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There are some very important points to remember when examining an injured
knee.
Good visualisation is essential, including thighs, knees, lower legs and feet,
therefore the patient’s shoes and socks must be taken off and the thighs
exposed.

If possible, the patient should be examined on a couch, allowing full access to
both sides.

Examination must be systematic and gradual, so that nothing is missed.
Relaxation is essential, particularly when examining for ligament laxity. The noninjured knee should be examined before the injured one.
No conclusions should be reached until both knees have been examined.
The stature of the patient is noted on entrance for examination. The patient is
viewed standing normally from front, back and also from the side. It is particularly
important to notice:
Skeletal deformities;
Shortening;
Deformities indicating an old fracture;
Femoral torsion;
Tibial torsion;
Genu varum or valgus

This patient demonstrates genu varum of the left leg

Recurvatum or flexion deformities in the knees
Pes planus or cavus

Scars pointing to previous surgery;

Any degenerative deformity, for example valgus apparent on weight
bearing;muscular deficiencies, for example wasted quadriceps;
Cyst or swelling, for example ‘baker’s cyst’.

The patient is asked to squat if no contra-indication to this position exists, like
gross effusion or acute ligament tear. This gives a rough idea of the quadriceps
power and patellofemoral integrity. If medial pain is felt at full squat, tear of the
posterior horn of the medial meniscus should be suspected (positive squat test).

The patient sits on the side of the examination couch and allows the knees to
hang.

The examiner notes any abnormal patellar position, deformity, cysts or swelling,
and assesses the tone and bulk of the quadriceps, particularly of the vastus
medialis obliquus: this is one of the medial quadriceps with its attachment
running one-third of the way down the medial patella. It plays a major role in the
extension of the knee as well as in patellar tracking and stability. The tone and
bulk of the quadriceps can also be assessed in the extended knee by
comparison with the other knee .
The examiner checks for patellar tracking and feels or hears a retropatellar
grind.

A dislocating patella.

The patient lies comfortably. With the knee out-stretched and relaxed the ankles
are raised; in this position locking can be detected.

Generalised ligament laxity, seen by eliciting recurvatum, should be checked
against the range of movement at the elbow, the metacarpophalangeal joint of
the fingers and the wrist looking for hyperextension.

Unilateral recurvatum arouses suspicion of a cruciate ligament tear and
posterolateral capsular injury.

Posterolateral rotatory instability is checked; this is a subtle test used where
there is abnormal external rotation of the tibia with the knee ‘sitting’ slightly varus
and rotated externally while in hyperextension. This is due to a tear in the arcuate
complex and lateral collateral ligament, called ‘external rotational recurvatum’.

Anterolateral rotatory instability is checked. In this position slight internal rotation
of the tibia may be seen as evidence of anterolateral instability with the lateral
tibial plateau subluxed .
The static ‘Q’ angle, related to patellofemoral stability and pain, can now be
measured. This is the angle the patellar tendon makes with the long axis of the
rectus femoris; measuring it gives an idea of the degree of lateral vector force
applied to the patella.

A large ‘Q’ angle is present in genu valgum. If it is greater than 15 degrees in
men and 19 degrees in women, there is predisposition to patellofemoral pain and
instability.
The tone and bulk of the quadriceps can also be assessed and measured in this
position. A mark on the knee is made ten to fifteen centimetres above the
suprapatellar margin.

The circumference of the thigh is measured. This is a rough assessment of the
muscle wasting, and does not always indicate muscular strength.

Next, each knee is tested for effusion. If there is an effusion, the fluid is drained
out of the suprapatellar pouch whilst keeping the thumb and index fingers on the
infrapatellar pouches medially and laterally, in order to detect any bulges as fluid
is pressed into these structures from above.

In a gross effusion, it may be possible to elicit a patellar tap: this is the type of
effusion that is seldom missed;

In a subtle effusion, fluid is detected by draining the medial subpatellar pouch
proximally and applying pressure to the suprapatellar bursa: a rush of fluid back
into the pouch is often seen.

