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Background. Complete rupture of the anterior cruciate ligament (ACL) does not represent a diagnostic problem for 
the standard magnetic resonance (MR) protocol of the knee. Lower accuracy of the standard MR protocol for partial 
rupture of the ACL can be improved by using additional, dedicated MR techniques. The study goal was to draw a 
comparison between sagittal-oblique MR technique of ACL imaging versus flexion MR technique of ACL imaging and, 
versus ACL imaging obtained with standard MR protocol of the knee.
Patients and methods. In this prospective study we included 149 patients who were referred to magnetic reso-
nance imaging (MRI) examination due to knee soft tissues trauma during 12 months period. MRI signs of ACL trauma, 
especially detection of partial tears, number of slices per technique showing the whole ACL, duration of applied ad-
ditional protocols, and reproducibility of examination were analysed.
Results. Accuracy of standard MRI protocol of the knee comparing to both additional techniques is identical in 
detection of a complete ACL rupture. Presentations of the partial ruptures of ACL using flexion technique and sagittal-
oblique technique were more sensitive (p<0.001) than presentation using standard MR protocol. There was no statisti-
cally significant difference between MRI detection of the ruptured ACL between additional techniques (p> 0.65). 
Sagittal-oblique technique provides a higher number of MRI slices showing the whole course of the ACL and requires 
a shorter scan time compared to flexion technique (p<0.001).
Conclusions. Both additional techniques (flexion and sagittal-oblique) are just as precise as the standard MR proto-
col for the evaluation of a complete rupture of the ACL, so they should be used in cases of suspicion of partial rupture 
of the ACL. Our study showed sagittal-oblique technique was superior, because it did not depend on patient’s ability 
to exactly repeat the same external rotation if standard MR protocol was used or to repeat exactly the same flexion in 
flexion MR technique in further MR examinations. Sagittal-oblique technique does not require the patient’s knee to be 
repositioned, which makes this technique faster. We propose this technique in addition to the standard MR protocol 
for detection of partial ACL tears. 
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Introduction

Anterior cruciate ligament (ACL) injuries occur 
due to a strong contact or indirect knee trauma, 
and results in stretching or tearing of non-contrac-
tile, elastic soft-tissue articular structures. ACL is 
the most frequently injured large ligament in the 

knee.1 As injured ACL recovery is very limited 
long-term consequences are frequent including 
cartilage loss, secondary meniscal injuries and de-
generative changes.

Magnetic resonance imaging (MRI) examination 
gives precise information about lesions in different 
organs as well as in the knee.2-5 It determines the 
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are, predominantly, two approaches in published 
studies, considering additional MRI examination 
of the ACL: 
• dedicated MRI examination with one’s knee in 

a slightly flexed position (approximately 17 de-
grees) and sagittal slices along the ACL, trying 
to avoid partial averaging with the intercondy-
lar roof in the ACL central and proximal part – 
flexion technique;12-15 

• dedicated MRI examination consisting of im-
ages trough longitudinal course of the ACL ob-
tained with angled coronal and angled sagittal 
tomograms, the “double-oblique” or sagittal-
oblique technique.16,17 
The study goal was to compare sagittal-oblique 

MR technique versus flexion MR technique for ACL 
imaging with standard knee MR protocol. We ana-
lysed diagnostic value of MRI data related to ACL 
trauma, especially detection of partial tears, num-
ber of slices per technique showing the whole ACL, 
duration of additional protocols, ergonomics and 
reproducibility of examination.

Patients and methods

The study included 149 patients (age distribution 
Table 1) referred to MRI examination in Centre 
for Diagnostic Radiology in Clinical Centre of 
Montenegro during 12 months period, due to 
trauma of knee soft tissue structures. Inclusion cri-
teria were positive history for ACL lesion and/or 
positive one or two ACL lesion physical tests (the 
Lachman and anterior drawer test).6,8,18

Radiological criteria for diagnosing ACL lesions 
obtained by standard MRI protocol and by addi-
tional techniques were identical: complete rupture 
(total discontinuity or an area of increased signal 
intensity extending completely across the ACL, 
partial rupture (inhomogeneity and increased sig-
nal intensity within the ACL, but with some fibres 
intact) and normal.19,20 Partial ACL rupture param-
eters were: direct presentation of partial rupture 
of ACL, course of the ligament, presented by “in-
creased curvature of posterior convexity of ACL”9,10 
and intraligamentous hyperintense MRI signal.21,22 

Additionally, the number of slices showing the 
whole ACL, duration of particular sequences and 
total time of additional techniques were analyzed 
for two dedicated ACL imaging techniques.

