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MRl is a valuable imaging technique for the evaluation of intraarticular diseases. Accurate inter-
pretation of joint MRI necessitates sound knowledge of anatomy. In the field of joint anatomy,
in addition to the discovery of new structures, previously reported joint components of unex-
plained function are also detected. In this review, joint anatomy researched actively over the
last decade is discussed. Joint components including the rotator cable and the superior capsule
of the shoulder, posterolateral corner and the anterolateral ligament complex of the knee, and
the distal tibiofibular syndesmosis of the ankle joint are introduced and correlated with their
MRI features.

Index terms Anatomy; Knee; Shoulder; Ankle; Magnetic Resonance Imaging
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Posterolateral Corner of the Knee

Posterolateral corner (°]s} PLC)+= 544¢t s #5H4] L2 2 Qlsl| g gollA] &elo] ofef
ZEo| o 2T 1A 471719 Bt siRsk-gAdelst i AEe] SRbdo s,

MRI 9/dollM Z7te] 12 EE58 ER1E 4= QA| HQdch PLCO] 34 gk &3Hdo] FolZ0
A9 ebggtoln, B4 0 2 UHhHH (varus angulation),
7 (external rotation) 2 A[§FsH= -2 SHoH(1).

PLC+= posterolateral ligamentous complex F+= arcuate ligament complex -2 & tHFs}

i
=

174 9] (posterior translation), 2|

Al EHLTH?2, 3). 31A]9F arcuate ligament complex= arcuate ligament, fabellofibular liga-
ment (°]3} FFL), 18] 31 popliteofibular ligament (]38} PFL)THS A &sh= 7Hgolch4). T2
Aol A PLC= @551 (lateral collateral ligament; ©]5}F LCL), popliteus tendon, PFL ~L
2] 11 arcuate ligament®} FFL-E 32313 £2]= 389k (posterolateral capsule) 7H| & oF¢-2+=

g o2 Aolslar ks, 6).

o

2|

A%
4

HEHolry
JSSHRJANY(LCL)= 2|5 =2k (lateral femoral condyle)ol| 4] B] & (fibular head)E &5t
of oA Hrk 9] F2H= thfobt tizlis TR Aol A RE A 2 cm A =ollA &5 At
(lateral epicondyle)2] FZol| F2l5HA HTh(7). A7 |0 AFE] B]ZF7HA] ohto 2 F3stA|
Hck 9] BRI B ZFol| A= FFLY} arcuate ligament!2 T} HPZ-Zof] E-=th(Fig. 14) (7, 8).
Z=80It)e} g o] =4 (biceps femoris tendon)-2 3571 (conjoined tendon)2 FA5}
Al =0 o] T LZE Ato]of] LCL-biceps femoris bursa?} £A5H=tl, MRI 9 dollA= & Ho]
01—1— q.( )
=) + 75 AAol ti2F 60 mmE 748%™ - UH]= 3~5 mm A =0|THO,
10). % 55 Rt s #Ae AL e = R Holm A4 o2 F35tth(Fig, 2). | S5FQIT
C}2 PLC FREE Fof|A WEhH & (varus angulation) S 2=t Rlo] 7 FH 32 SHH10).

Popliteus Muscle-Tendon-Ligament Complex

Popliteus muscle-tendon-ligament complex+= popliteus tendon} PFL, popliteomeniscal
fascicle= /g %|o] Qlth(11). Popliteus tendon< ¢]Z thE|(lateral femoral condyle)oll A
2151 | arcuate ligament, FFL2] 90 2 283510 popliteal hiatusS S310] T UjRoj|A 2]
B2 Uzt 298 Zo] Zu=ol 222 o] fJej2 7| Al51A " ThFig. 2) (9). Popliteus ten-
done 2= MR A|#E 204 HASHEZ Holut o ZA|7Hecho time)©] &2 A|EA0f A= of
&7t g Bl B 84 gz QIsto] 53] SF/dolMe Ao =7t =2 U 4= AHH9).
Popliteus muscle-tendon-ligament complex®] £/g0] 7P &51A| WAishs #9l= &4 dgt
£ (myotendinous junction)°|ct.