It is this subtle effusion that is important to detect, should there be any questions
as to whether pathology is intra- or extra-articular.
The retropatellar surfaces are checked for tenderness medially and laterally.
These surfaces may be tender in the patellofemoral pain syndrome or
chondromalacia patellae.

The knee is flexed at 45 degrees and checked for a pseudocyst. This presents as
a tender fullness on the lateral joint line, which disappears with further extension
or flexion.

The pseudocyst is caused by a ‘parrot beak’ tear of the lateral meniscus,
buckling on itself and protruding from the lateral joint line (Cross & Watson,
1980).
A pseudocyst should be distinguished from a true meniscal cyst. A true cyst is
usually larger than a pseudocyst, does not disappear with flexion and extension,
and represents actual cystic changes in the meniscus.

The joint is palpated for a medial plica; this occurs in sixty percent of people and
is usually asymptomatic. The medial plica runs from the medial joint wall to the
anterior fat pad, and may cause medial pain and slight locking. At examination it
may represent a tender cord medial to the patella and one finger’s breadth above
its inferior pole.
The knee is flexed at 90 degrees; the patellar height is observed and checked
for patella alta or patella baja. According to Insall, the patella lies high if its length
is shorter than the length of the patellar tendon.

This patient demonstrates patella alta on the left. The right has been corrected
surgically.

Radiographic examination will be of assistance, as in 30 degree flexion a line
should pass from the femoral shelf through the inferior pole of the normal patella.

A lateral x-ray of the knee demonstrating patella alta.
The tibial tubercle is palpated; this may be tender in Osgood-Schlatter disease
(tibial epiphysitis) or protuberant in a person who has suffered from that
condition.

Apophysitis may also occur at the distal pole of the patella (Sindig-Larsen
disease). A direct blow may cause fracture of the tubercle.
Rarely, avulsion of the tibial tubercle may occur in young adults, with a resisted
intense quadriceps contraction.
The patellar tendon is palpated which will be tender in patella tendonitis (jumper’s
knee).

Tenderness is often elicited on the inferior pole of the patella, a site also likely to
rupture during a strenuous activity while the knee is bent to a right angle. The
radiograph may show localised calcification; patella magna may also be noted.
The prepatellar bursa is palpated. Sponginess of the patella arouses suspicion of
prepatellar bursitis. The possibility of infection of the bursa should always be
borne in mind, particularly as bursitis is often caused by direct trauma with an
associated graze.
The knee joint is checked for full flexion and then for a full range of motion. This
test should be performed both actively and passively. The examiner palpates for
patellar crepitus.

Pain towards full flexion and inability to reach it is usually due to the presence of
an effusion.

Flexion of the swollen joint will cause the posterior joint space to become tense
and painful; this may be associated with a ‘baker’s cyst’. Full flexion may also be
restricted by popliteal pathology, loose bodies, posterior osteophytes and
quadriceps pathology (muscle tear, tumour, haematoma, or myositic
ossifications).
Palpation is repeated whilst the proximal hand displaces the patella laterally with
a constant force: any patellar instability or apprehension should be detected with
this test, which is often performed with greater diagnostic value under general
anaesthesia.

Factors contributing to patellofemoral instability include anteverted hips, shallow
femoral grooves, flattened lateral femoral condyles, and high-riding or flat
patellae. In addition, instability may be due to generalised ligament laxity,
recurvatum, external tibial torsion, a lax medial retinaculum, weak, tight or
dysplastic quadriceps, a tight iliotibial band and valgus knees.
All of these factors must be examined when assessing patellofemoral instability,
a condition more common in women. Patellar subluxation often remains
undiagnosed, as the clinical signs are rather subtle.

Next, the patella is displaced medially. This tests the degree of tightness of the
lateral retinaculum, which will be relevant in patellar instability, especially if a
lateral release is contemplated.