All patients were examined with standard 
MRI protocol for the knee followed by sagittal-
oblique technique and flexion technique using MR 
1.0T scanner (Philips, Intera, Eindenhoven, The 

FIGURE 1. Sagittal image of standard MRI examination as a topogram for planning 
the paracoronal oblique T2 FSE 2 mm image. 

FIGURE 2. Anterior cruciate ligament (ACL) paracoronal oblique image.

course and length of patient’s treatment. MRI diag-
nostic protocols and technical abilities have almost 
completely excluded the use of diagnostic arthros-
copy nowadays.

Partial ACL tears occur in 10-43% of all ACL in-
juries.5-8 In cases of partial ACL tears conservative 
treatment is effective in less than 25% in diameter. 
Larger tears progress into a complete rupture in 
50-86% of cases.8

Partial ACL tears are difficult to diagnose dur-
ing physical examination. On the other hand, many 
studies emphasise insufficiency of standard MRI 
protocol in diagnosing partial ACL tear.9-11 There 
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Netherlands) with omni gradient 23 mT/m and, 
software version 11. Standard MRI protocol for the 
knee consisted of triplanar images using T2 fast-
spin echo sequences (repetition time [TR] 3382, 
echo-time [TE] 100, flip angle 90 degrees), 3 mm 
slices with 0.3 mm gap and field of view [FOV] 
of 170 mm, 512x256 matrix. Patient was in supine 
position with extended knee in external rotation.23 
After standard MRI protocol, additional sagittal-
oblique technique and flexion technique were per-
formed in all patients using same parameters as 
standard MRI protocol with the exception for slice 
thickness of 2 mm and 0.2 mm gap. 

Sagittal tomogram of the knee with the best im-
age of the ACL, obtained with the previously ap-
plied standard MRI protocol was used as a topo-
gram for paracoronal oblique sequence that fol-
lowed the actual course of ACL (Figure 1). Obtained 
paracoronal oblique image was angled depending 
on actual anatomy of the patient’s knee (Figure 2). 
This image, showing the full course of ACL, was 
used as a topogram for the sagittal-oblique proto-
col (Figure 3). 

After the sagittal-oblique MRI examination, 
the flexion MRI technique was performed. This 
technique requires repositioning of patients knee 
in 17 degree flexion, followed by a sagittal topo-
gram with orientation of slices without angling 
(Figure 4).

Two independent radiologists analysed the MRI 
figures of the patients, their history and physical 
data. 

Data collected from the patients that showed a 
variety of ACL injuries diagnosed by the compared 
techniques (standard MR protocol, sagittal-oblique 
MR technique and flexion MR technique) were as-
sessed by a chi-square test. Statistical differences be-
tween variants expressed as arithmetic averages and 
percentages were assessed by the Student’s t-test. 

All patients signed the consent of participation 
in the study. The investigators strictly followed 
recommendations of the Helsinki Declaration 
(1964, with later amendments) and of the European 
Council Convention on Protection of Human 
Rights in Bio-Medicine (Oviedo 1997).

Results

All 149 patients (108 males, 41 females) were sent 
to MRI examination with a clinical diagnosis: in-
ternal knee lesion-meniscal or ACL lesion. In 59 
patients (39.6%) referring diagnosis was decisive 
– ACL lesion. 

All patients suffered from a knee injury which 
mechanism pointed to the lesion of internal soft 
tissue structures and thus potentially to the ACL 
injury. The anterior drawer test was positive in 
94 patients (63.1%), out of them 86 (57.7% of to-
tal patients) had positive Lachman test. In the re-
maining 55 (36.9%) patients, MR examination was 
performed on the basis of the mechanism of injury 
(from patient’s history) and clinical suspicion of a 
violation of the ACL. 

Standard knee MR protocol was positive (com-
plete or partial ACL lesion) in 134 patients (89.9%) 
out of 149 patients. The percentage of complete 

FIGURE 3. Anterior cruciate ligament (ACL) sagittal-oblique T2 FSE image.

