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ABSTRACT

INTRODUCTION

Background: This prospective clinical study attempts to
evaluate the role of arthroscopic surgery in meniscal
injury of knee joint. Low morbidity and early
rehabilitation associated with arthroscopic surgery of
meniscal injuries makes it a highly acceptable procedure.

Menisci are essential for the normal function of the knee
joint. The menisci act as a joint filler, compensating for
gross incongruity between femoral and tibial articular
surfaces. The menisci prevent capsular and synovial
impingement during flexion-extension movements. It is
believed to have joint lubrication properties.1

Materials and Methods: This study includes 30 cases of
meniscal injuries of knee treated by arthroscopic
techniques at Silchar Medical College and Hospital,
Silchar between January 2011 to December 2012.
Minimum follow up has been done upto 6 months.

The menisci have been shown to play a vital role in load
transmission across the knee joint.2 The menisci have
shock or energy-absorbing functions.3 Meniscus injuries
are produced most commonly by rotation as the flexed
knee moves toward an extended position.4 Meniscal
injuries of the knee joint are common in sportsperson and
athletes.5 In other individuals, meniscal injuries can also
occur as a result of road traffic accident and mine workers
involving rotational injuries of knee joint. Meniscal tears
are the most common injury of the knee, with an incidence
of meniscal injury resulting in meniscectomy of 61 per 100
000 population per year.6 Typical signs and symptoms are
clicking, catching or snapping. A knee effusion may or
may not be present, but most patients will have joint line
tenderness.
Address for the correspondence and reprint:
1
Registrar (corresponding author)
Dept. of Orthopaedics, Tezpur Medical College
Email: docgcpaul@gmail.com
Mobile: 9678925251
2
Assistant Professor, Dept. of Microbiology, Tezpur
Medical College
3
Professor & Head, Dept. of Orthopaedics, Tezpur Medical
College
4
Professor & Head, Dept. of Orthopaedics, Silchar Medical
College

Results: The mean age of the patients was 26.36 years.
Twenty eight (93%) patients were male and 2 (7%)
patients were female. Most sustained meniscal injury
following sports related injuries (60%). Arthroscopic
partial meniscectomy was done in 28 patients and
arthroscopic meniscal repairs done in 2 patients. Mean
operative time for meniscectomy was 75 minutes.
Functional outcome was assessed based on Lysholm
Knee Score and Tapper and Hoover Grading System in
follow up period. Excellent to good results were found
in 80% cases.
Conclusion: Arthroscopic partial meniscectomy and
repair are minimal invasive technique, advantage of
which includes early return to work, minimal
complications, early post operative rehabilitation, short
duration of hospital stay. Hence these are the preferred
technique for treatment of meniscal injuries. Though
arthroscopic partial meniscectomy is a preferred method
of treatment but in repairable meniscal injuries meniscus
preserving surgery should be tried.
Keywords: Meniscal tear, arthroscopic partial
meniscectomy, arthroscopic meniscal repair
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Weight bearing was avoided for at least 6 weeks in
meniscal repair group. Out of 30 patients, 9 were
associated with partial/complete ACL tear, 4 associated
with articular cartilage degeneration and 2 associated with
loose body.

Arthroscopic procedure of knee joint also improves
accuracy of the diagnosis of meniscal injuries, reduces
hospital stay, minimizes complications and improves the
quality of life. Simpson DA et al.7 reviewed comparative
analysis of open and close meniscectomy results and
confirmed the overall economical and therapeutic
advantage of arthroscopic partial meniscectomy over open
meniscectomy.

RESULTS
28 (93%) patients were male and 2 (7%) patients were
female. Age ranges from 18-46 years with a mean age of
26-36 years. Meniscal injuries in left knee were found in
17 (57%) cases and right knee in 13 (43%) cases. Mode
of injuries was sports related injuries in 18 (60%) cases,
road traffic accident 7 (23%) cases and history of fall in
5 (17%) cases. Twenty (67%) cases were medial meniscus
tear and 10 (33%) cases were lateral tear. The most type
of tear was Longitudinal tear (Bucket handle) (53%).
Arthroscopic partial meniscectomy was done in 28 patients
and arthroscopic meniscal repair was done in 2 patients.
There were 9 cases of partial/complete ACL tears of which
7 cases were reconstructed with SMT graft. Two cases
associated with loose bodies which were removed
arthroscopically. Four cases associated with articular
cartilage degeneration of which in one case arthroscopic
microfracture performed. Complication such as
haemarthrosis observed in two cases. Duration of hospital
stay was average 2-7 days with a range of 2-4 days.
Mean time for return to work was 14-8 days with range
from 10-22 days. Patients were followed up in the out
patient department on 2nd week and 4th week, after that
every month for 6 months. Functional outcome was
assessed based on Lysholm.