The medial structures are palpated. The medial collateral ligament arises
proximally above the medial femoral condyle, crosses the joint line and enters
below the pes anserinus.
In the acute first and second degree tears, tenderness is usually proximal to the
medial femoral condyle. With chronic tenderness a Pellegrini-Stieda lesion
should be suspected: this is a heterotopic ossification in the disrupted attachment
of the medial collateral ligament, apparent on radiographic examination.
Ligament tenderness will be consistent with the site of the tear.
The joint line is now palpated anteriorly to posteriorly marked tenderness
suggests a meniscal tear or capsular strain.

It is also associated with osteochondral fracture, which is often very difficult to
distinguish clinically from a meniscal tear, and degenerative joint disease.
Anterior tenderness is most common in the knee locked by a bucket handle tear
of the medial meniscus; posterior tenderness is most common in a cleavage tear
of the posterior horn.

A complex tear of the meniscus.
The sartorius, gracilis, semitendinosus and semimembranosus tendons (with
associated bursae) are next palpated. The pes anserinus tendons often become
inflamed after overuse. Localised pain with lack of effusion is suggestive of extraarticular causes.

The lateral collateral ligament is palpated. This is running from the lateral femoral
epicondyle to the fibular head, being at its tightest in extension. It is rarely torn as
a single entity; varus stress on a fully extended knee is the most likely cause of
injury.
The lateral joint line is palpated anteriorly to posteriorly. Tenderness anteriorly is
common, particularly in bucket handle tears of the lateral meniscus. Mid-joint line

tenderness is often due to a ‘parrot beak’ or transverse tear and may be
associated with a pseudocyst or cyst. Tenderness posteriorly is often due to a
cleavage tear of the posterior horn of the meniscus, and must be differentiated
from:
a) Popliteus tendonitis; lack of effusion with lateral pain is suggestive of this
condition.
b) The characteristic capsular tenderness seen after an episode of ‘giving way’
due to anterolateral rotatory instability. The joint line may generally be tender
due to degenerative disease of the lateral compartment, osteochondral
fracture, inflammatory joint conditions, or after an episode of anterior cruciate
ligament instability.
The iliotibial band is palpated. This is both a dynamic and lateral stabiliser of the
knee, originating as a fascial extension of the tensor fasciae latae and the
gluteus maximus muscle, and inserting into Gerdy’s tubercle below the lateral
joint line. It is course it runs across the lateral femoral condyle.
In athletes (particularly distance runners, cyclists and skiers), a friction syndrome
of the iliotibial band over the lateral femoral condyle can take place, with severe
pain on the lateral side of the knee. Contributing factors include genu varum,
tightness of the iliotibial band, a prominent lateral femoral condyle and subtalar
pronation. The condition often appears after a change of footwear, a sudden
increase in the running schedule or prolonged downhill running.
Tenderness over the lateral femoral condyle, increasing with the pressure of
extension and 30 to 60 degree flexion of the knee, suggests the diagnosis.
Crepitus may also occur.
Ober’s test should be performed to assess iliotibial band tightness; the modified
Ober’s test may confirm the diagnosis.

The popliteus is palpated. This is a musculotendonous structure which runs from
the lateral femoral condyle to the tibia and deeply into the lateral collateral
ligament, with attachments to the posterior horn of the lateral meniscus and the
posterior aspect of the fibula.
The popliteus muscle assists the posterior cruciate in retarding the forward
displacement of the femur on the tibia at stance, and in maintaining internal
rotation of the tibia onto the femur shortly before heel strike and whilst threequarters through the stance phase. This prevents the lateral femoral condyle
from rotating off the lateral tibial plateau. The popliteus also retracts the posterior
arch of the lateral meniscus.
The popliteus tendon is best examined in the ‘figure of 4’ position, where it is
found just anteriorly to the lateral collateral ligament on the joint line. Pulling the
ankle at the buttock in this position often causes pain.