FIGURE 4. Anterior cruciate ligament (ACL) flexion MRI technique.
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lesion of ACL using standard MR protocol was 
42.3%. The percentage of partial lesion of ACL us-
ing standard MR protocol was 47.6% (Table 2). 

Both, flexion MRI technique and sagittal-oblique 
technique showed the same number of complete 
ACL ruptures, 63 (42.3%), as in standard MR pro-
tocol of the knee. The number of diagnosed partial 
ACL ruptures using flexion technique and sagit-
tal-oblique technique was 86 in both techniques 
respectively, comparing to 71 ACL ruptures diag-
nosed by standard MR protocol. 

The percentage (47.9%) of direct presentation of 
the partial rupture of ACL using standard MR pro-
tocol was statistically significantly lower (p<0.001) 
than in flexion technique (77.9%). 

Also, higher percentage of direct presentation 
of partially ruptured ACL of 82.5% using sagittal-
oblique technique compared to 47.9% using stand-
ard knee MR examination was statistically signifi-
cant (p<0.001) (Table 3). The percentage of direct 
presentation of partially ruptured ACL using 
sagittal-oblique technique in comparison to flexion 
technique was without statistical significance (p> 
0.65).

The site of partial ACL rupture detected by MRI 
(upper attachment, middle part or lower attach-
ment) using flexion and sagittal-oblique technique 
showed no statistically significance between these 
techniques with p value less than 0.05 (Table 4).

Number of slices showing the whole course of 
the ACL and the time of examination comparing 
flexion and sagittal-oblique technique are present-
ed in Table 5. Sagittal-oblique technique provides 
a higher number of slices presenting the whole 
course of ACL. The necessity of repositioning of 
the patient in order to perform flexion technique 
reduces reproducibility in possible subsequent 
examinations. Shorter scan time of 1.9 minutes re-
quired for sagittal-oblique technique (1 minute 54 
seconds) compared to the duration of flexion tech-
nique is statistically significant (p<0.001).

Discussion

Complete rupture of the ACL does not represent 
a diagnostic problem for the standard MR proto-
col of the knee as overall accuracy of the procedure 
ranges from 86% to 100%.10,11,20,21,24-31 Lower accu-
racy of standard MR protocol for partial rupture of 
ACL can be improved by using additional, dedicat-
ed MR techniques, described in recent literature as 
“standard orthogonal sequences plus oblique axial 
intermediate weighted imaging”.32 We tested two 
additional MR techniques for diagnosing partial 
ACL tear and confirmed them to be more sensitive 
(p<0.001) than standard MR protocol, with no sta-
tistical difference between them.

Sagittal-oblique technique clearly shows partial 
rupture because its’ double angulation follows the 
specific course of the patient’s ligament, due to ap-
proximate orientation of the external rotation of 
the foot. The advantages of this technique were 
described in MR studies of the knee after ligamen-
toplasty.28,33-35

In flexion technique, the flexed knee position 
avoids partial volume effect of intercondylar fossa 
of the ACL, which is one of the major diagnostic 
problems in diagnosing partial ACL rupture us-
ing standard MR protocol.7,30,36,37 In addition, un-
streched ligament in the knee in flexion is wider 
and thus can be precisely analysed.14 

We shoved that both additional MR techniques 
reveal partial rupture of ACL from the “grey zone” 
of indirect signs such as course angulations of 
ACL, hyperintense MR signal, unclear contours of 
the ligament with the characteristics of fluid, bleed-
ing and/or fibrosis (depending on the time between 
trauma and MRI examination).7,11,21,26-29,34 

Intraligamentous hyperintense signal on T2 se-
quences, as a sign of fluid accumulation between 
the ACL-bundles due to fibre microruptures, 
found on standard MR procedure and additional 
techniques, showed the same level of sensitivity. 
Flexion technique seemed to be slightly more pre-
cise in detecting an intraligamentous hyperintense 
signal than standard MR protocol and sagittal-
oblique technique because the flexion of the knee 
during examination results in shortening and wid-
ening of ACL, making the fluid in the ligament 
thicker and thus more available for detection.

