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INTRODUCTION

The discoid lateral meniscus is the most common
abnormal meniscal variant in children.1 The
morphology of a discoid meniscus varies but it
typically covers a greater than normal area of the
tibial plateau. The incidence of discoid lateral
meniscus is estimated to be 0.4% to 17% in the
lateral meniscus where it is most common.2,3

Medial discoid menisci are extremely rare.4 A
discoid lateral meniscus can be unstable causing
pain and mechanical symptoms in younger chil-
dren and is more likely to present as a tear in older
children.5 Improvements in arthroscopic tech-
niques have led to greater attempts to saucerize,
repair, and stabilize the torn discoid lateral
meniscus and recent literature suggests good

short-term results. This article reviews the anat-
omy, classification, clinical presentation, imaging
studies, and management including surgical op-
tions for discoid lateral meniscus in the pediatric
population.

ANATOMY AND CLASSIFICATION

The meniscus is completely vascular at birth with
blood supply entering from the periphery of the
meniscus. By the ninth month of life, the central
third becomes avascular. Meniscal vascularity
gradually diminishes to the peripheral 10% to
30% by age 10 years, at which time it resembles
the adult meniscus.6 Increased blood supply and
recent evidence suggesting regeneration of a
discoid meniscus after saucerization suggests
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KEY POINTS

� Discoid lateral meniscus is a common abnormal meniscal variant in children. A detailed history and
physical examination, when combined with an MRI of the knee, can predictably diagnose a discoid
meniscus. The discoid meniscus was typically classified as type I (complete), type II (incomplete), or
type III (Wrisberg variant).

� It is now imperative to assess and determine the instability, and the newer classification based on
stability of the peripheral rim is more relevant clinically and from the surgical perspective.

� The clinical presentation varies from being asymptomatic to snapping, locking, and causing severe
pain and swelling of the knee. Because of the pathologic anatomy and instability, discoid menisci
are more prone to tearing, which is often the cause of these presenting mechanical symptoms.

� Treatment options for symptomatic patients vary based on the type of anomaly, the age of the pa-
tient, stability, and the presence or absence of a tear. Most surgeons prefer arthroscopic partial
central meniscectomy and stabilization to the capsule (if unstable) and repair of the tear if any rather
than complete or subtotal meniscectomy.

� Improvements in arthroscopic equipment and technique have resulted in good to excellent short-
term outcomes for saucerization and repair. Prospective studies with larger number of patients that
assess the long-term outcome are required to define the perfect treatment strategy.
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increased potential for repair and regeneration of
the meniscal tissue especially in the pediatric pop-
ulation and better reparative potential than the
adult meniscus.6,7

Recent case reports discuss regeneration of
discoid meniscus after partial meniscectomy in
younger patients perhaps implying that a discoid
meniscus arises through variant morphogenesis
and also raises concerns of regrowth after partial
meniscectomy.7–9

Normal menisci are fibrocartilaginous structures
in the knee joint that are C-shaped in the axial
plane and wedge-shaped in the coronal plane
and help increase the contact surface area be-
tween the tibia and the femur. A discoid meniscus
has a completely filled-in central area or a very
small void in the central area in contrast to a
normal semilunar-shaped meniscus. The outer
rim of a discoid meniscus is also much thicker
than a normal meniscal rim. These anatomic varia-
tions alter the normal mechanical relationship and
predispose the meniscus to injury and tearing.1

The exact cause of a discoid meniscus has not
been determined, but is believed to be multifacto-
rial. The normal meniscus is not formed from a
discoid precursor. Because the menisci have a
semilunar shape from the beginning of their forma-
tion, the discoid meniscus may likely represent a
congenital anomaly.6,10 There is also a genetic or
familial factor that is believed to play a role in the
development of discoid menisci.1,11

Watanabe classified the discoid menisci as com-
plete, incomplete, or Wrisberg ligament type de-
pending on the presence or absence of a normal
posterior attachment and the degree of tibial
plateau coverage (Fig. 1). The most common type
of discoid meniscus is the complete type, which is
characterizedbyamuch thickened lateralmeniscus

that fills the entire lateral compartment. The thick-
ened cartilage, because of its anatomic properties,
is more prone to tear with sports activities when
compared with a normal meniscus (Fig. 2A). The
second type is the incomplete type, because the
meniscus is smaller than type I. Both type I and II
have normal peripheral attachments and are stable
to arthroscopic probing (see Fig. 2B).
The Wrisberg type (least common, type III) is a

more normally shaped meniscus that lacks usual
posterior meniscal attachments, including the me-
niscotibial (ie, coronary) ligament. It does have a
ligament of Wrisberg that connects the posterior
horn of the lateral meniscus to the lateral surface
of the medial femoral condyle (see Fig. 2C). Hyper-
mobility of the lateral meniscus at the posterior
horn allows the meniscus to displace with knee
extension and is postulated to cause the classic
snapping knee syndrome.10

Although this is a frequently used classification,
its utility for surgical decision making is question-
able. Because of its variability, Klingele and col-
leagues12 described the peripheral rim instability
patterns in discoid menisci. In their series of 128
discoid lateral menisci, 62.1% were complete
discoid and 37.9% were incomplete. Peripheral
rim instability was noted in 28.1% of cases. Insta-
bility most commonly occurred in the anterior horn
of the meniscus (47.2%), followed by the posterior
third (38.9%), and the middle third (11.1%). These
findings suggest a newer classification system
based on the size, stability, and presence or
absence of a meniscal tear (Fig. 3).

CLINICAL FEATURES

� Asymptomatic: Children often have no symp-
toms from a discoid lateral meniscus.
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Fig. 1. Classification of discoid menisci.
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