Popliteus tendonitis (lateral pain) is common in runners and mountain climbers,
particularly after prolonged downhill work. Pronatory changes in the feet
contribute to this condition. It is often difficult to distinguish popliteus tendonitis
from a lateral meniscal tear, although lack of an effusion in the joint and the
characteristic tender area would point to the former.
The biceps femoris muscle that goes into the fibular head is palpated. The distal
tendon may become tender with overuse tendonitis.
Ligament testing
The ligaments are examined for laxity. The importance of early accurate
assessment of ligament damage must be stressed, particularly as early surgical
repair is becoming a recommended mode of treatment for some third degree
tears. The following points should again be remembered:









Comparison with the other side is mandatory prior to confirming the presence
of laxity.
A gentle approach leads to more information.
Most ligament injuries are combined.
Laxity may be masked by muscle tightness due to the patient’s apprehension
or spasm. If in doubt, the examiner may need to perform the examination
under anaesthesia.
A gross effusion should be drained, to allow accurate assessment of the
ligaments. If the fluid drained contains blood, the anterior cruciate is
considered torn until proven otherwise. Fat globules in the aspirate indicate
fracture of bone.
Each testing for straight instabilities should be an open/shut or forwards/back
movement, so as to assess the degree of laxity.

The following is a summary of Hughston’s classification of instability:
Straight:
Rotatory:

Medial, lateral, anterior, posterior.
Anteromedial (AMRI), anterolateral (ALRI), posterolateral (PLRI),
combined (usually AL&PL, or AM&AL).

Assessment of instability is important in determining the extent of ligament injury
and whether the damaged ligament, once healed, will provide stability to the joint.
In first degree ruptures minimal numbers of fibres of the ligament are torn, with
localised tenderness and often swelling, and no laxity on ligament stress.
In second degree ruptures more fibres are disrupted, usually accompanied by an
effusion; on ligament stress there is a +1 laxity and the joint surfaces separate up
to 5mm. If there is a +2 laxity, the joint surfaces separate between 5-10mm.
In third degree ruptures there is complete ligament disruption, and often no pain
on stressing the ligament; the resulting effusion may leak into the surrounding
tissues, causing a gross haematoma. Ligament stress testing will show lack of a
definite endpoint and a +2 to +3 ligament laxity, with the joint surfaces separating
over 10mm. Radiographic examination may show avulsion of a ligament
insertion. Stress films are helpful in determining the degree of laxity.
Examination involves abduction and adduction stress tests to the fully extended
knee. This should be totally stable due to the tight fit of the femoral and tibial
condyles, meniscal wedge effect and taut ligaments. Significant laxity in this
position indicates that the posterior cruciate ligament is torn and the collateral
ligament stressed.
The medial stabilisers are twofold: the medial capsular ligament and the medial
collateral ligament.

The medial capsular ligament is made up of the anterior capsule, the medial
capsule and the posterior oblique ligament; it is connected to the coronary
ligament, which is made up of a weak meniscofemoral component and a strong
meniscotibial component. The medial collateral ligament (tibial collateral) is
overlying this, and is phylogenically derived from the adductor magnus tendon,
extending from the medial femoral condyle to its distal attachment below the pes
enserinus. The fibres are arranged such that parts of the ligament remain taut in
all joint positions.
Abduction/adduction stress tests
The abduction stress at 30 degrees flexion is performed by holding the femur
with the outer hand; as this tests the medial stabilisers, laxity will represent a tear
particularly in the medial collateral ligament .

With the leg over the bed for maximum relaxation and the femur stabilised by the
innermost hand, the leg is adducted at 30 degrees flexion. The main stabiliser
laterally is the collateral ligament (fibula), which runs from the lateral femoral
epicondyle to the fibular head. This ligament is taut in full extension, but at 30
degrees it has some laxity which can be confirmed by reaching an endpoint. This
can give the inexperienced examiner a chance to detect ‘opening’ and ‘closing’ of
the joint, and to actually feel the laxity.