In assessment of the location of ACL partial rup-
ture (upper attachment, middle part, lower attach-
ment) both flexion technique and sagittal-oblique 
technique showed the same results, confirming 
lower attachment as the most common site of ACL 
partial rupture.11,35

TABLE 1. Patient’s distribution by age groups

Age groups No of patients %

<10 years 4 2.7%

10-20 years 17 11.4%

20-30 years 49 32.9%

30-40 years 71 47.6%

40-50 years 8 5.4%

Total 149 100%
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In our study we found the statistically significant 
difference between standard procedure and both, 
flexion technique and sagittal-oblique technique 
regarding the number of MR slices that showed the 
whole course of ACL. Sagittal-oblique technique 
offers a larger number of MR tomograms showing 
the whole ACL, due to angulations in two planes 
with two phases of sagittal and paracoronal tomo-
grams which present the true ligament axis of the 
patient’s knee, making the ACL clearly visible. This 

technique does not require repositioning of the pa-
tient as flexion technique, thus the reproducibility 
of this method is easier and we have recommended 
it in patients with expected re-examinations. On 
the other hand, this technique is more ergonomic 
and faster because there is no need for patient knee 
repositioning and for a new scout. 

Clinical parameters (patient’s history, clinical 
examination) are not the subject of this study, but 
in our study we found low percentage of precise 

TABLE 2. Standard knee MR protocol, flexion MR technique and sagittal-oblique technique findings of anterior cruciate ligament 
(ACL)

Anterior cruciate ligament (ACL) Standard MR protocol Flexion technique Sagittal-oblique technique 

Complete rupture 63 (42.3%) 63 (42.3%) 63 (42.3%)

Partial rupture 71 (47.6%) 86 (57.7%) 86 (57.7%)

Normal  15 (10.1%) 0 0

Total 149 (100%) 149 (100%) 149 (100%)

 

TABLE 3. Standard knee MR protocol, flexion MR technique and sagittal-oblique MR technique findings of partial rupture of anterior 
cruciate ligament (ACL) 

ACL partial rupture Standard MR protocol Flexion technique Sagittal-oblique technique  

Direct presentation 34 (47.9%) 67 (77.9%) 71 (82.5%)

Course of ACL 22 (31%) 0 0

Hyperintens signal 15 (21.1%) 19 (22.1%) 15 (17.5%)

Total 71 (100%) 86 (100%) 86 (100%)

TABLE 4. Flexion MR technique and sagittal-oblique MR technique findings of the position of partial rupture of anterior cruciate 
ligament (ACL)

Position of the partial rupture of ACL Flexion technique Sagittal-oblique technique 

Upper attachment 30 (34.9%) 29 (33.7%)

Middle part 20 (23.2%) 16 (18.6%)

Lower attachment 36 (41.9%) 41 (47.7%)

Total  86 (100%) 86 (100%)

TABLE 5. Differences between flexion MR technique and sagittal-oblique MR technique in terms of number of tomograms that 
show the whole course of the anterior cruciate ligament (ACL) and the total duration of examination

Flexion technique  Sagittal-oblique technique 

Number of tomograms showing all coarse of ACL 2.7 3.8

Reposition of the patient 5.1 min 0

Scout / T2, 2 mm 0.5 min 3.9 min

T2, 2 mm / T2, 2 mm 4.2 min 4 min

Total time 9.8 min 7.9 min
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referring diagnoses (only 39.6%), many unclear re-
ferring diagnosis (internal knee lesion) and various 
time between knee trauma and MR examination.

Lachman test was positive in fewer patients than 
the anterior drawer test, mostly in patients with 
strong quadriceps muscles as a result of greater 
physical effort that had to be applied by physician 
while performing anterior drawer test. This state-
ment differs from the literature25, probably due to 
a larger number of partial ruptures of the ACL in 
our study that are difficult to diagnose with physi-
cal examination.8 Our study emphasises the role 
of MRI examination, especially for partial ACL le-
sions and confirms literature statements.5,7,11,21,26-28

The limitation of our study is the lack of arthro-
scopic procedures (as a “gold standard”) after MR 
examinations. Arthroscopies were not performed 
in patients with clinical suspicion of isolated ACL 
injury, or minor lesions of the knee (mostly referred 
as “internal knee trauma”). If isolated partial tear 
of ACL was diagnosed on MR, patients were treat-
ed conservatively with physiotherapy and rehabili-
tation therapy. These approaches reduce the risk of 
invasive diagnostics and also the coast of patient’s 
treatment.19

References
1. Swenson TM, Harner CD.Knee ligament and meniscal injuries. Current con-

cepts. Orthop Clin North Am 1995; 26: 529-46.