PFL-2 PLC2] oFgAoll 7|ofak= 71 8 3222 4eA lth. Popliteus muscle?] &7
e A 7| A5t Bl 7/d-E7] (fibular styloid process)®] £l arcuate ligament 2= 9
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of| wet £/ dollM = gele 4= et

Popliteomeniscal fascicle popliteus tendont 8 d(joint capsule), 25 FHE A (later-
al meniscus)9] S22 Adsh= Afu 2 £33 AAof 95 vhdAZ0] Thwgh 2219 & Al
ghsh= ojeke $HoK(13). Popliteomeniscal fascicle®] A2t 740l =gto] QUA|T+ AJAtd A}
ol|A] posterosuperior popliteomeniscal fasciclez} anteroinferior popliteomeniscal fascicle
H| w4 A=A Zelo] 7Hs5itk(Fig. 3C). Posterosuperior popliteomeniscal fascicle?] £/
2 9|5 R AZo) 227 A2 o Sohet] =e2 & 4 =T, 9 79~100%2] FEClS=E

QIThal dfA] lth(14).

e

Arcuate and Fabellofibular Ligaments

Arcuate ligament®] o) Baiuir} th ojn|2 AMgs]o} B2ke Jhxghet], AR AAE
o = Qe

2
2 FFL ¥ PFLZ 7]&5h=t] arcuate ligament2h= 8015 ARSI oL #Rl= SHE QI
7)RoH= 2R 0 2 27917 $o|& phyulo g Hi Zo| YukAolth(7, 15). YA} FENE o] F
5N BAR A==, 5 A= RS w4 o & Z18sHA| =M arcuate imb
ojglilx Bl Y2 B U= o 2 1a¥sto] popliteus tendon® F1Z-2 A ; $H) el
I} S 2| A| Fek(16). PFLET = oftF Q1204 B} 30] f1X|5hH, vl /=7 |04 PFL

Fig. 1. lllustration demonstrating the normal anatomy of the posterolateral corner.

A. Origins and insertion of posterolateral corner components. The LCL attaches centrally on the fibular head and is surrounded by the LBFT
footprint. The AL and FFL attach to the fibular styloid process posteriorly and the PFL attaches medial to the attachment of the AL and FFL (left
image). On the lateral surface of the lateral femoral condyle, the LCL originates posterior to the lateral femoral epicondyle (arrow) and anterior
to the lateral head of gastrocnemius tendon (LG). Whereas the PT originates inferior and slightly anterior to the lateral epicondyle (right image).
B. Courses of posterolateral corner components. The ‘P’ begins at the lateral surface of the lateral femoral condyle and passes deep to the LCL
and the BF. Subsequently, the popliteus tendon passes under the mAL and [AL, and the FFL. The PFL is attached to the myotendinous junc-
tion of popliteus tendon and anchors it onto the tip of the fibular styloid process. The ILGA passes between the AL and the FFL and is a land-
mark used to distinguish between them.

AL = arcuate ligament, BF = biceps femoris tendon, FFL = fabellofibular ligament, |AL = lateral limbs of the arcuate ligaments, ILGA = inferior lat-
eral genicular artery, LBFT = long head of biceps femoris tendon, LCL = lateral collateral ligament, LG = lateral head of gastrocnemius tendon,
mAL = medial, P = popliteus tendon, PFL = popliteofibular ligament, PT = popliteus tendon

LBFT
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o] ui=2 HpPZZof HakstoH(Fig, 1) (12). Arcuate ligamentis B35 A/ g 2 ARG doll A
ok A4l % w2 LrERe, oF 10~46% oflA] el = 2oz defA ltk(Fig. 4) (5).