In these tests, a torn meniscus may be compressed and pain elicited. Therefore,
pain on compression of the lateral compartment in abduction suggests a torn
lateral meniscus, whereas pain on compression of the medial compartment in
adduction suggests a torn medial meniscus.
The anterior draw
This test checks ligament laxity at 90 degrees. It must be realised that it is
possible to have an anterior cruciate ligament tear without an anterior draw being
present. It is folly to exclude an anterior cruciate ligament tear based on lack of
anterior draw. The test is particularly controversial and consists of three parts.
Straight draw
With the knee flexed at 90 degrees, the examiner sits onto the patient’s toes and,
after testing for hamstring relaxation, applies a straight draw.

Slight anteromedial movement may occur if there has been a tear of the
meniscotibial ligament.
A straight draw may be elicited where both tibial condyles move anteriorly and
equally on the femoral condyles. The anticipated pathology is a torn anterior
cruciate ligament with laxity in the medial and lateral capsules and collateral
ligaments. This represents a combined rotatory instability: anteromedial and
anterolateral.
Anterior draw in external rotation
The examiner sits onto the patient’s externally rotated foot, thus tightening the
medial structures, and applies an anterior draw . If there is a tear in the medial
compartment ligaments, the medial tibial condyle will sublux anteriorly and rotate
externally; this will be accentuated by an anterior cruciate ligament tear,
indicating anteromedial rotatory instability.
Anterior draw in internal rotation
The examiner sits onto the patient’s internally rotated foot, thus tightening the
lateral structures, and applies an anterior draw. If the lateral tibial condyle moves
forwards on the femur, a tear of the lateral complex should be suspected.
The posterior draw
In this test both knees are at 90 degrees flexion, with the examiner’s hand
holding the feet. The tibial positions should be compared, looking for a posterior
sag.

Each knee is then examined at 90 degrees flexion with the foot fixed, applying a
direct posterior draw.

Both these tests, if positive, indicate a posterior cruciate ligament rupture. A
common error is to mistake a knee ‘sitting’ in posterior draw as being in neutral
and thus, when found lax to anterior force, to regard that laxity as an anterior
draw. Close observation for a posterior sag will distinguish this.
The Lachman test
If properly performed, this test is very reliable for anterior cruciate ligament laxity.
The knee is brought to 15 degrees flexion and an anterior draw is applied.

The draw is assessed for the feeling of an endpoint and compared to the other
knee. Lack of a definite endpoint or marked increased draw in comparison with
the opposite side is evidence of anterior cruciate ligament damage. This test is
difficult for the inexperienced examiner, and for those with small hands. Posterior
subluxation will also need to be excluded (check for posterior sag).
The dynamic extension test
This test is also used for diagnosing an anterior cruciate ligament rupture. It is a
dynamic Lachman test, performed by the quadriceps musculature.
With the patient supine, the knee is extended on the examination table and a
closed fist is placed distally under the femur in complete relaxation. The patient is
then asked to raise the leg; as the quadriceps contracts the tibia is seen to move
anteriorly on the femur.

The leg is then placed back on the examiner’s fist and relaxed with relaxation the
tibia drops posteriorly onto the femur to its resting neutral position.

