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Fig. 1.

Fig. 2.

Fig. 3.
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A 21-year—old female ballerina with pronation trauma &

months ago.

A) Asymmetrical pronation deformity of the affected left
foot.

B) The deformity is corrected by activity of the posterior

tibial muscle in tip toe position. ————— —m——— 14

Stress X-ray. There is little lateral ankle instability but
medial ankle instability.-——————-——==~==—~———————— 15

Exposure of the medial ankle showing a rupture of the
tibionavicular ligament in patient with complete avulsion
of the tibionavicular and tibial spring ligament forming

the anterior aspect of medial malleolus.—~-—--~-~-—- 16



ABSTRACT

Operative Treatment of Medial Ankle Instability in
Athletes

Lee Ja-Yong
Advisor @ Prof. Ha Sang—-Ho, M.D.
Department of Medicine,

Graduate School of Chosun University

Purpose: This study was designed to evaluate the efficacy of the operative
treatment on medial ankle instability in athletes.

Materials and Methods: 11 patients with medial ankle instability in athletes
who were treated at Chosun University hospital between 2001 and 2004 were
evaluated. 8 patients were operated using anchor (Mitek) method and 3 patients
were treated conservatively.

Results: Out of 8 patients who were treated with anchor method, 7 patients
showed excellent result while one patient showed intermittent pain and
limitation of ankle movement on recreational activities.

Conclusion: we believe that the procedure of augmenting the medial ankle
ligament is an effective method in treating medial ankle instability not

responding to conservative treatment.

Key Words: medial ankle instability, athletes, operative treatment
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Table 1. Grading of the postoperative result by subjective criteria.

Subjective . ..
: Subjective criteria
result
Full activity, including strenuous sport; no pain, swelling or giving
Excellent
way
Good Occasional aching only after strenuous exercise; no giving way or
lole! i
apprehension
Fair No giving way but some apprehension, especially on rough ground
Recurrent instability and giving way during normal activities; pain

Poor .
v and swelling
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Table 2. Results of the current reconstruction procedure using the ankle-hindfoot

scale.
Number 9% of
Ankle-Hindfoot Scale(100 points Total) Points of >
. patients
patients
Pain(40 points) .
None 40 6 . 7
Mild, occasional 30 2 %
Moderate, daily Zé)
Severe, almost always present
Function(50 points)
Activity limitations, support requirement
No limitation, no support 10 5 625

No limitation of dialy activities, limitation of 7 3 375
recreational activities, no support

Limited daily and recreational activities, cane 4
Severe limitation of daily and recreational
activities, walker, crutches, wheelchair, brace 0
Maximum walking distance, blocks
Greater than 6 5 7 875
46 4 1 125
1-3 2
Less than 1 0
Walking surfaces
No difficulty on any surface 5 6 75
Some difficulty on uneven terrain, stairs, inclines, ladders 3 2 25
Severe difficulty on uneven terrain, stairs, inclines, adders 0
Gait abnormality
None, slight 8 8 100
Obvious 4
Marked 0
Sagittal motion(flexion plus extension)
Normal or mild restriction(30 or greater) : 8 8 100
Moderate restriction(15-29) 4
Severe restriction 0
Hindfoot motion(invertion plus evertion)
Normal or mild restriction(75%~100% normal) 6 6 75
Moderate restriction(25%~74% normal) 3 2 o5
Marked restriction{less than 25% normal) 0
Ankle-foot stability(anteroposterior, varus and valgus)
Stable 8 7 875
Definitely unstable 0 1 12:5
Alignment(10 points) 0 g
Good, plantigrade foot, ankle-hindfoot well aligned 5 100
Fair, plantigrade foot, some degree of ankle-hindfoot
malalignment observed, no symptoms 0

Poor, nonplantigrade foot, severe malalignment, symptoms

_12....



Table 3. Results of radiographic stress test & ankle hindfoot score.

P . P . P . Postop.
Patient reep ostop reop. FOSID- ) kle-hindfoot
Age/Sex anterior anterior talar talar .
no. . i score(100 points)
drawer(mm) drawer(mm)  tilt(°) tilt(®)
1 21/M 85 5.6 14 9 90
2 32/M 9.4 4.9 10 6 92
3 28/F 75 34 11 8 87
4 24/M 11.2 4.1 10 6 100
5 31/M 10.0 52 15 9 97
6 29/F 12.0 71 13 10 90
7 30/M 85 39 15 7 95
8 21/F 94 7.1 14 10 90

._13_



Fig. 1. A 21-year-old female ballerina with pronation trauma 8 months ago.
A) Asymmetrical pronation deformity of the affected left foot.
B) The deformity is corrected by activity of the posterior tibial muscle

in tip toe position.
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Fig. 2. Stress X-ray(same patient as Fig. 1). There is little lateral ankle

instability but medial ankle instability.
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Fig. 3. Exposure of the medial ankle showing a rupture of the tibionavicular
ligament in patient with complete avulsion of the tibionavicular and

tibial spring ligament forming the anterior aspect of medial malleolus.
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