
Bilateral Complete-type Medial Discoid Meniscus 

ABSTRACT

Discoid meniscus is an uncommon congenital anomaly, and it is rarely seen in the medial compartment of the knee. Literature about bilat-
eral medial discoid meniscus pathology is also limited because one of the knees is usually asymptomatic, although the pathology bilaterally 
exists. The incidence of bilateral cases should be more than that in current literature because of a number of non-diagnosed cases. In this 
study, we discuss the approach for a patient with one-sided symptomatic bilateral medial discoid meniscus and present partial meniscec-
tomy as a treatment method.
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Introduction

The first study in literature about medial discoid meniscus, which is a quite uncommon anomaly, was published in 1941 by 
Cave and Staples (1). Studies about medial discoid meniscus are usually presented as case series (2-6). Because the anomaly 
cannot usually be seen on direct X-ray images and magnetic resonance imaging (MRI) or arthroscopy, which are generally 
applied as long as both knees are symptomatic, many patients with bilateral medial discoid meniscus may not be diagnosed 
(5). In this study, we present the case of a 16-year-old girl diagnosed with bilateral medial discoid meniscus pathology. 

Case Report

A 16-year-old girl presented with left knee pain for 3 years, which had increased for the last 3 months. In the physical exami-
nation, her posteromedial joint line was painful with palpation and her medial McMurray and Apley tests were positive, while 
her lateral McMurray, Lachman, varus, and valgus stress tests were negative. The examination of the patellofemoral joint was 
also normal, and the joint was stable. Muscular atrophy was not detected. The pain increased during hyperflexion and com-
plete extension of the knee. The Tegner Lysholm Knee Score was 11. Although direct X-ray images were normal (Figure 1), 
MRI of the left knee showed complete-type medial discoid meniscus with a horizontal tear (Figures 2a, b).

Although physical examination of the right knee was completely normal and the patient did not have any complaint for 
her right knee, MRI was obtained, and complete-type medial discoid meniscus was found in her asymptomatic right knee 
too (Figure 3). For the symptomatic left knee, saucerization as surgical treatment was planned. The consent of the patient 
was taken for the surgical treatment. 

Under general anesthesia, anteromedial and anterolateral arthroscopy portals were used. The patellofemoral joint, lateral 
meniscus, medial and lateral femoral condyles, and medial and lateral tibial plateaus were arthroscopically normal. Partial 
medial meniscectomy (saucerization) was performed because the medial meniscus was completely discoid and a horizon-
tal tear was observed (Figures 4a, b).Terminal extension exercises were started in the early postoperative period, and the 
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patient was recommended to walk with full weight-bearing 
using crutches. A control MRI was performed 3 months post-
operatively (Figure 5).

In the sixth month postoperatively, the patient was free of 
pain. Additionally, her medial McMurray and Apley tests 
were negative. The circumference of quadriceps muscles was 
measured at 5 cm proximal to the upper pole of the patellae 
and was found to be 33 cm and 34 cm in the left and right 
thigh, respectively. The postoperative Tegner Lysholm Knee 
Score was 67. In the first month of follow-up, the patient 
complained of right knee pain, which did not limiting her 
daily activities, in the medial joint line during hyperflexion of 
the knee. Her Apley and medial McMurray tests were posi-
tive, the knee joint was stable, and patellofemoral joint exami-
nation and muscle strength were normal.

Discussion

The etiology of the discoid meniscus has been explained in 
several ways; among them, one of the most supported theories 
is the embryonic explanation, which concerns the differentia-
tion of the meniscus and anterior cruciate ligament from the 
same mesenchyme (7). 

According to current literature, discoid meniscus pathology is 
usually seen in the lateral compartment of the knee, and it is 
rarely seen in the medial compartment (2, 5, 8). In a preva-
lence study using MRI, only 7 of 14844 knees were diagnosed 
as having an isolated medial discoid meniscus pathology (2). 

Dickason et al. (3) found the rate of medial discoid menis-
cus pathology to be 0.06% to 0.3%. On the other hand, 

Tachibana et al. (6) concluded in their MRI study that 5 of 
their 10 medial discoid meniscus cases were bilateral. Pınar et 
al. (5) reported their 6 complete and 3 incomplete types of 
bilateral discoid medial meniscus cases. In a study, more than 
35000 medial meniscus cases were investigated, and medial 
discoid meniscus was found in only 32 knees (0.089%) (2).
The symptoms of medial discoid meniscus pathology, which 
are generally asymptomatic especially in children and adoles-
cents, usually do not differ from the symptoms of meniscal 
tears. On physical examination, pain with medial joint line 
palpation, limited extension, popping, effusion in the joint, 
and positive McMurray test results can be found (3, 4, 8).

Abnormal radiographic findings can be seen in only 10% of 
the patients (3). In anteroposterior radiographs, cupping of 
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Figure 1. Both knees AP 

a

Figure 2. a, b. (a) Left knee preoperative coronal view 
MRI. (b) Left knee preoperative sagittal view MRI 

b



the medial tibial plateau, downfall of the proximal medial 
tibial physis (3), enlargement of the medial joint margin (1), 
and late degenerative joint disease (2, 3) can be seen. In our 
case, the X-ray images were completely normal in both knees 
(Figure 1).

Beside the fact that MRI is a technical choice for evaluation, it 
is also important to evaluate the morphology of the meniscus 
and degeneration or tear in the meniscus (9). In the diagnosis 
of discoid meniscus using MRI, continuity of the meniscal 
tissue between the anterior and posterior horns is important 
in the 3 sagittal sequential images (4).

A number of anomalies regarding medial discoid meniscus 
have been published, such as an abnormal insertion of the an-
terior horn of the medial meniscus into the anterior cruciate 
ligament, accompanying discoid lateral meniscus, meniscal 
cyst, and pathological medial patellar plicate (5). Our patient 
had an abnormal insertion of the anterior cruciate ligament 
into the anterior horn of complete-type medial discoid me-
niscus.

By means of routine MR imaging of the contralateral knee, 
it is seen that the rate of bilateral discoid meniscus pathology 
could be more than expected. A contralateral, asymptomatic 
knee may have discoid meniscus because the probability of 
symmetric meniscus is high (6). 

Sixty percent of the cases are atraumatic and have increas-
ing pain with accompanying swelling, locking, and snap-
ping seen. Discoid medial meniscus cases are more prone to 
injuries than normal meniscus cases, and it is expected that 
these injuries will occur earlier than other meniscus lesions 
(2). This is the reason why patients with asymptomatic 
discoid meniscus pathology are recommended for activity 
modification (8).

Conclusion

In this case, we observed that complaints of the patient due to 
discoid meniscus decreased after arthroscopic saucerization. 
From our point of view, it will be helpful for patients to be 
informed that this pathology may be bilateral and that surgi-
cal operation may not be needed as long as the contralateral 
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Figure 4. a, b. (a) Peroperative arthroscopic view of 
medial discoid meniscus. (b) Peroperative arthroscop-
ic view after saucerization

a

b

Figure 5. Left knee postoperative coronal view MRI

Figure 3. Right knee coronal view MRI



knee is asymptomatic. Additionally, the degeneration of dis-
coid meniscus occurs faster than that of a normal meniscus, 
and degeneration-related tears are more often seen in these 
cases; therefore, patients should be recommended to limit 
their sportive activities, if needed. 
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