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Difficulties with knees

Only a few years ago internal derangement of the knee was an
accepted diagnosis which led to arthrotomy on the painful
side of the joint with, almost inevitably, the excision of the
cartilage: "better to remove a normal meniscus than miss the
torn posterior horn." Those days have passed; the meniscus is
now preserved at all costs, and in some centres it may even be
repaired. One of the main reasons for this change is that
successive reviews of the late results of meniscectomy have
shown that the operation is far from being benign-and that it
is certainly not the cure for all problems ofthe knees. Meniscec-
tomy may, indeed, increase the problems in a knee which is
unstable from damage to the ligaments.

For the knee still remains an enigma, despite a wealth ofnew
tests and diagnostic aids such as arthroscopy and arthrography.
Among the most taxing of the problems within the knee are
those of rupture of the cruciate ligaments. Rupture of the pos-
terior cruciate ligament is the easier to manage. On examination
the tibia is found to hang back when the knee is flexed to 90°
with the foot on the examination couch. The anterior draw sign
is positive-the tibia can be drawn forward when the leg
is in the position described-but in reality it is moved to the
"cnormal" position only relative to the femoral condyles.
Radiographs may show an avulsed fragment from the posterior
aspect of the tibia. Treatment is conservative or operative.
The fragment may be screwed back into position, or the liga-
ment may be repaired directly or replaced by nearby tendons or
muscles. This injury is frequently associated with major
disruptions of the knee in which serious neurovascular injuries
may occur requiring urgent attention. Longstanding injuries
require careful assessment before surgery, which should aim at
controlling any straight or rotatory instability. The exact nature
of the surgery will depend on the instability and is likely to be
complicated. Surgery may not be needed, however; where pos-
sible the management should consist of quadriceps and ham-
string exercises to control the knee, with advice to the patient
to reduce his demands on the joint. Dandy and Pusey1 found
that in a group of 20 patients treated by this conservative
approach the functional results bore no relation to the degree of

laxity of the ligament-and 18 of the patients eventually
decided that their symptoms were not severe enough to justify
surgical reconstruction.
The greater problem is the anterior cruciate. After years of

discussion authorities still cannot agree. This difference of
opinion was highlighted again in theJournal of Bone and Joint
Surgery in February of this year. Hughston and Barrett
reported that rupture of the anterior cruciate did not in itself
contribute to instability of the knee.2 They believe that the
instability which occurs in knees with this lesion is related to
damage to the capsule, other ligaments and muscles, and the
medial meniscus. In their hands careful evaluation and repair
of the damaged structures produced knees stable enough to
withstand vigorous sport, whether or not the anterior cruciate
was ruptured. They emphasised the prime importance of the
medial meniscus as a stabilising structure.
By contrast, Noyes et al described the disability in 103

patients with chronic laxity of the anterior cruciate ligament
uncomplicated by other major deficiencies or previous recon-
structive procedures.3 They showed that damage to this liga-
ment was detected in only seven of the 103 patients initially,
including those examined by orthopaedic surgeons. They found
that if untreated an isolated anterior cruciate lesion would lead
initially to a lower sporting achievement and later to reinjury,
damage to the meniscus, and eventually to osteoarthrosis.
The average orthopaedic surgeon finds such a wide diver-

gence of opinion difficult to understand. He should have found
comfort in the sensible editorial in the same journal, though the
author, Robert Larson, could not reconcile the differences.4
He did, however, attempt to give some guidelines on manage-
ment based on his beliefthat all the structures play a part in the
stability of the joint; none is all important, all depend on each
other. Thus to re-establish stability all damaged structures
should be identified, repaired, or augmented. Larson argues
that repair should be undertaken urgently after injury, but
acknowledges that this approach requires accurate and early
diagnosis. The anterior cruciate itself, he believes, should not
be repaired but augmented, for experience has shown that
repair is difficult and produces poor results. He thinks that
repair of the knee with chronic injuries should be approached
with caution, for judicious advice to the patient may obviate
surgery, especially if he is taught to develop his hamstrings
and quadriceps and lower his athletic requirements. In those
patients whose knees are so unstable as to interfere with normal
life-or those who want to engage in sporting activities at a high
standard-the joint should be carefully assessed and the
appropriate repairs and augmentation undertaken.

In the light of all this conflicting evidence, what is the key?
Perhaps the answer is a superspecialist service for the few
patients who are crippled by the damage to their knee, or
perhaps a better diagnostic service for the acutely damaged
knee, or perhaps both.
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