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REPORT ON TWELVE CASES OF REMOVAL OF INTERNAL 
SEMILUNAR CARTILAGE FOR RECURRENT DISLOOATION. 

By MAJOR F. J. W. PORTER, D.S.O. 
Royal Army Medical COrp8. 

DISLOCATION of a semilunar cartilage is a fairly common accident in 
military life. Jumping off the "shelf" and vaulting the horse in the 
gymnasium are responsible for a certa.in number, but I think that football 
will be found to account for the majority of m.ses. Eight out of this 
series were operated on during the winter months. 

A good many men are admitted to hospital with the diagnosis of 
synovitis of the knee-joint, but if the history of their accidents were gone 
into dislocation of a semilunar cartilage would be found to be the correct 
diagnosis. Some of these men will be found to have repeated entries of 
synovitis of the knee on their medical history sheets. This should lead 
to a suspicion of the proper cause for their complaint. I have invariably 
found that the patient gives a history of wrenching the joint; but the 
injury is very often trivial; that he felt something slip out on the inner 
side of the knee and that the site of the cartilage is distinctly tender on 
pressure; also, that the knee became ,flexed and remained so until he 
pushed the" something" back; or, more frequently, the leg is forcibly 
straightened for him. He then becomes able to walk. In some cases an 
anresthetic is required in order to reduce the cartilage. Synovitis invari
ably results,. but to a varying degree. Once a cartilage has become 
displaced it practically never becomes fixed again, and frequent recurrence 
of the dislocation is the rule. 

On account of the nature of the soldier's occupation, and of the 
impossibility of providing him with any apparatus for keeping the cartilage 
in its place, I hold that every soldier who suffers from a recurrent dislo~ 
cation of a semilunar cartilage should either have it removed or be 
invalided. The injury is likely to recur just at the time when he is 
wanted to undertake some important duty, and it will render him ineffi
cient for at least fourteen days. Such a man can never be depended 
upon. Stitching the cartilage in its place is of no use in preventing a 
recurrence of the dislocation. 

It must be fully borne in mind that in operating on the knee-joint one 
must be absolutely certain of one's ability to ensure the strictest asepsis. 
Probably the best guarantee would be that one has done a considerable 
numher of major operations without once having anything in the shape 
of suppuration. In this way the operator would be in a position to know 
that he could trust himself and his methods, and can promise that the 
operation shall not be attended with undue risk. In dealing with the 
peritoneum one can rely on this membrane to dispose of a good many 
micro-organisms; but in operating on the knee-joint, if by any chance 
germs are unfortunately introduced, the synovial membrane has very little 
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616 Olinical and othe'r Notes 

power of dealing with them, and so trouble will certainly result. The 
previous history of the patient, especially with regard to alcoholic habits, 
should be carefully gone into. The only case in this series which gave 
me any anxiety was my first one. I found out, subsequent to the opera
tion, that he was a chronic alcoholic mess-waiter. No joint should be 
operated on until the whole of the effusion has disappeared, and the skin 
should be absolutely healthy. If blisters or ScoWs dressing have been 
applied, time should be allowed to elapse so that the skin becomes per
fectly sound. 

1'he operation which I have practised in the majority of these cases 
is as follows: The skin over the whole of the joint area is shaved and 
thoroughly washed for about two days before the operation. In the 
theatre it is again cleaned with turpentine spirit, soap and methylated 
spirit. The area of operation having been carefully surrounded by steri
lised towels, the knee is slightly flexed, and the hip joint rotated outwards. 
A curved incision is made from the inner side of the ligamentum pateUre 
and carried over the upper part of the inner head of the tibia to a point· 
just short of t.he internal lateral ligament. The capsule is then divided, 
and in many cases the thickened synovial membrane bulges into the 
wound. This is incised in the full extent of the wound, and all bleeding 
points are ligatured with fine silk. The cartilage is seized in a pair of 
forceps, forcibly pulled forward, and divided as far back as possible by a 
knife passed into the Joint. It is most important to arrest all hremor
rhage by ligature, otherwise distension of the joint may ensuOe and require 
a subsequent operation for the removal of the blood. In seven of my 
cases a considerable thickening of the synovial membrane over the 
cartilage and extending some distance upwards was found. It was very 
probable that the symptoms of dislocation of the cartilage were produced 
by this pad slipping between the bones. This thickened synovial mem
brane should be freely removed with the cartilage attached. The synovial 
membrane and capsule are then united by a continuous suture of thin 
kangaroo tendon, and the skin by a continuous suture of the finest silk
worm gut. New marine sponges were used in all the cases. I do not 
now use drainage. A back splint with foot-piece is applied and the limb 
elevated by pillows. 

