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ankle joint (D).

Fig. 1. 44 year old male shows osteophytes on distal tibia and loose on ankle joint in neutral
and plantar flexion (A, B), and a large osteophyte is noted on antero-medial aspect of
distal tibia in CT (C). After excision of osteophyte and loose body on distal tibia and
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=ABSTRACT =

Osteochondral Ridge of Ankle Joint
- Anterior Impingement Syndrome of Ankle Joint -:

Seung-Koo Rhee, M.D., Young-Kyun Woo, M.D.
Seok-Whan Song, M.D., Soon-Yong Kwon, M.D.
Wha-Sung Lee, M.D., Jin-Wha Chung, M.D., Jae-Chan Oh, M.D.

Department of Orthopaedic surgery, College of Medicine, The Catholic Universily of Korea,
St. Mary’s Hospital, Catholic University of Korea, Seoul, Korea.

Purpose : To evaluate the clinical and radiological characteristics of osteochondral ridges of talus
and ankle.

Materials and Methods : We have analyzed their clinical symptoms and signs, radiologic and CT
findings and post-operative results in 17 ankle joints of 14 patients (bilateral in 3), followed them for
average 13 months after surgical excision.

Results : No definite trauma, but mostly in male after middle age. Their chief complaints are pain on
ankle, especially in dorsiflexion or squatting position, and symptom durations are very long, more
than average 15 months. Definite diagnosis was made by lateral radiograms of ankle joint.
Osteochondral ridges are common in talar neck (10 cases), tibia (4 cases) and both side (3 cases).
After excision of osteophytes, all patients gained normal ankle without pain and any limited motion.
Conclusions : Anterior impingement syndromes are common in middle aged male, but no definite
correlation with sports. Plantar and dorsiflexed lateral radiographs are helpful in definite diagnosis for
impingement, and surgical excision is best for treatment.
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