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AH4-3F MR 7]7]+& 1.5 T MRI(GE Signa Advantage,
Milwaukee, WI, U.S.A.) A& T2l dE o= 7|4l
Multiplanar gradient echo in the steady state(TR 350
msec/ TE 20msec flip angle 20%=) 2 T2* 7}x3 A A
AL, A& 23 o F 7S o] 8’7 T27k 244 (TR
2000 —5500msec/ TE 76 —84msec) 22 XAt FAFS- 4]
t}. Acquisition matrix¥: 256x192, FOVE 15—20cm, 2
NEX, A# 579} 7244-& 247 SmmZ 3}9i ).

RE 3Rl A A|AF dAS Ao, 2 29 o2 7]
W3} BRI ol A3 o Z 7|H] o2 Zh7) 244, 364 o A A
)51 7, % o ak-2 Zalrtell 4] MPGRE 3749 34
4 ool A Eakel 2 o= 7o T2

B =

L LS h <}
%), A% R W Zo] Fukel Feiut S FFFo| 8o, 4
ENF Pt 2 FFFo| doll, 92 Poyut 3 FF

Fol 162 U] 2 B} 34
£ RATN A A4 T2 24 AR, S 2
W 23T 36l (VAR £ 67.3%), FEAZ By ut

HS A = el

B2 A T2}z gl e A4 Az
o| 4], AT 37| (67.3%) (Fig. 2)ol| A 3
FAALRE F2AF Ael7t AddeHp
2] 8}

éﬂ %iJ_ F TZkel
<0.001) (Table 1). Z A| A3 Aol A= ATl A
A HL 2 #AE Aok
A|A}F T2 7 2 Aol A AR} =2 = A AL =
gk 69 F 59(83.3%) A WS Foiet 95 P
‘3&‘” 2}, FHksHA] o2 A ol (124])ol A T2 5 9
I (p<0.05), FARLAAE FA] #A AAEA S Fukgl
2604] F 239 (88.5%) A W& &et 29E A3 5
U2 (Fig. 3), E0FalA] 932 294 F 14| (48.3%)
Aqut P23 = 9l etk (p <0.001) (Table 2) (Fig. 3). wte}

A FE RE Al FUE S i S B o)

Table 1. Detectability of Medial Plicae on the Basis of Scan
Plane

Normal Patients Chi-square test
Sagittal T2WI  5/18(27.3%)  37/55(67.3%) p<0. 001
T2WI : T2 weighted image

Table 2. Detectability of Medial Plicae on the Basis of Joint
Effusion

Sagittal T2WI without effusion with effusion Chi-square test
Normal 0/12(0%) 5/6(83.3%) p<0.05
Patients 14/29(48.3%)  23/26(88.5%) p < 0.001

T2WI : T2 weighted image

Fig. 1. Sagittal T2-weighted scan of a 6-year-old child reveals
the suprapatellar plicae(arrow) with large amount of effusion.

Fig. 2. A 51-year-old man with arthroscopically confirmed
mediopatellar plicae syndrome and medial meniscus tear(not
shown).
Sagittal T2WI also reveals the mediopatellar plica with joint
effusion.
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22 fFo3hA & BFF S & 7 Ik
2 5 F4 MPGRS 22 374 F 314 (83.3%)
F9& 2% 5 A H(Fig. 5).

AR 554 F B AbEY o] 264(47.3% )4, HHE
= W3 A5 d=22 HaA 137} 84 (14.5%) ol A, |
oF vk A} dFo] 99 (16.4%) <l A, &5 wkd A} AF g
o] 124(21.8%)NA, W& At A& ghdo]214(38.1
%)l A, A Az} Qe skdo] 341(5.5%) A, W& ZH
dd s F ukelA Fd o] 47 1ol FHE A

o}.