FFL= fabella] &]&™Hol| A, 18] 11 fabellaZ} Q1= 7-9-0ll= thEl=2] 3 §7](supracondy-
lar process) 2] F% Hoj|A] F2lsto] £22]0 2 ofelj 2 Yol vlE /d=7] Boll FARITHT, 16).
MRI B/gollAl= 2F33~48% ol A] ZRIFTHS). FFL2 Al 2 /g% dollAl arcuate ligament
o} ofzf| FE2&TH(inferior lateral genicular vessel)Q] FZojA] HolA| EH ZAFgA oAM= &
= H] =27 (lateral gastrocnemius tendon)2] 9rZof|A] HolA| Hth(Fig. 4) (1).

ox.

Posterolateral Corner Injury
PLCO] £4h2 T £470 24 Lehy| ke ol dxjeltle] &4, LolE 9, =

Fig. 2. Lateral collateral ligament.

A. Coronal fat-suppressed intermediate-weighted image shows the entire course of the lateral collateral lig-
ament (arrows) starting from the lateral femoral condyle to the fibular head. The intraarticular portion of
the popliteus tendon (open arrow) located inner to lateral collateral ligament is also seen.

B. Sagittal T2-weighted image of the lateral aspect of fibular head shows the lateral collateral ligament (ar-
rows) and the biceps femoris tendon (arrowheads) which insert on the fibular head.

Fig. 3. Popliteofibular ligament and popliteomeniscal fascicle.

A, B. Coronal fat-suppressed intermediate-weighted and sagittal T2-weighted images show the popliteofibular ligament (arrows) which at-
taches to the myotendinous junction of popliteus tendon (arrowheads).

C. Sagittal fat-suppressed intermediate-weighted image shows the anteroinferior (arrow) and the posterosuperior (arrowhead) popliteo-
meniscal fascicles which connectBRe posterior horn of the lateral meniscus, the popliteus tendon, and the joint capsule.

https://doi.org/10.3348/jksr.2020.81.1.2 5
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Fig. 4. Arcuate and fabellofibular ligament.

A, B. Sagittal T2-weighted and axial fat suppressed intermediate weighted images show the lateral limb of arcuate ligament (arrows) and fa-
bellofibular ligament (arrowheads). The inferior lateral genicular vessels (open arrows) pass between the arcuate ligament and the fabellofib-
ular ligament (arrowheads).

C. Coronal fat-suppressed intermediate-weighted image shows the fabellofibular ligament (arrowheads) which originates from the fabella
and inserts onto the fibular styloid process immediately lateral to the popliteofibular ligament.
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Anterolateral Ligament Complex of the Knee

Dr. Segond (19)7} 215 7=2] HEZ4 (avulsion fracture)2] Qlo] &= R0 E 7]&5HA
A S0 upd R oA FE o 7 HIAERE Jr R Fehe Qlujet 2 27} Qlth= Zlo] &
#7] grth19). o] F-2E-2 anterior band of LCL, lateral capsular ligament, anterior oblique
band 5-9] t}st A o= 582} 2007\ Vieira 5(20)°l 2Jsl anterolateral ligament (°]5F
ALL)2H= g3 o] AREE]7] AJF5ERITH?20, 21). ALLS] 7|%5-2 2ol FERE] A2k, &3
o] Y2 Agtehs dda she 202 d#A glom, PLCeF nRb7HA] 2 R ARl &
g Al SRE &g HI7} ol &4 Ao tgh ] o] obA| AL JlTH(22).

