Atraumatic Multilobulated Lateral Meniscal Cysts in Younger Patients:
A case report
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The incidence of meniscal cysts, a relatively rare condition in orthopedics, ranges from 1-8% of cyst
casesW. A typical meniscal cyst is from 0.3 to 9 mm. in diameter®. We report on a 32-year-old male patient who
presented with swelling and a large, slow growing mass at the anterolateral side of the right knee. Arthroscopic
examination was conducted, and debridement was performed with good results and a satisfactory outcome. No

complications were detected at 12 months post-surgery.
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Introduction

Meniscal cysts were first described in
188312139 They are relatively rare, with a reported
incidence of from 1 to 8% of cyst cases(!?). In the
literature, lateral meniscus cysts have been more
commonly reported than medial meniscus cysts(-1?.
Typically, the diameter of a meniscal cyst ranges
from 0.3 to 9 mm.?) Gross and microscopic
examination has found that approximately 7.1 %
contain one or more cysts. Most cysts are associated
with a meniscal tear, although the etiology of
meniscal cysts is still unknown-3-13) It has been
suggested that substance leakage leads to mucoid
degeneration which subsequently results in synovial
fluid extrusion. Approximately 50% of all cyst cases
are related to traumatic events. In some patients a
degenerative process also develops. Presently
arthroscopic debridement and decompression is the
gold standard for treatment of meniscal cysts in
symptomatic patients.

Case presentation

A 32 -year-old male presented to the
outpatient orthopedic clinic with a four-month
history of swelling at the anterolateral part of the
right knee. He did not recall any trauma. The pain
was reported to be worst when he moved his knee to
the flexed position. Sometimes he felt a clicking or
popping in his right knee and noticed a slow-
growing mass approximately 3 centimeters in
diameter at the anterolateral side.
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Clinical examination found a soft fluctuant
3-centimeter mass at the anterolateral aspect of right
the knee (Figures 1,2). There was mild medial
swelling with marked joint swelling at the lateral
side. He had full range of motion but with
discomfort at the anterior knee in the deep flexion
position. McMurray, Lachman’s, and
anterior/posterior drawer tests were negative. No
ligament laxity was detected.

A radiograph of the right knee showed no
significant articulate change and no sign of soft
tissue density abnormality, calcification, or bony
lesion (Figure 2). Magnetic resonance imaging
found a 4 x5.8 x4 .3 cm. peripheral enhancing
complex meniscal cyst in the anterolateral part of the
femorotibial joint and the infra-patella fat pad of the
right knee (Figure 3). The adjacent lateral meniscus
showed the transverse anterior horn and body were
attached to the complex cyst. Magnetic resonance
imaging found a 4 x5.8 x4 .3 cm. peripherally
enhanced complex meniscal cyst in the anterolateral
part of the femorotibial joint as well as in the infra-
patella fat pad of the right knee. The adjacent lateral
meniscus showed the complex cyst was attached to
the transverse anterior horn and body. (Figure 3)

While the patient was undergoing
arthroscopic examination and debridement with the
four-portal approach (supralateral, superomedial,
anteromedial, anterolateral) under spinal anesthesia,
surgical examination revealed meniscal cysts at the
anterolateral side and the infra-patellar area. Both
the medial and lateral meniscus were intact. The
intraarticular space contained hemosiderin-like fluid
(5 ml), the intact anterior cruciate ligament, the
posterior crucial ligament and both the lateral and
the medial meniscus (Figure 4). An infrapatellar fat
pad hypertrophy was found during arthroscopic
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examination. After completion of the arthroscopic Microscopic tissue pathology examination
debridement, Kenacort (4 0 milligrams) plus found fibrocartilaginous-fatty tissue with synovial
Marcaine 0.1% (10 milliliters) were injected into the structure and evidence of cystic-lined synovial
knee joint. epithelium. Signs for granuloma and malignancy

were negative (Figures 6-7).

)

Cystic mass at
anterolateral
side of right
knee

Fig. 1 Clinical appearance of the right knee prior to surgery in (A) anterior and (B) lateral view. (Red arrows point
to swelling)

(A) (B)

Fig. 2 Radiograph of the right knee showed no significant articulate change in AP view (A) and lateral view (B).

(A) (B) ©

Fig. 3 Axial (A), sagittal (B), and coronal (C) T2-weighted MRI showing multilobulated meniscal cysts at the
anterolateral side of the right knee.
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Fig. 5 Intraoperative photo During (A, B) and after (C) arthroscopic debridement of meniscal cyst.
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Fig. 6 Macroscopic appearance of gross tissue filter from arthroscopic suction.
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Fig. 8 Clinical pictures of the knee at the 12-month post-operative follow up.