This test can be particularly helpful in the acute knee injury, where some of the
more complex tests may be difficult. It is also ideal for the inexperienced
examiner, in assessing anterior cruciate ligament integrity.
Tests for anterolateral rotatory instability
These include “Tietzes’, ‘Slocum’, ‘Losee’, pivot jerk and pivot shift. The authors
find the lateral pivot shift or pivot jerk to be the easiest, most consistent and least
distressing to the patient, specifically testing anterior cruciate ligament integrity. It
is important to realise that the pivot shift is difficult, requiring much practice
before it can be considered reliable.
As already stated, the anterior cruciate ligament causes the tibia to rotate
externally, coming from 30 degrees flexion to extension. If the ligament is
deficient this does not occur, causing the subluxed tibia to rotate internally as the
tibial condyle subluxes forwards on the femoral condyle. When the knee is flexed
at about 30 degrees, the lateral tibial condyle reduces onto the lateral femoral
condyle. The joint then remains reduced through further flexion.
The lateral pivot jerk is aimed at producing a forced subluxation/reduction of the
tibial condyle, in order to elicit a detectable sudden change with acceleration of
flexion/extension. If performed correctly, the test is not painful and may often be
clinically very satisfying as the patient states: ‘that is what my knee does when it
gives way’, thus showing confidence in the examiner’s ability to detect the cause
of the problem.
The test combined internal rotation of the tibia extended from the ankle, and
valgus force, pressing the proximal tibia with the other hand for maximum
reduction of the subluxation. In this position the knee is flexed with a click of
reduction of the tibial condyle onto the femoral condyle, rendering the lateral
pivot shift positive . Maintaining this position the knee is slowly extended; at
approximately 30 degrees flexion a click into subluxation occurs, rendering the
jerk test positive. A combination of these tests is known as the ‘lateral pivot jerk’
test.

Interpretation of this test in the locked knee should be very reserved, as a
positive lateral pivot jerk is often masked by locking. It is also important to bear in
mind that patients with ligament laxity may elicit a physiological lateral pivot jerk:
the ‘screwing home’ still occurs later in extension, but is less marked, giving the
appearance of a lateral pivot jerk. In these cases, the other knee will have the
same sign and there will be no ‘giving way’ history of the ‘something/nothing’
type.
FURTHER DIAGNOSTIC TESTS
These tests should be performed later on at examination, aiming at confirming or
excluding an already suspected diagnosis derived from the previously discussed
techniques.
External rotation/recurvatum
This is a test for posterolateral rotatory instability (see above). Posterolateral
instability may be detected with increased external rotation on the tibia at 90
degrees flexion.
McMurray’s test
This is a test for meniscal tears. It is important that its interpretation is taken in
the context of the whole examination, as false positives and negatives are
common with this technique. It aims to reproduce in part the mechanism of injury
to the meniscus with a palpable click, or at least to elicit pain.
As described by McMurray, the knee should be flexed completely so that the heel
rests on the buttock, or as near to this point as possible. The ankle is then
grasped in the right hand (examining the right knee) and the joint is controlled by
the left hand, with the thumb and forefinger firmly grasping on either side at the

level of the posterior aspect of the joint and behind the external and internal
lateral ligaments respectively. The ankle is twisted by the right hand, so that the
knee is rotated inwards and outwards to its full extent: if a lesion of the external
or internal cartilage is present, a definite click will be felt under the finger or
thumb of the left hand.

Many modifications of this test exist. Adding an adduction or abduction force
often assists in eliciting a positive result, as does gradually extending the knee in
each direction.
Apley’s grind/distracton test
Kept in context, this may be a helpful diagnostic test. With the patient lying
prone, the knee is flexed to 90 degrees. The knee is then rotated whilst a
compression force is applied. If the symptoms are reproduced, this may indicate
a meniscal tear. Rotation is repeated while the leg is pulled upwards with the
thigh held down. The distraction test may produce pain if ligament damage is
present.

Quantifying hamstring and quadriceps muscle tightness
Hamstring tightness is assessed by measuring the ‘theta’ angle: as the patient
lies supine, the examiner’s hand is placed under the lumbar spine to ensure
lumbar lordosis. The hips is then flexed to 90 degrees and the knee is extended.

The angle the tibia makes with the perpendicular line is called the ‘theta’ angle . If
this is greater than 15 degrees, the hamstrings may be considered tight,
predisposing to tears and patellofemoral pain.
Quadriceps tightness can be quantified with the patient lying prone: both knees
are flexed by the examiner until they reach a firm endpoint. The distance
between the ankle and the buttock is then measured, the ideal being where the
posterior ankle is about to touch the buttock.

