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No further studies, i.e. pyelography or cystography, or
any further attempts at assessing renal function were
performed on these patients.
RESLLTS

The results of the study are depicted in Table 1.
TABLE I. URICULT RESULTS ON 125 CHILDREN STUDIED
CORRELATED TO THE N~~:r~~:rfg~'=IRMED BY SUPRAPUBIC
Sterile 10'
Can:rol
Bag urine
M~U"

15
22

/0'

10'

10"

2

2

8
I

/0'

Total No.

No. of cases

infected

confirmed

4
0

3
0

3
0

2
0

1
0

0

Atrophic proreinca]ori~ ma~nutrition

Bag urine
2
4
4
37
MSU
Kwashiorkor
Bag urine
2
8
MSU
8
3
"MSU = midstream urine specimen.

I

In the control group of 50 children, 4 had significant
Uricults, 2 being 105 and 2 being 10·. Three of the infections were confirmed suprapubicalIy, 2 being due to
E. coli, one in a 7-month-old male infant with an upper
respiratory tract infection, the other in a 6-month-old
infant with a similar complaint; the third infection was
due to Proteus mirabilis in a 2-month-old pyrexial male
infant. One false positive was seen in a I-year-old infant
with recurrent diarrhoea; a bag collection had revealed
a Uricult growth of 10· E. coli, while a suprapubic aspiration was sterile.
Among the 50 cases of atrophic malnutrition there were
3 positive Uricults, 2 being due to E. coli (iO'), one in a
2-year-old male with gastro-enteritis and the other in a
1-year-old male suffering from malnutrition alone; both
were confirmed suprapubically. The t;lird case, a false
positive, was in a 1-year-o:d male with a post-measles
bronchopneumonia, whose Uricu't revealed a mixed
growth of 10' E. coli and Strep. fa:calis; sup:apubic aspiration was sterile.
Of the 25 cases of kwashiorkor studied, one c'li'd had
an infected urine with a I:)' Proteus m ':'rbilis Uricult,
confirmed suprapubically. Three other children showed
10' Uricu'ts, all being bag collections, with sterile suprapubic specimens (i.e. these were du~ to cJntaminants).
DISCUSSION

From this limited study, it would appear that urinary
tract infection in the milder forms (outpatient) of proteincalorie malnutrition, be it kwashiorkor or atrophic mal-
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nutrition, is no more common than among controls. This
is in contradistinction to the findings, already mentioned,
of Phillips and Wharton,' CampbeII' and Stirling: However, it is most likely that the obvious severity of their
cases explains this discrepancy. It is hoped that the present
study will be extended to include 50 hospitalized cases of
kwashiorkor.
No difficulties were experienced with the U ricults, and
of the 125 tests done there were 2 false positives (1'6°0),
an incidence similar to that reported by others."'''' The
Uricult is easy to use, and presents many advantages for
those in active clinical practice." It is not essential for the
dip-slide to be incubated," although there has been some
dispute about this point.'" There are however two basic
attractions about the Uricult, over and above its'simplicity:
firstly, it tests for bacteriuria-which, in the majority of
cases, is what the physician is seeking; secondly, it is
inexpensive, for each Uricult costs about 60c retail, while
urine microscopy alone costs R2.85, and the addition of
culture and sensitivity raises the cost to R 11.30. On the basis
that on most occasions when a urine is examined for the
presence of infection, the result will be negative, it would
be much cheaper both for the patient and for the hospital,
to use a dip-slide method, and at least be certain that
what one is seeking, namely bacteriuria, is absent.
I should like to thank Dr L. Faivelsohn, Medical Superintendent of Baragwanath Hospital. and Prof. S. Waybume for
permission to publish these findings; Dr R. Cassel and his
laboratory staff for their assistance; and Photographic Unit.
Department of Medicine, University of the Witwatersrand, for
the illustration. I also wish to thank Dr 1. Kantero, Orion
Laboratories, for the gift of the dip-slides.
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VALGUS INSTABILITY OF THE KNEE JOINT: A SIMPLE SURGICAL REPAIR*
A. T.

MATHESON,

B.Sc., FR.C.S., Port Elizabeth

SUMMARY

The technique described for the lare treatment of valgus
instability of the knee joint appears ro be far simpler rhan
the grear variety of alrernative methods. In these late cases,
the deep part of the medial ligament is almost always unsuirable for direct repair by suture or stapling. Generally
ir shows extensive fibrosis and shortening. Various methods
designed to repair or to replace this structure are complex
*Date received: 8 December 1970.

and, in our own and other hands, have given indifferent
results.
In the procedure described, a formal medial meniscectomy is performed even in the minority of cases where
the meniscus appears to be normal. The quadriceps expansion, forming the superficial (or capsular) parr of the
medial ligament, is overlapped side to side under maximal
tension. It forms a significant and permanent reinforcement of the medial side of rhe joint.
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The objective and subjective results are described. Regardless of the cause of injury, duration of delay of surgical
treatment and age of the patient, most pleasing results were
obtained.