AIMS AND OBJECTIVES
The present study is designed to evaluate the
effectiveness of arthroscopy to confirm the types of
meniscal injuries in clinically suspected cases and to
assess the outcome of arthroscopic partial meniscectomy
and meniscal repair in a tertiary centre like ours.
MATERIALS AND METHODS
This study includes 30 cases of meniscal injuries of knee
treated by arthroscopic techniques at Silchar Medical
College and Hospital, Silchar between January 2011 to
December 2012. Minimum follow up has been done up
to 6 months.
Patients aged between 18-50 years with clinically
suspected meniscal injuries and suggestive MRI findings
of meniscal lesion are included in the study. Patients with
infective condition in and around the knee joint, meniscal
injuries with tibial plateau fractures and/or distal femoral
fracture and patients with medical contraindications are
excluded from the study.
Patients with both clinically suspected and MRI
diagnosed meniscal injury were admitted. Then patients
were thoroughly examined clinically and routine
investigation were done and documented.

Knee Score and Tapper and Hoover Grading System9 in
follow up period. Excellent to good results was found in
80% cases.

All patients were operated under spinal anaesthesia and
tourniquet was used. Arthroscopic partial meniscectomy
was done in 28 patients and arthroscopic meniscal repair
was done in 2 patients. Most common combination used
was anterolateral portal for arthroscope and anteromedial
portal for the instrumentation. Arthroscopic meniscal repair
was done by Outside-in technique.8 In this technique two
18 gauge spinal needles were passed from outside the
joint to inside the joint under arthroscopic vision. After
reduction of meniscal fragments, they were tied with nonabsorbable suture materials through the spinal needles.

Case 1: Intraoperative Findings and Arthroscopic
Techniques Of Meniscus Repair

Postoperatively Jones type padded bandage was applied
and physiotherapy was started from day 1. Patients were
allowed to bear full weight on second postoperative day
onwards in arthroscopic partial meniscectomy group.

Figure 1 Bucket handle (BH) tear
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Figure 5 Biting with Basket Forcep
Figure 2 Suture insertion

Figure 6 Resected Meniscal Fragment

DISCUSSION
Figure 3 After Repair

Treatment of meniscal injuries has evolved from
conservative management, open meniscectomy and
meniscal repair to closed arthroscopic partial
meniscectomy and meniscal repair. Simpson DA et al7
reviewed the overall economical and therapeutic
advantage of arthroscopic partial meniscectomy over
open meniscectomy. Other authors have reported short
hospital stay and early return to work and sports like
Northmore-Ball et al 10; Lysholm, Gillquist et al 11;
GoodFellow JW et al12; Dandy DJ et al.13 Biedert RM et
al 14 reviewed short-term results were best by
performing partial meniscectomy. However, other studies
of meniscus preserving surgeries have reported even
better medium to long term results like Paxton ES, Stock
MV et al15; Dave LY, Caborn DN et al.16

Case 2: Intraoperative Findings & Arthroscopic Techniques
Of Partial Meniscectomy

In our study 28 (93%) patients were males, with mean age
of all 30 patients was 26.36 yrs and 57% involvement was
left side. In series of Simpson DA et al7 the mean age of

Figure 4 BHMM Tear
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the 230 patients was 30.7 years. Men and boys formed
90% of the series.

rehabilitation, short duration of hospital stay. Hence
these are the preferred technique for treatment of meniscal
injuries. Results were better in age group less than 40
years and in patients with early presentation. Though
arthroscopic partial meniscectomy is a preferred method
of treatment but in repairable meniscal injuries meniscus
preserving surgery should be tried. But it is a technically
difficult procedure with steep learning curve. From our
present study we conclude that arthroscopic surgery may
be a preferred treatment option for management of meniscal
injuries.

In our series 60% of cases were sports related injuries,
23% road traffic accidents and 17% history of fall. In Rao
PS, Rao SK et al5 reviewed sports related injuries was the
most common mechanisms of injury.
Out of 30 cases incidence of medial meniscus tear was
67% and lateral meniscus tear was 33% and longitudinal
(bucket handle) tear was the most common type of
meniscal tear. In series of Dandy DJ et al17 medial meniscus
tear was 70.5% and lateral meniscus tear was 29.5% and
vertical (longitudinal) tear was common than the other
type of meniscal tear.
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Mean operative time in our series was 75 minutes as
compared to 45 minute by Tregonning RJ et al.18 Mean
duration of hospital stay in our study was 2.7 days (range
2-4 days) compared to 2.4 days (range 1 to 7 days) as
reported by Simpson DA et al.7
Functional outcome results in our series excellent 57%,
good 23%, fair 20% and poor 0% as compared to results
in series of Rao PS, Rao SK et al5 was excellent and good
81.25% and fair and poor 18.75%. Functional results in
series of Simpson DA et al6 was excellent to good in
80.55% of cases.
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Majority of our patients returned to their premeniscal
injury activity in 14.8 days where as in series of
Tregonning RJ et al18 mean time for return to work was
12.9 days and in series of Dandy DJ et al13 was 10.5 days.
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