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Table 1. MR Findings of Medial Collateral Ligament Injury

Fascial edema or i - Thin band like Heterogeneous
. Discontinuity of
Loss of clear demarcation MCL low high
of adjacent fat siganl intensity signal intensity
Complete tear .
b 14/14(100 %) 11/14(79 %) = 3/14(21 %)
(n=14)
Partial tear
i3] 12/12(100 %) - 7/12(58 %) 5/12(42 %)
n= :

MCL : medial collateral ligament

Table 2. Associated Internal Knee Joint Injury

ACL PCL | Posterior horn of Bone Injury
Injury Injury medial meniscus in medial aspect
Complete tear
(p 14) 8/14(57 %) 5/14(36 %) 9/14(64 %) 9/14(64 %)
n=
Partial tear
(n=12) 5/12(42 %) © 211217 %) 3/12(25 %) 6/12(50 %)
n =

ACL : anterior cruciate ligament PCL : posterior cruciate ligament

a b c
Fig. 1. Complete MCL tear with Medial meniscus tear.
a. T1-weighted coronal image shows discontinuity of MCL in its femoral insertion site (arrow)
b. T2-weighted coronal image shows fascial edema (arrow), loss of clear demarcation of adjacent fat and tear in the posterior
horn of medial meniscus.
c. T2-weighted sagittal image shows complete tear of ACL (arrow).
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a b c

Fig. 2. Complete MCL tear with PCL tear.

a. T1-weighted coronal image shows heterogeneously increased signal intesnsity in MCL (arrow).
b. T2-weighted coronal image shows fascial edema and subcutaneous edema (arrow).

c. T1-weighted sagittal image shows complete tear of PCL (arrow).

| Fig. 3. Partial tear of the MCL.

a. T1-weighted coronal image shows fas-
cial edema and loss of demarcation of ad-
jacent fat (arrow).

b. T2-weighted coronal image shows thin
band-like low signal intensity (arrow) at
MCL, adjacent fascial edema and fracture
in lateral tibial plateau.
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Fig. 4. Partial tear of MCL with meniscus
tear.

a. T1-weighted coronal image shows men-
iscus tear in the posterior horn of medial
meniscus(arrow).

b. T2-weighted coronal image shows high
signal intensity band in post. horn of me-
dial meniscus (arrow).

Fig. 5. Complete MCL tear with bone
bruise.

a. T1-weighted sagittal image shows ir-
regular low signal intensity lesion (arrow)
at the lateral femoral condyle.

b. T2-weighted sagettal image shows high
signal intensity (arrow) indicating bone
bruise.
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MR Imaging of Medial Collateral Ligament Injury and
Associated Internal Knee Joint Injury’

Chae Ha Lim, MD., Sun Kyoung Lee, MD., Dong Hun Lim, MD., Young Sook Kim, MD.
Ju Nam Byun, MD., Young Chul Kim, MD., Jae Hee Oh, MD.

7Department of Diagnostic Radiology, College of Medicine, Chosun University

Purpose:To assess the value of MR imaging in the diagnosis of medial collateral ligament injury of the
knee, we used MR imaging to evaluate the characteristic findings in MCL tears and the frequency of associated
knee joint injury.

Materials and Methods: We retrospectively reviewed 26 patients within four weeks of MCL injury, analysed
MR findings and correlated them with surgical findings.

We evaluated discontinuity, heterogeneous signal intensity of MCL, thin band- like low signal intensity at MCL,
facial edema, loss of clear demarcation of adjacent fat and also combined bone injury, meniscus injury and
other ligament injury.

Results: Complete MCL tears were present in 14 patients and partial tears in 12. Complete tears showed dis-
continuity of MCL, fascial edema and loss of clear demarcation from adjacent fat in 11 patients(79%) ; proximal
MCL tears are more common than distal tears. Partial tears showed thin band-like low signal intensity within
MCL, fascial edema and loss of clear demarcation from adjacent fat in seven patients (58 %) ; all patients with
MCL injury showed fascial edema; in 12 patients there was loss of clear demarcation from adjacent fat. We coul-
d not, however, distinguish between complete tears and partial tears when MCL showed heterogeneous high sig-
nal intensity. Combined bone injury in MCL tears was found in eight patients(62 %) ; the most common sites of
this were the lateral femoral condyle and lateral tibial plateau. There was associated injury involving other liga-
ments(ACL :50% ; PCL:27 %). Combined meniscus injury in MCL tears was present in 17 patients and the most
common meniscus site(50 %) is the posterior horn of the medial meniscus.

Conclusion: Complete MCL tears showed discontinuity of MCL and partial tears showed a thin band-like low
signal intensity within MCL. All patients with MCL injury showed fascial edema, and loss of clear demarcation
from adjacent fat. Various other injuries combine with MCL tears.

MR imaging is therefore useful in the evaluation of medial collateral ligament injury and associated knee joint
injury.
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