ey 7 H sl 2o, ALLo|ghs 53 2 ES EAISHA] 2o, ol& &
o] Hel& wyutat A ZA4d-S 712 a1 Q1= iliotibial band (°]5}+ ITB)2] Ad=C & H=tf|, o] E ITB
©] capsulo-osseous layergt F-20H23). ALL2 2|5 thE] 2 (lateral femoral epicondyle)2] 21=
SHEI 7|AJR FAjollA] Fafstof olefj&0 = H|AESHA| 3345}o] ITB7} &=+ Gerdy's tuber-
cle HF2 HZ2] 7= Bl F]ol] F213HTH(24). ALLS] 9] F2HE FolA ITBO] HZ Z4A|et A
A7g0] AtH23). MRI ¥ F/dollA= ITB7F rhA|2ho 2 SRl 5= T o) iz F|& Thof|A, of

2
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2] F=8H(inferior lateral genicular vessel)2] BFZZo]| 9] x|5h=, Alrz4]of| oJ5) S=Ixkel
1~3 mm F7A12] gk A/de] u] e Lehdth(Fig. 5). /49 dolals &3] ej&Ho|A]
ITBe} 2] &5F21T) Atolof|Af 2h2 BflRde] Lx== Kol Hrk(25) (Fig. 5). ALLO] =0l &
+ YR RAE= 719 tiF-E MRI F/gollA] Bl DA QI 4= QAT o 2= ol
§ 25to] YRSk QESSHRIIUYITB, et 53t 185177 417] rh(23).

F| 2 Aol w2 ALL S40-2 AR AARRIT mhd o] 799% 7 ol A SRE=H, ALL &/-2 7
O] o 72 ARl mhdo] FitE] o] Weh= o= A ITH26). SEAIRE ARFARRQITH
7} @l STEolA ALLY] ol theh =AYo] A&k 1t Qlom, ALLE] A2 ARFAARRITH 2
A& Al G4 PHE= 718 ofh24). 12 ut pivot-shift 717 0.2 ZHFAIARRI )7} ol 7l &
oAl ALL A7io] & & YePe 4 = 33 52F8/d (rotatory instability)S 7HAAI7]
Aoz dHA JrH27).

ALLET Z9|FollA= ITBE HElZa AZsiF= F 719 A4 w7t ok 2% of A9i#
e Zol B&leh= Ad-ful= Kaplan (28)0] 21202 9|= thE] 7} (lateral femoral condyle)2]
septal insertion @2 7]&5}131 7| wj&oll, Kaplan fiber2tal =t} o]i=ITBOIA] 7]A5He] 91
B2 BlA55H F3510] 9= tiE| o] R251A] |22 epicondylar band2lal = $Hk(29).
Epicondylar band2] 7-¢- €342 9]=3Q (lateral recess)oll ol 4 Q&= wo] ez Lieht
™, &30l A& o] = 7% B % dA &Rlo] 7FsstthFig. 6). ITBY] 9157 thElE F2F 4
= <Al Kaplan©l| 2J8f intermuscular septum inserting onto the lateral edge of the linea
aspera® 7|&%| 111, Kaplan fiber2} 7185}7| $J5H proximal Kaplan fiber, == proximal band
of ITBZ F-E2rH23). o] 7-2E-2 9| F-5F T (superior lateral geniculate vessel)2] Y& &2 4=
o 2 F3Ysto] 9= P (vastus lateralis muscle)2] FZE-2 At thE]Z2] linea asperac]l F2F
SHCH(Fig. 6) (29). ©] proximal band of ITB epicondylar bandell B|3}o] of2i9] 2 71 Fefo]ct,

rlr

Fig. 5. Anterolateral ligament.

A, B. Coronal and axial proton density weighted images demonstrate the capsulo-osseous layer of iliotibial
band, also known as the anterolateral ligament (arrows), which courses lateral to the inferior lateral genicu-
lar vessel (open arrows) and finally inserts on the anterolateral tibial rim. The iliotibial band (arrowheads)
courses anterior to the caspulo-osseous layer at the level of the joint and has a more anterior insertion on
Gerdy’s tubercle.

https://doi.org/10.3348/jksr.2020.81.1.2 7
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Fig. 6. Anterolateral ligament complex.
A. Coronal proton density weighted image shows the epicondylar band (arrows) anchoring the iliotibial band (arrowheads) to the femur.