2. Podobnik J, Kocijancic I, Kovac V, Sersa I. 3T MRI in evaluation of asbestos-
related thoracic diseases – preliminary results. Radiol Oncol 2010; 44: 92-6.

3. Xu J, Shen J, Ding Y, Shen HY, Zeng ZP, Ma RF, et al. The clinical value of com-
bined use of MR imaging and multi-slice spiral CT in limb salvage surgery 
for orthopaedic oncology patients: initial experience in nine patients. Radiol 
Oncol 2012; 46: 189-97. 

4. Wang X, Xu M, Liang H, Xu L. Comparison of CT and MRI in diagnosis of 
cerebrospinal leak induced by multiple fractures of skull base. Radiol Oncol 
2011; 45: 91-6. 

5. Lee K, Siegel MJ, Lau DM, Hildebolt CF, Matava MJ. Anterior cruciate 
ligament tears: MR imaging-based diagnosis in a pediatric population. 
Radiology 1999; 213: 697-704. 

6. Fruensgaard S, Johannsen HV. Incomplete ruptures of the anterior cruciate 
ligament. J Bone Joint Surg Br 1989; 71: 526-30. 

7. Roychowdhury S, Fitzgerald SW, Sonin AH, Peduto AJ, Miller FH, Hoff FL. 
Using MR imaging to diagnose partial tears of the anterior cruciate liga-
ment: value of axial images. AJR Am J Roentgenol 1997; 168: 1487-91. 

8. Noyes FR, Mooar LA, Moorman CT 3rd, McGinniss GH. Partial tears of the 
anterior cruciate ligament. Progression to complete ligament deficiency. J 
Bone Joint Surg Br 1989; 71: 825-33. 

9. Umans H, Wimpfheimer O, Haramati N, Applbaum YH, Adler M, Bosco J. 
Diagnosis of partial tears of the anterior cruciate ligament of the knee: value 
of MR imaging. AJR Am J Roentgenol 1995; 165: 893-7. 

10. Gentili A, Seeger LL, Yao L, Do HM. Anterior cruciate ligament tear: indirect 
signs at MR imaging. Radiology 1994; 193: 835-40.

11. Lawrance JA, Ostlere SJ, Dodd CA. MRI diagnosis of partial tears of the 
anterior cruciate ligament. Injury 1996; 27: 153-5. 

12. Nakanishi K, Horibe S, Shiozaki Y, Ishida T, Narumi Y, Ikezoe J, et al. MRI of 
normal anterior cruciate ligament (ACL) and reconstructed ACL: comparison 
of when the knee is extended with when knee is flexed. Eur Radiol 1997; 
7: 1020-4.

13. Niitsu M, Ikeda K, Fukubayashi T, Anno I, Itai Y. Knee extension and flexion: 
MR delineation of normal and torn anterior cruciate ligaments. J Comput 
Assist Tomogr 1996; 20: 322-7.

14. Niitsu M, Ikeda K, Itai Y. Slightly flexed knee position within a standard knee 
coil: MR delineation of the anterior cruciate ligament. Eur Radiol 1998; 8: 
113-5.

15. Pereira ER, Ryu KN, Ahn JM, Kayser F, Bielecki D, Resnick D. Evaluation of the 
anterior cruciate ligament of the knee: comparison between partial flexion 
true sagittal and extension sagittal oblique positions during MR imaging. 
Clin Radiol 1998; 53: 574-8.

16. Katahira K, Yamashita Y, Takahashi M, Otsuka N, Koga Y, Fukumoto T, et 
al. MR imaging of the anterior cruciate ligament: value of thin slice direct 
oblique coronal technique. Radiat Med 2001; 19: 1-7. 

17. Staeubli HU, Adam O, Becker W, Burgkart R. Anterior cruciate ligament 
and intercondylar notch in the coronal oblique plane: anatomy comple-
mented by magnetic resonance imaging in cruciate ligament-intact knees. 
Arthroscopy 1999; 15: 349-59. 

18. Buckley SL, Barrack RL, Alexander AH. The natural history of conservatively 
treated partial ACL tears. Am J Sports Med 1989; 17: 221-5.

19. Zairul-Nizam ZF, Hyzan MY, Gobinder S, Razak MA. The role of preoperative 
magnetic resonance imaging in internal derangement of the knee. Med J 
Malaysia 2000; 55: 433-8.