In my first two cases I inserted a drainage tube through the wound 
and kept it there for twenty-four hours. It became blocked, and the joint 
did llOt drain. In the first case (the alcoholic subject) it appeared to 
cause irritation of the edges of the wound and to inflame the joint. It 
became necessary to drain the joint by free incisions, but he was dis
charged from hospital at the end of two months, walking well. 

In the next two cases ice-bags were applied to the joint immediately 
after the operation, and no drainage tubes were used. They had no effect 
on the amount of the synovial effusion which results in every case from 
the operation. 
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I 
Number of Name Date of opera· Date of dis· Right or left Remarks 

No. relapses: tion charge cartilage 
---. --1---------------------------

1 \ 4 1 Private M. •. .. 1. 4.05 3. 6.05 R; Alcoholic mess·waiter. Last dislocation was pro. 
duced by pulling on his socks. Marked thicken. 
ing of synovial membrane. Joint drained thrungh 
incision. 

2 4 Driver E. .. .. 7. 4.05 10. 5.05 J • : Drainage through incision for twenty.four hours. 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

2 

7 

2 

3 

Several in 
2 years 

Gunuer K ... 

Private G. 

J\1. .. 

L ... 

Col.-Sergeant McK. 

Several in Sergeant S ... 
6 years 

12 Private H. .. 

12 during I Private D. .. 
past 

6 months 

6 Gunner T ... 

I Many times Lance-Corporal E ... 

26.10.05 21.11.05 

26.10.05 14.12.05 

13.12.05 3. 1.06 

1. 2.06 U. 3.06 

16. 2.06 5. 3.06 

27. 2.06 14. 3.06 

21. 2.06 23. 3.06 

8. 3.06 6. 4.06 

12. 3.06 6. 4.06 

16. 5.06 5. 6.06 

L. 

L. 

L. 

L. 

R. 

L. 

L. 

L. 

L. 

R. 

Ice·bags round joint for three days after operation. 

Ice.bags round joint for three days. Operation all 

November 15th for varix. 

Marked thickening of synovial membrane over carti· 
lage; drained for twenty·four hours from upper 
part of synovial pouch on outer side. 

No drainage. Synovial membrane over cartilage 
very thick. 

No drainage. Done under eucain and adrenalin. 

No drainage. Enormous thickening of synovial 
membrane and of cartilage. 

No drainage. Had'tG be reduced under gas ol). 
admission. Synovial membrane very thick over 
cartilage. 

No drainage. Had to be reduced under gas 011 

admission. Cartilage very thick; synovial mem
brane leading down to it from upper part of point 
was enormously thickened. It, was extensively 
removed. 

No drainage. Synovial membrane very thick over 
cartilage, and extending for some distance over 
internal condyle. 

No drainage. 
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618 The Intemationa,l Oongress at Lisbon 

In the fifth case I closed the wound and passed a drainage tube into 
the upper and outer part of the joint through a fresh incision there. This 
was the lowest point when the limb was elevated on pillOWR. No benefit 
resulted. 

In the remaining seven cases no drainage has been used. These cases 
have required less morphia after the operation than the first five, and the 
recovery has been more rapid. A hypodermic injection of morphia, a 
quarter of a grain, is usually needed on the first night, and sometimes on 
the second, but many of the later cases have required none. 

The sutures are removed and the splint taken off about the eighth day 
and passive movement begun. The patient sits up on the tenth day, and 
usually walks a little on the twelfth day. He is discharged to sick 
furlough in the middle of the fourth week. 

One case was done under eucain and adrenalin. He went to duty in 
seventeen days, walking perfectly. He felt considerable pain when the 
cartilage was pulled forwards, and I do not recommend this method of 
anresthesia for such cases. 

[Since this paper was written, I have operated on seven cases of 
disiocation of internal semilunar cartilage, and one case of internal 
derangement, due to enlarged synovial fringes. Eucain and adrenalin 
was the only anresthetic used. Having mastered the proper technique, 
I am now quite satisfied that a general anresthetic is unnecessary for 
these operations. I hope to be able to report a further series in a later 
paper.-F. J. W. P.] 

• 
ttravcl. 

THE INTERNA'fIONAL CONGRESS AT LISBON, 1906. 

By COLONEL A. T. SLOGGETT, C.M.G., 
Royal Army Medical COrp8. 

As possibly a short account of my visit to Lisbon as represen
tative of the Army at the Fifteenth International Medical Congress 
may be of interest to your readers, I send you a few notes on my 
trip. 

On receiving official notification that I had been selected to 
represent the Army, I went to the War Office for further instruc
tions, and was advised to proceed by the S.s. "Ophir," which 
had been specially chartered by the Committee of the British 
Section for the trip to Lisbon. A few days after my appointment 
I was requested by that Committee to join their number, which 
T, 'of course, did, and attended several meetings. 
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