Results

After arthroscopic debridement the patient
had mild swelling of the right knee for two days. No
sign of infection was detected. We allowed the
patient to walk immediately after the operation.
Normal range of motion was achieved within 2
weeks. The patient was satisfied with the outcome
and was able to return to sports 2 months after
surgery. There were no surgical complications or
any signs of recurrence at the 12 -month follow-up
(Figure 8).

Discussion
A meniscal cyst can develop from both
traumatic and  nontraumatic  (degenerative)
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causes.** ) The pathomechanism behind the
development of ganglion cysts originating from the
meniscus is believed to be a meniscal tear in which
the meniscal cyst portal functions as a check-
valve®. Synovial fluid can enter the meniscal tissue
through the tear, but the fluid is subsequently
trapped, progressively generating a meniscal
ganglion cyst. This hypothesis is strengthened by the
histologic observation of tracks leading from a
meniscal tear to the cyst®) . However, many
publications have reported that a meniscal cyst can
also exist without a meniscal tear®.

The physical characteristics of meniscal
cysts can vary. Typically, a meniscal cyst is between
0.3 and 9 mm. in diameter. Thus, patients with a
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large multilobulated palpable mass at the joint line
should result in a diagnosis different from patients
with other diseases or infections, e.g., parameniscal
cyst, osteophytes associated with DJD, synovial
cyst, proximal tibiofibular joint cyst, traumatic
bursitis, avulsion injury, pigmented villonodular
synovitis, hemangioma and lipoma‘'2). Achieving a
precise diagnosis is challenging. MRI is usually the
modality of choice for diagnosis as it can identify an
increase in the loculated fluid signal intensity
resulting from an adjacent meniscal root tear®,

Two very similar cases have been reported.
Young-mo kim et al.(” reported on a 14-year-old boy
who presented with a huge intra-meniscal cyst,
although the exact size of the cyst was not specified.
Another case was reported by Alwin Jager et al.,
describing a rare case of giant intra-articular
ganglion cyst (27.7 x 13.5 mm) originating from the
lateral meniscus®’ . However, these two cases
involved a meniscal tear, a condition that was not
present in our case study.

Most studies report that meniscal tears are
interconnected with meniscal cysts. The notable
characteristic is that horizontal meniscus tears are
more common while radial tears are less frequently
observed®-3-12) Although meniscal cysts have been
found in the absence of a meniscal tear, patients
should be examined using MRI to evaluate
associated injuries, especially a meniscal tear, even
when a previous traumatic event has not been
reported.

In the past, a meniscal cyst was routinely
treated with open meniscectomy, open debridement
and isolated excision of the meniscal cyst®) .
However, different approaches have recently been
adopted, e.g., the less invasive technique of
arthroscopic decompression is now widely used.
Thus, appropriate treatment including both
decompression of the meniscal cyst as well as repair
of the torn meniscus, e.g., subtotal meniscectomy,
are necessary®’) . Hullet C. et al. reported the
prognosis at the 5-year follow-up after arthroscopic
debridement and partial lateral meniscectomy of a
meniscal cyst with no other intra-articular damage to
be excellent in 87% of cases®.

The recurrence rate of meniscal cysts is
apparently very low, although no recurrence rate has
been published. Several recent studies have reported
successful treatment of meniscal cysts by
arthroscopic partial meniscectomy or repair of the
meniscus with cystic debridement®7. In one report
of 105 patients with lateral meniscal cysts,
arthroscopic debridement was successful in 9 1
cases, whereas open removal of the cyst had to be
performed in 14 cases®. Similar Excellent clinical
outcomes have been reported in many studies®. In
the present study, the patient was satisfied with the
outcome and was able to return to his sport 3 months
after the surgery. There were no surgical
complications or signs of recurrence at the 12-month

follow-up. These results suggest that arthroscopic
debridement of meniscal cyst is an appropriate
treatment for similar cases.

There are several options for treating
meniscal cysts besides arthroscopic debridement(®.
For example, R. Lorio et al.!' reported that partial
arthroscopic meniscectomy with percutaneous
decompressive  needling  under  arthroscope
visualization is highly effective. The case of a 55-
year-old male who developed a symptomatic
meniscal cyst one year after he had been treated with
arthroscopic debridement was reported by Anthony
C.0'D) The patient was then treated with ultrasound
guided aspiration and corticosteroid injection which
resulted in clinical improvement. In our opinion,
these techniques are viable options, although both
those techniques require that the physician have
specific surgical skills.

Conclusions

Most lateral meniscal cysts are less than 3
centimeters, although some patients may have a
large and multilobulated cyst. Arthroscopic
debridement is an appropriate treatment for all
meniscal cysts can be expected to result in
satisfactory ~ outcomes  with  no  surgical
complications or signs of recurrence at the 12-month
follow-up.
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