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Fig.1 Fracture of posterior malleolus
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Fig.2 Fracture of posterior malleolus
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Fig.3 Fracture of posterior malleolus
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Fig.4 Fracture of posterior malleolus
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Fig.5 Fracture of anterior malleolus
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Fig.6 Fracture of anterior malleolus
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Fig.7 Fracture of anterior malleolus
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The application of Multislice Spiral CT in
Diagnosis of the Ankle Joint Injury

WANG Liang™, MO Hua-mei, XIAO Xin-hua, HE Jing-bai,
CHEN Wau-ze, SHI Yong-jiu

Department of Rodiology, Bao’an District Chinese Medicine
Hospital of Shenzhen, Shenzhen 518133, China

Abstract: Objective: To discuss the value of Multislice spiral CT in diagnosis of the ankle joint injury. Methods:
Retrospective analysis of 21 patients with ankle joint sprain were examined by X-ray and Multislice spiral CT.
Results: In 20 patients, CT showed 46 fractures, included 13 fractures of internal malleolus, 17 fractures of
external malleolus, 4 fractures of anterior malleolus and 12 fractures of posterior malleolus, respectively, and DR
showed 37 fractures, MSCT could accurately showed the fractures of the ankle joint. Conclusion: MSCT could
accurately diagnose the fractures of the ankle joint, especially in diagnosis of fractures of posterior malleolus and
anterior malleolus.
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