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Outcome of unrepaired meniscus tears after anterior cruciate ligament
reconstruction

BACKGROUND AND OBJECTIVE Anterior cruciate ligament ( ACL) tears are frequently accompanied by tears of the meniscus.
The management of these associated tears varies from leaving tears in situ, to repair and partial meniscectomy. While previous studies have
suggested that certain tears of the meniscus left in situ can result in positive clinical results, it is thought that clinical outcomes depend upon
lesion characteristics. This study reports on the six-year outcomes of meniscal tears, identified during ACL reconstruction, left in situ.

METHODS This multicenter trial included 194 patients with 208 identified meniscal tears, treated between January of 2002 and De-
cember of 2004. Data collected included demographic variables and comorbidities, meniscal tear characteristics and information regarding
subsequent surgery. The primary outcome measure was repeat surgery.

RESULTS Of the 1,399 patients, 914 (65.3% ) had concomitant meniscus tears at the time of the index ACL reconstruction. All
bucket handle tears were treated. Of the 914, 208 patients (23% ) had meniscus tears left in situ, with 137 lateral (65.9% ) and 71 medial
(34.1% ). Of these, 97.8% of the lateral and 94.4% of the medial untreated tears required no repeat surgery.

CONCLUSION This study of patients undergoing anterior cruciate ligament reconstruction found that meniscal tears identified during
the surgery, and left unrepaired, rarely required surgery during the following six-years.

[ 4% B : Duchman KR, Westermann RW, Spindler KP, et al. The fate of meniscus tears left in situ at the time of anterior cruciate liga-
ment reconstruction. a 6-year, follow-up study from the moon cohort. Am J Sp Med, 2015, 43(10) ;: 2688-2695. ]

Infrapatellar fat pad volume and knee structure changes in osteoarthritis

BACKGROUND AND OBJECTIVE Osteoarthritis (OA) is the most common form of arthritis, with well-known risk factors including
age, gender and body mass index. As the Infrapatellar fat pad (IPFP) is located close to cartilage and bone surfaces, it is hypothesized that
this structure may serve to reduce loading on the joint, thus limiting the progression of knee OA. This study assessed the association between
the volume of the IPFP and structural measures among patients with OA of the knee.

METHODS Subjects included 174 patients diagnosed with knee OA, with a mean age of 55.5 years. The subjects were assessed by
anthropometric and radiographic evaluations, with T1-weighted MRI used to evaluate knee cartilage. Comparisons were made between struc-
tural changes of the cartilage and the IPFP.

RESULTS After adjusting for potential confounders, a greater IPFP volume was found to be associated with greater tibial and patellar
cartilage volume, and fewer cartilage defects, at all sites measured. The IPFP was not significantly associated with joint space narrowing.

CONCLUSION This study of patients clinically diagnosed with osteoarthritis of the knee found that a greater infrapatellar fat pad vol-
ume was associated with fewer structural abnormalities, suggesting a protective role.

[4% B :Cai J, Xu J, Wang K, et al. Association between infrapatellar fat pad volume and knee structural changes in patients with knee
osteoarthritis. J Rheum, 2015, 42(10) ; 1878-1884. ]
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