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Fig. 1. Medial chronic ankle instability was examined by man-
ual medial rotary drawer test. Examiner checks the
degree of external rotation by keeping the pivot point on
the anterior talo-fibular ligament.
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Fig. 2. (A) Arthroscopic finding shows the deltoid ligament chronic tear. (B) Arthroscopic finding shows the widening of the medial
gutter. These findings help the diagnosis of the chronic medial ankle instability.
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Fig. 3. Deltoid talo-navicular band repair: (A) Open through a medial skin incision along medial malleolus to navicular, incised and
retracted the crural fascia parallel to the skin incision, incised the talo-navicular ligament from medial malleolous. (B) Using
an anchor suture and non-absorbable suture. (C) Shorten and repaired the talo-navicular band by pants over the vast tech-
nique. (D) Shorten and repaired the crural fascia.
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=ABSTRACT =

Diagnosis and Treatment of
Chronic Medial Ankle Instability

Jin-su Kim, M.D., Ph.D., Ki-won Young, M.D., Ph.D., Han-sang Lee, M.D.

Surgery of Foot and Ankle, Eulji Medical Center,
College of Medicine, Eulji University, Seoul, Korea

Purpose: We investigated the short term results of medial deltoid ligament repair after diagnosis of
chronic medial ankle instability.

Materials and Methods: 262 military patients with ankle instability symptom were evaluated
between May 2007 and December 2009. We diagnosed 29 chronic medial ankle instability cases with
medial drive through sign under arthroscopy, radiologic findings and physical exam, treated with del-
toid talo-navicular band repair using anchor suture. We used the American orthopedic foot and ankle
society ankle-hindfoot score (AOFAS), visua analog scale (VAS) and ankle functional satisfactory
scores were carried out.

Results: 29 patients (11.1%) has chronic medial ankle instability, mean AFOAS score, VAS was
improved from 65.4(range; 43-83), 6.0(range; 4-10) to 82.0(range; 60-100), 3.2(range; 1-7). Patients
satisfaction were excellent 13(44.8%), good 11(37.9%) and poor 5(17.2%). Two cases was recurred
and revised with allo-tendinous reconstruction.

Conclusion: We underwent surgery to repair the talo-navicular ligament for chronic medial ankle
instability, and about 83% of satisfactory results were obtained.

Key Words: Ankle, Chronic media instability, Deltoid ligament, Ligament repair.
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