oo
Foljut 9.2 g 7-3h2] 92| w2t £F s, A
Y= 9 o= gt o g FREW 57| Bofo] tfef
3la, ofg] §-919] FHo] FAlel EAE 5 st &
F g9 o] 71 WAL O ogo] AsE F9, 1
So] U2 Fuo)3 9= Fuo] 7bg = ¥A EAITH
gaut 39 23S /M A 4o AL WS 29
FH o2 odefx doi(l, 2, 5).
iAo g AeNEF FHLS PEHP L E AFITe
aH-oll A 7] A3t E3E W 5 S aheba] wojglen &
MF Ahd -9l A & Belck £3do] AAshH dEF
off th3le] 2 zh& o] Fa 2 HaA3HA FolA =t
WS 82 3o H3H S geA Fo ded A€
ME FHe A 52 ZAH A 7]AI8ke] EFel Ha A
7+ o 7 sla)sle] &N fat padS W x| Feiutel
el FAZ) M B e EF FHS TR
7}7} A & (intercondylar notch)ell A Z]A]s}e] s}

fat pad] 4¢] o Z= g},
Fo] TG v ol 5 qlolA = Ty
)-: ==

i d

] 5 gl sl o] Foyut 3

i i .
Fig. 3. Sagittal T2WI of a 38-year-old man demonstrates
arthroscopically proven normal mediopatellar plica with joint
effusion.
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Fig. 4. Sagittal T2WI shows well visualization of the patho-
logic mediopatellar plica, although joint effusion is not pres-
ent.

Fig. 5. Axial MPGR(flip angle 200) images of a 25-year-old
man well demonstrates the medipatellar plicae and anterior
cruciate ligament tear(not shown).
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Journal of the Korean Radiological Society 1996 ; 35(6) : 965~ 969

MR Appearance of Synovial Plica in Patients with
Plica Syndrome and Normal Plica’

Han-Bock Kim, M.D., Won-Hee Jee, M.D., Bo-Young Choe, Ph.D.,
Young-Bo Son, M.D., Hyun-Seouk Jung, M.D., Kyung-Sub Shinn, M.D.

7Department of Radiology, Catholic University Medical College

Purpose: To compare MRI appearance between plicae syndrome and normal plicae.

Materials & Methods: MR images of 60 cases of arthroscopically-confirmed plicae syndrome and 18 of
arthroscopically-proven normal plicae were retrospectively analyzed. Sagittal T2-weighted MR images in all
cases and MPGR(200) in 37 cases of plicae syndrome were obtained. Statistical analysis was performed using
the chi-square test.

Results:On the basis of operating results, we observed 55 medial plicae, eight combined medial and
suprapatellar plicae, four suprapatellar plicae, and one lateral plica. T2-weighted sagittal MR scans of the 60
cases demonstrated 37 medial plicae, 8 suprapatellar and one lateral plica. Joint effusion was found in 26 cases
of 55 medial plicae. In T2-weighted sagittal MR scans, the identification of medial plicae was superior in the
presence of joint effusion than its absence(plicae syndrome, p <0.001 ;normal plicae group, p<0.05). Medial
plicae were well demonstrated on MPGR(200) axial images; on T2-weighted sagittal MR scans, they could be
more frequently identified in the plicae syndrome group than in the normal control group(p < 0.001).

Plicae syndrome-associated pathology included degenerative change of the articular cartilage of the medial
femoral condyle in eight cases(14.5%), discoid meniscus in nine(16.4 %), lateral meniscus tear in 12(21.8%),
medial meniscus tear in 21(38.1 %), anterior cruciate ligament tear in three(5.5%), medial collateral ligament
tear and osteochondritis dissecans in one case.

Conclusion: The present study revealed that synovial plicae were well demonstrated in T2-weighted sagittal
images, particularly on the presence of joint effusion. Medial plicae could be more frequently identified in the
plicae syndrome group than in the normal control group, especially on T2-weighted sagittal MR scans.

Index Words: Knee, MR
Synovial membrane
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Catholic University Medical College. # 505 Banpo-Dong, Seocho-Ku, Seoul, 137-040 Korea
Tel : 822-590-1576 Fax : 82-2-599-6771
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