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Table 1. Number of Meniscal Injury Correlated with His-
tory of Trauma and Site.

History of trauma

e ] Total

positive negative
MA 1(1) 0 1(1)
MP 26(4) 6(2) 32(6)
LA 2(1) 4(1) 6(2)
LP 5(4) 7(3) 12(7)
Total 34(5) 17(3) 51(8)

MA : Medial meniscus, anterior horn

MP : Medial meniscus, posterior horn

LA : Lateral meniscus, anterior horn

LP : Lateral meniscus, posterior horn

() :the number indicates the cases of two lesions
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Fig. 1. The meniscal tears without history of trauma.

a. Sagittal image of meniscal tear in the posterior horn of lateral meniscus[TR/TE(2000/35)]. The oblique high signal intensity(ar-

row) extends to the inferior articular surface.

b. Sagittal image of meniscal tear in the posterior horn of medial meniscus[TR/TE(2000/35)]. The entire posterior horn of right

meniscus(arrow) is fragmented.

c. Sagittal image of meniscal tear in the anterior horn of lateral meniscus[TR/TE(2000/35)]. High signal intensity(arrow) within the

anterior horn which the abutting the meniscal surface is seen.
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Fig. 2. The meniscal tears with history of trauma.

a. Sagittal image of meniscal tear in the posterior horn of medial meniscus[TR/TE(2000/35)]. The meniscal tear(arrow) extends

to the articular surface.

b. Sagittal image of meniscal tear in the posterior horn of lateral meniscus[TR/TE(2000/35)]. The high signal intensity lesion(ar-

row) extends to the articular surface.

c. Coronal image of meniscal tear in the anterior horn of medial meniscus [TR/TE(700/30)]. The fragmented meniscus(arrow) is

seen.
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MR Imaging of Meniscal Tears: Correlation
with History of Trauma

Jong Cheul Choi, M.D., Seoung-Oh Yang, M.D., Sun Seob Choi, M.D.,
Seok Hyun Son, M.D., Yung Il Lee, M.D., Duck Hwan Chung, M.D.,
Kyung Taek Kim, M.D.2, Sung Keun Sohn, M.D.2, Jung Yoon Lee, M.D.2

Department of Diagnostic Radiology, 2Department of Orthopedic Surgery,
College of Medicine, Dong-A University

Purpose: The medial meniscus is injured much more than the lateral meniscus. Because the medial menis-
cus is much larger in diameter, is thinner in its periphery and narrower in body than the lateral meniscus, and
does not attach to either cruciate ligament. We evaluated correlations with sites of tear and history of trauma.

Materials and Methods: We reviewed retrospectively in 43 patients with meniscal tears on MRI(51 cases)
and correlated them with history of trauma.

Results: The most common site of injury was the posterior horn of the medial meniscus(32/51), but high inci-
dence of lateral meniscal tear compared with previous reports was seen. In the cases which had history of
trauma, the posterior horn of medial meniscus was most commonly injured(26/34) and 5 meniscal tears were
combined with meniscal tear in the other site. The tear in the anterior horn of the medial meniscus was seen
only in a patient which had history of trauma and combined with meniscal tear in the other site. But in the men-
iscal tears without definite history of trauma, the incidence of meniscal tear was different from the meniscal
tear with history of trauma. The incidence of lateral meniscal tear(11/17) was highter than medial meniscal tear
and the posterior horn of lateral meniscus was commonly injured.

Conclusion: We concluded that the medial meniscus was commonly injured, especially posterior horn, but
in the cases which had no definite history of trauma, the lateral meniscus was commonly injured. An aware-
ness of prevalent site of meniscal injuries may be helpful in the diagnostic interpretation of MR imaging of
knee.

Index Words: Knee, MR studies
Knee, injuries

Address reprinted request to : Seoung-Oh Yang, M.D., Department of Diagnostic Radiology, Dong-A University
1, 3-ga, Tongdaesin-dong, Seo-gu, Pusan 602-103 Korea. Tel. (051)240—5367
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