B. Sagittal T2-weighted image demonstrates the proximal Kaplan fiber (arrows) of the iliotibial band attached to the linear aspera of the fem-
oral shaft.

C. lllustration depicting the anterolateral ligament complex. Sagittal diagram shows the ITB, the EB, the PB, the SGA, the IGA, the JC, the LCL,
and the ALL. The epicondylar band and the proximal band of the ITB run from the ITB and insert on the lateral femoral condyle and the linear
aspera, respectively. The ALL originates near the origin of the LCL. It passes above the inferior lateral genicular artery, connects to the joint
capsule, and inserts on the tibia.

ALL = anterolateral ligament, EB = epicondylar band, IGA = inferior lateral genicular artery, ITB = iliotibial band, JC = joint capsule, LCL = lateral
collateral ligament, PB = proximal band of ITB, SGA = superior lateral genicular artery

Rotator Cable of Shoulder

A= A AN E ke % %3'—} e T2|a1 o) ol 5o] A& vhi
A B O MIFRE 7] = 37N et B9 (cuff-capsule complex)E O] Fal Q1o
o]9] fx0} 7]5of gk B2 A7} o] FoiA| AL Sl

Clark3} Harryman (30)- ©|2igt 1d27)-2-8u) BtAE 2AgFH 0= 5530 = JL2613]

o] o]% 7N nlA|tR Atof|A] 7]o] k= Yl-go|t}. 71 #3-?1 layer 12 coraco-
humeral ligament® E3}t0 ™ layer 2+= W5olA 2|50 8 F3ok=, FagsiA HiFstl U=
closely packed tendon bundle® g% o] U= F-0]11, layer 3 layer 22} H| 55 2 2] o] 2|7k
& O A2 A749], i vt i dS Hol= tendon bundle® /g% 0] 2= FolH, layer 4
+ coracohumeal ligamentof|A] U2 L& H5/d& 2 layer 29] bundlex} 4=2]9] g Ho]
+ bundle® /g Zold, upA|g e & 7P 712 F%l layer 5+ ¥HAHFO = o] £o{#] lrfal 5}
Ach(Fig. 7).

Rotator cable2 =d(supraspinatus)®} =5}(infraspinatus)?] oA 45| HeFoz =
FYohe, RS tidolh. TP Adollxds BHl o2 Hol= 2127l 219) /g F-2l(avascu-
lar zone)& AL Q= W o] PEE HRITKFig. 8). ©] rotator cableo] ZALAL Q)= HEAFE] <]
FH/d 372 o]e} 425} rotator crescentetal B2}, Clarke] 5 layer 5 layer 47} BEE ro-
tator cableol] 35, ©] & transverse bandztal SFATH30).

Burkhart 5(31)2 %2 o] 31223 rotator cableo|2}1l st =, FAEy} Z6)Lo|

2= 43S rotator cable?] 9% Yl F&o| & RAR R AH9to 24 HORdE jxirle] £

8 jksronline.org
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SSP

Fig. 7. Schematic diagram of a cross section through the SSP and the
ISP tendons, parallel to the surface of the glenoid.

Layer 1 is the most superficial, composed of fibers of the CHL extend-
ing from the coracoid process to the greater tuberosity and overlies the
cuff tendons. Layer 2 is composed of packed parallel tendon fibers ex-
tending from the muscle belly of SSP and ISP to the humerus. Layer 3
has a tendinous structure with smaller fascicles compared to layer 2.
The fibers of SSP in layer 3 are intermingled with fibers from the adja-
cent subscapularis and the ISP. Layer 4 is composed of loose connec-
tive tissue having thick bands of collagen. Layer 5 is the deepest of all
and forms the true joint capsule of the shoulder.

