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Treatment of Locking Knee; Case Series of Hypermobile Lateral Meniscus

Shotaro Hashimoto, Yoshimasa Fujimaki, Shinichi Utanohara, Raita Amemiya and Katsunori Inagaki
Department of Orthopaedic Surgery, Showa University School of Medicine

Purpose:

Hypermobile lateral meniscus (HLM) is defined as that having hypermobility of the posterior portion of the
lateral meniscus in the absence of a discrete tear or discoid morphology. Abnormal mobility of the lateral me-
niscus with no obvious MRI findings causes lateral knee pain and locking during deep knee flexion. Pathophysi-
ology and optimal treatment of HLM have not been fully elucidated. The purpose of this study was to evaluate
clinical results of HLM what treated by arthroscopic stabilization.

Methods:

5 cases were included in this study; 3 male, 2 female; average age 28.6 (2050 age).

All cases had multiple episodes of knee-locking at full flexion of the knee.

In 2 cases, the pre-operative MRI showed anterior dislocation of the postero-lateral portion with no obvious
tear at the mid-substance of the lateral meniscus, while there were no obvious findings on MRI for remaining.
All 5 cases were examined arthroscopically and were diagnosed as HLM. Stitching the lateral meniscus onto
the lateral capsule of the knee (arthroscopic stabilization) were performed in all cases.

Result:

No recurrence of locking or knee pain were encountered in follow-up period after surgery for all cases.

Conclusions:

Arthroscopic stabilization can be considered as an appropriate treatment for hypermobile lateral menis-
cus.

Consideration:

Complex anatomy of lateral meniscus such as Wrisberg ligament and popliteal tendon hiatus makes it diffi-
cult to diagnose the vertical tear at the rim of the lateral meniscus or detach from the joint capsule.

Meanwhile the lateral meniscus has an anatomical feature unlike the medial meniscus, that having greater
movement along with the bending of the knee joint because it does not directly attach with the collateral liga-
ments.

There is a possibility of Hypermobile Meniscus in the cases which observed clinical symptoms of locking
or restriction of the range of motion without obvious MRI findings. It is important to consider arthroscopic ex-
amination for the appropriate diagnosis and treatment in such cases.

(JJOMT, 65: 143—146, 2017)
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