20. Boric I, Pecina M, Bojanic I, Haspl M, Raic G. Comparation of conventional 
spin-eho and fast spin-eho magnetic resonance imaging with fat suppresion 
in cruciale ligament injury. Croat Med J 2004; 45: 195-201.

21. Tung GA, Davis LM, Wiggins ME, Fadale PD. Tears of the anterior cruciate 
ligament: primary and secondary signs at MR imaging. Radiology 1993; 
188: 661-7. 

22. Ho PC. The cruciate and collateral ligaments. In: Davies AM, Cassar-Pullicino 
VN, editors. Imaging of the knee. New York: Springer-Verlag; 2003. p. 153-8. 

23. Heron C, Hine A. Magnetic resonance imaging. In: Davies AM, Cassar-
Pullicino VN, editors. Imaging of the knee. New York: Springer-Verlag; 2003. 
p. 50-4.

24. Miller TT, Gladden P, Staron RB, Henry JH, Feldman F. Posterolateral stabiliz-
ers of the knee: anatomy and injuries assessed with MR imaging. AMR Am 
J Roentgenol 1997; 169: 1641-7.

25. Johnson DL, Warner JJ. Diagnosis for anterior cruciate ligament surgery. Clin 
Sports Med 199; 12: 671-84. 

26. Ha TP, Li KC, Beaulieu CF, Bergman G, Ch’en IY, Eller DJ, et al. Anterior cruci-
ate ligament injury: fast spin-echo MR imaging with arthroscopic correlation 
in 217 examinations. AJR Am J Roentgenol 1998; 170: 1215-9. 

27. Roychowdhury S, Fitzgerald SW, Sonin AH, Miller FH, Hoff FL. Normal and 
abnormal anatomy of the anterior cruciate ligament at axial MR imaging of 
the knee. [Abstract]. Radiology 1996; 201(Suppl S): 1633.

28. Roychowdhury S, Fitzgerald SW, Sonin AH, Peduto AJ, Miller FH, Hoff FL. 
Using MR imaging to diagnose partial tears of the anterior cruciate liga-
ment: value of axial imaging. AMR Am J Roentgenol 1997; 168:1487.

29. Ng AW, Griffith JF, Hung EH, Law KY, Yung PS. MRI diagnostic of ACL bundle 
tears: value of oblique axial imaginig. Skeletal Radiol 2012; 41: 125-6.

30. Irizarry JM, Recht MP. MR imaging of the knee ligaments and postoperative 
knee. Radiol Clin North Am 1997; 35: 45-76.

31. Murakami Y, Sumen Y, Ochi M, Fujimoto E, Adachi N, Ikuta Y. MR evaluation 
of human anterior cruciate ligament autograft on oblique axial imaging. J 
Comput Assist Tomogr 1998; 22: 270-5.

32. Fitzgerald SW, Remer EM, Friedman H, Fujimoto E, Adachi N, Ikuta Y. MR 
evaluation of the anterior cruciate ligament: value of supplementing sagit-
tal images with coronal and axial images. AMR Am J Roentgenol 1993; 160: 
1233-7.

33. Brandser EA, Riley MA, Berbaum KS, el-Khoury GY, Bennett DL. MR imag-
ing of anterior cruciate ligament injury: independent value of primary and 
secondary signs. AJR Am J Roentgenol 1996; 167: 121-6. 



Radiol Oncol 2013; 47(1): 19-25.

Nenezic D and Kocijancic I / MRI for injuries of the anterior cruciate ligament in the knee 25

34. Lintner DM, Kamaric E, Moseley JB, Noble PC. Partial tears of the anterior 
cruciate ligament. Are they clinically detectable? Am J Sports Med 1995; 
23: 111-8.

35. Falchook FS, Tigges S, Carpenter WA, Branch TP, Stiles RG. Accuracy of 
direct signs of tears of the anterior cruciate ligament. Can Assoc Radiol J 
1996; 47: 114-20.

36. Lerman JE, Gray DS, Schweitzer ME, Bartolozzi A. MR evaluation of the 
anterior cruciate ligament: value of axial images. J Comput Assist Tomogr 
1995; 19: 604-7. 

37. Robertson PL, Schweitzer ME, Bartolozzi AR, Ugoni A. Anterior cruciate 
ligament tears: evaluation of multiple signs with MR imaging. Radiology 
1994; 193: 829-34. 