CHL = coracohumeral ligament, ISP = infraspinatus, LHB = long head of
biceps tendon, SSP = supraspinatus

Fig. 8. Angled arthroscopic view of
the humeral footprint of the supraspi-
natus shows the RC (arrows) and the
Cr. Long head of the ‘B’ slides through
the bicipital groove behind humeral
N’

B = biceps tendon, Cr = crescent, H =
head, RC = rotator cable

/d Bejoll 7Hal| A= &S XSk stress-shielding®] &3S Shotal 24519t SEAITE Ao

rotator cable®] F7IE /T oS doto] Aol ot Al A Tk ZAxt o] E

7Ne] 2 ER 7 S5 9] ofefiFol] #)x5H= band-like structure® AX| 11 I}, 55

rotator crescentol] @/do0] AYZ-& w, rotator cable-2 7)ol AZH ST Ad-fridkso] vt
£ k52 G0l RS = R R dEgto 24 d4fo] e = 2l 2l &

9] 7]%50] §A12 4 = 5= 341 (suspension bridge)2] &S stk A5 th(Fig. 9)

A |

(32). A= o]2fgt rotator cable?] F/golut = FaFRolx 9] A

https://doi.org/10.3348/jksr.2020.81.1.2 9



Fig. 9. “Suspension bridge model”.

Osseous attachment of the rotator cable is analogous to the pillars of a suspension bridge, and the rotator
cable is analogous to the cable connecting the pillars. The tension generated by the rotator cuff tendon me-
dial to the cable is transferred to the osseous attachment, thereby preserving the function of the tendon as
well as limiting the progression of a tear (Reference 31).

P73, AFA| 942 A eH T ] pachs Zlo] fEfeh 2o ® A QUTk(33). =gt Bur-
khart (32)+= rotator cable} rotator crescent®] At Q1 F=7o]| wahA, cable-dominant2t
crescent-dominant?! 7H4|2 U+3l=tl, cable-dominants= At4 02 1dZo] Wil cres-
cent- dominant= AFT|Z 0 2 FL Zof woln AHsleict 18y 22 28} MRIE o] &
St A5 2J5hH, crescent”t FAE4% cables 25|28 £ HTS EolH, cable} cres-
cent2] Al FAl= Holeh= A4 Ba/do] gle A= Hi5iA, cable-dominant®} cres-
cent-dominante]] tgt 7Hd2 525 2131 UTk(34, 35).

Rotator cable-2 9FZo]| A= coracohumeral ligamentoj| A} -G-2f5t A-grigke] 4o 2 okz
of| A& 24712] 9F& Aol A greater tuberosity©ll F-215HH | FZof A= 250l A9}
X Z|THA] greater tuberosityol] F-2F5H},

MRI @/dollr= 57870 Fste] Wiof Feeix Hole= AN E o] Jejz Lt
H, 479 AR 2 o2 F3shs Y ERlo] 7HsShth MRICIA= e B AV
of|A] 2k ERItk(Fig. 10). HollAl= =747 b A F-2l2F A= 21 gl 4= AT
Z0] ZAxto] BARE 2Qlsk7]= o TH(36). Rotator cableo] thar F7 7490l ’b}% 2l
off 5 AN o= QRI5HA] e Fo|sfjof S

SHARA| ALol] 2J51H rotator cable®] WH]+= 7/ ol A mid portion?] 79011 8.95 + 1.54
mm, 20]+=56.42 £ 10.13 mm, F7= 1.56 £ 0.70 mm= Q1= ATH3E7).

Superior Capsule of Shoulder
AW e 2] Jollxl 7P 7ha/do] 2 WA=, o] & Qs 9H/d

= T

o

L 2|35

FF

2o F23itt,

10 jksronline.org
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Fig. 10. Rotator cable.

A. Oblique coronal T2-weighted image demonstrates the prominent rotator cable (arrows) on the articular
side of the supraspinatus tendon, also referred to as the “cable-dominant rotator cuff.”

