KNEE EXAMINATION – SYSTEMATIC APPROACH
Reference: Apley’s Concise System of Orthopaedics, 2nd Ed, Chapter 20
The knee examination and a few common diseases will be discussed here, in accordance with the handbook. 
Examination – A systematic approach

Always start with the patient standing and observe varus/valgus deformity. Osteoarthritis = varus, Rheumatoid = valgus. 
LOOK
Skin: scars?, wasting?, redness? 
Shape: deformities?, swelling? (Acute: synovitis, haemarthrosis, septic arthritis, Chronic: RA/OA/TB, Giving way: torn meniscus, torn ligaments, unstable patella), wasting of muscles? (quadriceps)

Position: varus or valgus deformity?
FEEL

Skin: warm/cold? (compare the two knees)
Soft tissues/Bones: pulses? (popliteal), swellings? – 3 tests: 1) cross fluctuation (one hand on suprapatellar area, other hand below patella --> look for fluctuation, 2) patellar tap: compress suprapatellar area + press patella --> see if patella can be pushed down, 3) bulge test: compress medial side, then compress lateral side --> remove medial side hand --> look for ‘ripple’, tenderness?, Baker’s cyst?
MOVE

Active: flexion, extension, rotation (left hand: middle finger on one side, thumb on other side. With your right hand, perform internal and external rotation. McMurray’s test is the leg is externally rotated, stressed into valgus and extended. Listen/palpate for click ( sign of torn meniscus). 
Passive: stabilise the knee when doing the movements --> feel for crepitus. 

Patellar apprehension test: press patella laterally during flexion --> watch for apprehension (impending dislocation). 
NEUROLOGICAL

If the patient complains of weakness or altered sensory features --> do a full neurological examination. 

SPECIAL TESTS

Tests for ligamentous stability: collateral ligaments: move knee medial/lateral – increased movement = laxity of ligaments, cruciate ligaments: rock tibia backwards and forwards (‘drawer test’), lachman’s sign: opposite movements of thigh & leg, when knee is flexed 20 degrees.
Test for meniscal damage: Apley’s grinding test: patient lying prone, press firmly on foot while knee flexed, rock backwards and forwards, watch for click/pain --> meniscal damage. 
Investigations of knee disease

1. X rays in two planes: AP & lateral view. 
2. MRI: meniscial / ligament injuries

3. Arthroscopy: useful to record progress of disease (i.e.: RA/OA). 

COMMON PROBLEMS WITH THE KNEE 

These notes will discuss the following common problems: meniscal injuries, meniscal cysts, ligament instability/rupture, dislocation. RA / OA should already be described in Rheumatology_List under General Medicine. 
LESIONS OF THE MENISCI (Apleys pp 200, Fig 20.9)
Meniscal tears: This usually occurs during quick twisting and turning movements in sport. The meniscus splits in its length. The torn portion sometimes displaces and gets stuck between femur and tibia causing a block to extension (‘locking’). This suggests a bucket handle tear. History: Pt sustains a twisting injury. Severe pain occurs and usually subsides, only to recur when the knew is ‘twisted’ again. Swelling accompanies the pain. Patient describes of knee ‘locking’ and ‘unlocking’. Investigations: MRI: reliable, Arthroscopy: diagnosis is easily confirmed. Treatment: Menisci are avascular so healing only occurs if tear is peripheral. Arthroscopic removal of displace menisci can be done and is often sucessful. Post-op physiotherapy is warranted. 
Meniscal cysts: A meniscal cyst is similar to a ganglion in that it arises from the outer part of the meniscus. The patient presents with painful swelling (usually laterally) which can be bony hard. Treatment is by surgical decompression. 

LIGAMENTOUS INJURIES (Apley’s pp 200)
Ligaments can rupture or become lax. This will be proven during the ligamentous tests during examination. Laxity is shown by increased movements of the knee. Despite the nature of the ligament injury (tear, rupture, laxity) the knee joint becomes unstable and patients often describe a feeling of the joint ‘giving way’. Treatment: The treatment options are: 1) exercise: quadraceps / hamstring exercises are warranted to improve strength / stability, 2) significant functional impairment calls for stabilisation – 3 Rs: reattachment (tightening ligaments), reinforcement (divert health muscles/tendons to weak areas), replacement (Dacron placed, framework for new fibrous tissue growth). 
RECURRENT DISLOCATION OF PATELLA (Apley’s pp 203, Fig 20.13)

The patella can dislocate, usually laterally. Recurrent dislocations have predisposing factors: 1) lax knee ligaments, 2) anatomical abnormality of patella / lateral femoral condyle, 3) valgus deformity of knee. History: Acute pain, the knee gives way and the patient may collapse to the ground. Apprehension test is nearly always positive. Investigation: clinical examination is obvious, but two planes of X rays will show the subluxation. Treatment: 1st presentation: surgical repair of medial structures, recurrent presentation: strengthen quadraceps muscle, if this fails then surgery warranted. 