Twenty cases of valgus instability of the knee joint have
been treated by a simple operative method. In all cases the
primary damage to the medial structures of the knee joint
had received inadequate treatment for one of several
reasons, ranging from simple failure to seek treatment after
the initial injury to intensive care of other and more
serious injuries to limbs or vital organs.
All patients with damage to the same joint other than
the simple features of valgus instability, whether tibial
plateau fractures or obvious laxity of lateral or cruciate
ligaments, were excluded from the series. Furthermore, the
adaptation of the basic technique to reinforce repairs of
acute rupture of the medial collateral ligament, are not
considered in this series.
PRESENTING SYMPTOMS MU SIGNS

The major presenting symptoms were very variable and
were suggestive of internal derangement of the knee joint
in no less than 15 cases. The dominant symptom was
periodic painful locking in 7 cases; a feeling of insecurity
with weight-bearing strains in 5 cases; persistent or recurrent swelling of the joint in 3 cases, and simple aching
over the medial or posteromedial aspect of the joint in
5 cases.
By simple testing without anaesthetic, all patients showed
obvious laxity of the medial collateral ligament. This was
graded as: slight-D - 10°; moderate-ll - 20°; and severe
-over 20°.
Active treatment was instituted between 4 weeks and
15 months after the date of the original injury, the average
being 18 weeks. The patients' ages ranged from 18 to 51
years. The cause of the original injury varied from simple
falls and sporting mishaps to serious road accidents. In
6 patients, claims for compensation were significant.
PROCEDURE

After suitable pre-operative strengthening exercises, the
same operation was performed on all patients in this
selected series. Under tourniquet, an anteromedial S-shaped
incision was made, 100 - 125 mm long and centred at
joint level. Fibres of the medial quadriceps expansion
were split in their line along the full length of the exposure
at a point midway between the medial epicondyle of the
femur and the medial border of the patella. They were
retracted to expose the synovial cavity which was opened
to permit exploration of the knee joint.
The medial meniscus then was removed in all cases. It
was clearly torn in 6 cases, was unduly mobile from a
probable healed peripheral detachment in 4 cases and
could be shown to constitute a mechanical impediment to
flexion of the joint in slight valgus in a further 5 cases; in
these and in the remaining 5 cases, the meniscus appeared
to be quite normal clinically. In three-quarters of the cases
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the necessity for meniscectomy was obvious; but in all
cases it constituted an essential part of the operative
procedure. Division of the attachment between the periphery of the meniscus and the medial capsule permitted a
freer forward sliding of the posterior part of the quadriceps
expansion in the subsequent repair.
The deep part of the collateral ligament was i~ored
by and large. In cases which presented so late for
treatment, such repairs as were technically possible and
were attempted-in 6 of the early cases-did not constitute
an appreciable improvement of stability to testing.
The quadriceps expansion, the part posterior to its line
of section having been freed by the meniscectomy as
described, was overlapped side to side under maximal tension with the knee flexed to 140°. The overlap was sutured
by a double row of interrupted mattress sutures of strong
(No. I) chromic catgut, usually 6 - 8 sutures to each row.
The stability of the knee joint to valgus strains was then
tested and was compared with the other (normal) knee.
In no case was more than the slightest movement possible
and this stability was judged clinically to be equal to the
normal side. The skin incision was closed. In the first 14
cases an ankle-to-groin padded plaster cast was applied
with the knee joint in the same position of slight flexion,
and it was retained for a period of 4 weeks. In the later
6 cases this immobilization was abandoned in favour of a
Robert Jones wool and crepe-bandage dressing, which
provided adequate temporary immobili:z;ation with greater
comfort. It was replaced by a simple woven elastic
stocking after 2 weeks.
Quadriceps exercises were commenced 24 hours after
operation. Depending on the patient's progress, crutch
walking without weight-bearing was permitted between 4
and 10 days after operation and limited weight-bearing
assisted by crutches was started 3 - 3-!- weeks after
operation.
RESULTS

All patients resumed their normal work and reasonable
physical activities within 8 weeks of the surgical procedure.
The average was 6-!- weeks (45 days). More strenu@us
ambulant work and all sport were prohibited until a full
3 months after operation.
The subjective disabilities were eliminated in all 20 cases,
including the 6 in whom compensation claims were
TABLE I. RESULTS

Laxity grading
Nil

Pre-operative
Postoperative

o

4

Slight Moderate

(0 - ]00) (J 1 - 20°)

6
11

9
4

Severe
Total
(over 20°) patients
5
1

20
20

pertinent. With the exception of one patient who re-injured
the same. joint, the objective results were surpriiingly
favourable. The degree of valgus instability was reduced
in 15 of the 19 cases and in the remaining 4 it was eliminated completely. These results are illustrated simply in
Table I.

