 Anatomical continuity (arrows) between ITT and crural fascia in another specimen

Fig.3 The schematic diagram showing the direction of the fibers and marks the linear direction of the iliotibial bundle fibers connected to the calf fascia
The predicted positions of the bones( femur, tibia, fibula, and patella,not visibled in photograph) were marked in grey; a, Fascia, anterior fiber bundle;
b, Iliotibial band; ¢, Patellar ligament; d, Fascia, posterior fiber bundle; e, Calf fascia above fibular head; f, Tibial anterior muscle; g, Fibular head;

h, Peroneus longus fascia; i, Intermuscular interval; j, Extensor digitorum longus muscle; k, Calf fascia
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[ Abstract] Objective To obtain the anatomy parameters of the anterior lateral ligament ( ALL) of the knee, such
as the appearance rate, morphology and anatomic relationship with adjacent structures. Methods Totally 40 cases of
Chinese adult cadaveric lower limb specimens were studied. The anterolateral section of the knee was dissected and ALL
was exposured. The anatomic relationship between ALL and neighboring structures was observed and the length, thickness
and width were measured when the knee joints were flexed to 90°. Results The average length of the ALL was (38.04 +
6.14) mm, the width was (5.39 + 2. 80) mm and the thickness was (0.93 + 0.52) mm when the knee flexion angle was
90°. Conclusion The anterior lateral ligament ( ALL) is a unique and definite ligament of the knee joint, which has great
significance for the stability of the knee joint.

[ Key words | Knee; Anterior cruciate ligament; Anterior lateral ligament; Rotating instability; Anatomical
measurement ; Human
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