Both these tests are obviously quite subjective but, when performed consistently
by the same examiner, they give a good idea of how muscle tightness may be
contributing to overuse injuries in particular.
Ober’s test
This is useful where an iliotibial band friction syndrome is suspected. A positive
Ober’s test offers a good prognosis for stretching the iliotibial band in order to
relieve the characteristic lateral pain that accompanies this syndrome.
The patient lies on the side with the thigh of the unaffected leg next to the table
and flexed enough so as to obliterate any lumbar lordosis. The examiner grasps
the affected leg tightly with one hand, while the pelvis is stabilised with the other.
The hip is extended so that the thigh is in line with the body to catch the iliotibial
band on the greater trochanter, and then adducted.
If shortening of the iliotibial band is present, the hip will remain passively
abducted in direct proportion to the amount of shortening. With adduction
pressure applied to the leg, that is, tightening of the iliotibial band and then
flexing and extending the knee, the characteristic pain at the lateral femoral
condyle may be reproduced ‘modified’ Ober’s test’. This can be of great
diagnostic benefit, particularly as the patient gains confidence knowing that the
symptoms have been identified.

McConnell test
This test is appropriate where patellofemoral pain is suspected. The pain must
initially be reproduced by an isometric contraction of the quadriceps with the
patient flexing the knees, squatting, or going up and down steps. Once the pain
has been reproduced, it may be eased by a medial glide of the patella; this
medial glide may also be performed as the patient squats or walks up and down

steps, with a similar relief of symptoms. Pain relief by a medial glide of the patella
is diagnostic of patellofemoral pain.
At the end of examination it may be necessary to seek the assistance of
additional tests:
Joint aspiration
This is performed as a sterile technique. The most common method is to
introduce a wide bore needle, for example 18-gauge, into the lateral
suprapatellar pouch and to slowly drain out the fluid. Examination of this fluid
may assist the diagnostic process, either because of its gross appearance (blood
in the anterior cruciate ligament rupture), or its pathology. The fluid is placed into
a heparinised and clotted tube for testing of cells, protein, crystals and culture.
Fat globules in the aspirate indicate a chondral or osteochodral fracture.

Radiology
Radiological examination is often necessary. The standard and lateral views will
show any abnormalities present.

Additional views requested should be intercondylar, weight bearing indicating
articular cartilage thickness, and skyline.

A supine plain radiograph may show a fluid level indicating fat globules and
therefore a fracture.
Radiographs may contribute a great deal to the diagnosis of knee conditions.
Yet, far too many patients present after having been told that their radiographs
are normal, therefore their knees are normal. The structures most commonly
damaged are the menisci and ligaments, and these are not radio-opaque.
Arthrogram
This examination is now less applicable with the advent of arthroscopy. However,
it may be helpful in confirming or excluding a medial meniscal tear of the
posterior horn in the tight joint, as arthroscopic examination of this segment of
the medial meniscus can be difficult.
Bone scan
This is an excellent diagnostic test where there is suspicion of a tumour, stress
fracture, osteochondritis dissecans or osteonecrosis.

Examination under anaesthesia is mandatory if ligament laxity is doubted.

MRI(magnetic resonance imaging)
This is an excellent technique for imaging soft tissue structures within and around
the knee. It is not a substitute for good clinical examination technique.

Arthroscopy
This is rarely performed for diagnosis.but is a minimally invasive technique used
for treatment of many intra-articular conditions.

CONCLUSION
Through a systematic approach to the examination of the injured knee with
appropriate techniques and selection of further diagnostic tools, accurate
diagnosis of the patient’s condition is obtained. This is essential in prescribing the
right treatment; in this way, the marked physical and psychological handicaps
that accompany chronic knee disability are minimised.
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