B. Oblique coronal T2-weighted image demonstrates the superior capsule (arrows) on the articular side of
the supraspinatus tendon devoid of a cable-like structure.

= 7P IZol| A il Q= -9l 58 (labroligamentous complex)= 7 2{Q1 ¢t
4d& FAlsk=E Qo] 7P - FL=olth aeh tiRe] vk QA dFolM= an-
teroinferior ¥ posterior capsuloligamentous structureol] thdt F.2/Jo] Zxk|of FA|Th %
ol Hid o] A el o7 ARl 75 FAIsh=t 1o1A] superior capsule?] F27/3
o] Zz%| 11 R\t Superior capsule-2 Clarke] S8 layeroll sg5hH, $17712] ol W2z
of lof sjI7He} s o4, A feha] o = A sHA| ek of SlTt.
Z| o] superior capsule©] A 0] G o] 55 Hol= Fa% fLEEol2h= Zlo] HelA
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Fig. 11. Superior capsule of shoulder.

A. Oblique coronal T2-weighted MR arthrography shows the superior capsule (arrows) and its footprint (ar-
rowhead) on the greater tuberosity.

B. Oblique sagittal T2-weighted MR arthrography shows the superior capsule (arrows) in continuum with
the coracohumeral ligament (arrowhead).
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Fig. 12. Supraspinatus tendon slip.

A. Axial T2-weighted MR arthrography shows the supraspinatus tendon slip (arrow) in the bicipital groove
lateral to the long head of the biceps tendon (arrowhead).

B. Oblique sagittal T2-weighted MR arthrography shows the course of the supraspinatus tendon slip (ar-
rows) which originates from anterior margin of the supraspinatus and attaches to the humerus adjacent to
the pectoralis major tendon.
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Fig. 13. Anteroinferior tibiofibular ligament.

A. Consecutive axial T2-weighted images show obliquely oriented anteroinferior tibiofibular ligament (arrows) with origin at the tibia (left)
and a fibular insertion (right).

B. Oblique coronal reformatted three-dimensional fast spin-echo T2-weighted image shows the entire course of the anteroinferior fibular liga-
ment (arrows) which is composed of multiple bundles. The inferior most bundle is the Basset’s ligament (arrowheads).
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Fig. 14. Posteroinferior tibiofibular ligament complex.

A. PITFL complex. The wide sPITFL originates from the posterior tubercle of the tibia and inserts on the pos-
terior tubercle of the fibula. The dPITFL originates immediately inferior to the sPITFL and inserts on the
posterior tubercle, deeper to the sPTIFL. The IML connects the inner surface of the medial malleolus and
the lateral malleolus where the PTFL originates.

B. Coronal fat-suppressed three-dimensional fast-spin echo sequence demonstrates the superficial PITFL
(arrows), the dPITFL (open arrow), and the IML (arrowhead).

C. Sagittal fat-suppressed intermediate-weighted image demonstrates the dPITFL (open arrow) which ap-
pears like a “labrum” of the tibial rim, and the IML (arrowhead) which restricts the expansion of the posteri-
or recess of the ankle.

D. Axial T2-weighted images demonstrate the sPITFL (arrows) that originates from the posterior tubercle of
tibia and inserts into posterior tubercle of fibula. The dPITFL (arrowhead) inserts deeper than the sPITFL
into the posterior tubercle of the fibula.

dPITFL = deep PITFL, IML = intermalleolar ligament, PITFL = posterior inferior tibiofibular ligament, PTFL =
posterior talofibular ligament, sPITFL = superficial PITFL

SPITFL

dPITFL
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Fig. 15. Interosseous membrane and interosseous ligament.

A. Axial T2-weighted image shows the interosseous membrane (arrowhead) that connects the lateral margin of the tibia and the medial mar-
gin of the fibula.

B, C. Coronal fat-suppressed T2-weighted and axial T2-weighted images show obliquely oriented interosseous ligament (arrows) composed
of proximal and distal bands.
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