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ABSTRACT

Objective To investigate the associations between size and signal intensity of Infrapatellar fat pad(IPFP)
and patellofemoral joint structural damage. Methods The clinical and imaging data of 100 subjects who
both underwent knee of X-ray and MRI were retrospectively collected and analyzed. The thickness
and maximum cross-sectional area(CSA) of IPFP were measured on sagittal PDWI-FS sequence
images,and the signal intensity of IPFP were evaluated semiquantitatively. MRI was used to assess
patellar cartilage defects,osteophytes and bone marrow lesions,and their correlations with the IPFP
size and signal intensity were analyzed.According to the K-L classification on X-ray films,the participants
were further divided into ROA and non-ROA group to compare the differences of IPFP between them.
Results The thickness and maximum CSA of IPFP were negatively correlated with patellar cartilages and
osteophytes(P<0.05),the signal intensity of IPFP was positively associated with patellar cartilages and
osteophytes(P<0.05). IPFP thickness and maximum CSA were smaller in the ROA group compared to the
non-ROA group,|PFP signal intensity was higher in the ROA group compared to the non-ROA group,
and the differences were statistically significant(P<0.05). Conclusion IPFP size and increased signal
are associated with patellofemoral joint structural damage,suggesting that IPFP may be the potential
influencing factors for the development and progression of patellofemoral joint osteoarthritis.
Keywords: Infrapatellar Fat Pad; Osteoarthritis; Magnetic Resonance Imaging

BEAR B X T % (patellofemoral joint osteoarthritis, PFJ OA)@BRXTEXTX
(knee osteoarthritis, KOA)NITE Zz—, B—MLUREHRH. BFEHZE (bone marrow
lesion, BML). BEMRSEMRGHEEREBFENESBITEER". PF) OARRK
=5 B SRS RBMEREENEREY, BPF) OANKRERE RN FRS
BRY, BRABHAR T EERERE XS YA TENRSEHNEAE. Fit,
EBAPF) OAMY & M43 KB REVF s S N EE,

BE FEsRhE(infrapatellar fat pad, IPFP)REXTEN. BEINI—FhLIE T4
AR EMRERER, SAFESHTS, BR. BSRNRETa2E, HEER
Tt AR ESES, TER, IPFPEERENHS. REEREANTEKOA
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XD, BMAEESN. MRIEEE. BROTS, A#TEE. $H 0. %
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mMESAE", (2)IPFPRAEEE (cross-sectional area,
CSA): EXRREPDWI-FSFFIEG £, FoZERLHIPFPIIFLL
M IPFPROEEER(E2), MESAE"
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MRIB X T A BEXTIE4S (MRI osteoarthritis knee score,
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ROAH61fl, B33%l, L67Hl, FiR41~78(57.4+7.7)%, BE
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IPFPEEE(26.6+5.1)mm, IPFPERACSA(62.6+12.3)mm?, IPFP
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2.2 IPFPEE. BACSAKIPFPESRBESHANR—RIE
RNEXYE 24 MLRADTERIPFPEERRACSASELR
ERENEX, 555EEEFHEX(P<0.05), B5%5. K&,
BMIBYEEE 4% (P>0.05); IPFPES@ENRSEIREEEILEHEX
(P<0.05), 543, B&. A&, BMIITEEMAEF(P>0.05)(F1).
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K-LOEBBEYE G5 %93 Logistic BIEADITETRERBES
RERE, IPFPEERBRACSASESNEBHIR. EEEE. KLy
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R1IPFPEE, BACSAKESBESHRANR—RMRAXENSERS T

IPFPEE IPFPEACSA IPFPES38E
BIE(95%CI) P& BI&(95%Cl) P& BE(95%CI) P&
31 0.101(-1.204,3.385) 0.348  0.133(-1.603,8.520) 0.178  0.460(-0.623,1.542) 0.405
F# -0.298(-0.304,-0.088) 0.001  -0.208(-0.568,-0.092) 0.007  0.100(0.044,0.156) <0.001
58 0.365(0.093,0.408) 0.002  0.536(0.541,1.237) <0.001 -0.025(-0.099,0.049) 0.513
K& 0.121(-0.029,0.156) 0.179  0.011(-0.191,0.218) 0.897 -0.036(-0.036,0.052) 0.730
BMI 0.016(-0.233,0.284) 0.846  -0.094(-0.952,0.244) 0.243  0,048(-0.065,0.161) 0.404
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IPFPEE IPFPEACSA IPFPIESRE
BE(95%CI) PE BE(95%Cl) P& BE(95%CI)
BREMBHIRA  -0.161(-0.264,-0.059)  0.002  -0.084(-0.133,-0.036) 0.001  1.143(0.656,1.630)  0.001
EEE% -0.173(-0.273,-0.074)  0.001  -0.087(-0.134,-0.040) <0.001  1.134(0.654,1.614) <0.001
BEZBML -0.074(-0.173,0.024)  0.140  -0.037(-0.083,0.009)  0.114  0.201(-0.229,0.632) 0.359
K-LD% -0.255(-0.370,-0.141) <0.001  -0.113(-0.164,-0.062) <0.001  1.180(0.702,1.658) <0.001

3 ROAHS5IFROAA—RMR. IPFPR/NRIESEELLR

Hl TR AEENETTE. H2 BT EHAEEERNET .

JEROAA ROAA PfE

NER (1) 39 61

#3(%/8) 21/18 46/15 0.025
FH(F) 52.4%5.1 60.7%7.4 <0.001
H&(cm) 167.4%7.2 160.7%6.3 <0.001
1K (kg) 69.2+10.1 67.9%9.5 0.509
BMI(kg/m?) 24.6+2.6 263+3.4 0.009
IPFPERE (mm) 29.9+4.2 245+4.4 0.004
IPFPEACSA(mm?) 71.8+9.2 56.6%10.2 <0.001
IPFPIE 238 1(1,2) 3(2,3) <0.001
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