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AbsTrACT
Objectives To examine the ability of surgeons to 
predict the outcome of treatment for meniscal tears by 
arthroscopic partial meniscectomy (APM) and exercise 
therapy in middle- aged patients.
Design and setting Electronic survey. Orthopaedic 
surgeon survey participants were presented 20 patient 
profiles. These profiles were derived from a randomised 
clinical trial comparing APM with exercise therapy in 
middle- aged patients with symptomatic non- obstructive 
meniscal tears. From each treatment group (APM and 
exercise therapy), we selected five patients with the 
best (responders) and five patients with the worst 
(non- responders) knee function after treatment. 1111 
orthopaedic surgeons and residents in the Netherlands 
and Australia were invited to participate in the survey.
Interventions For each of the 20 patient profiles, 
surgeons (unaware of treatment allocation) had to 
choose between APM and exercise therapy as preferred 
treatment and subsequently had to estimate the 
expected change in knee function for both treatments on 
a 5- point Likert Scale. Finally, surgeons were asked which 
patient characteristics affected their treatment choice.
Main outcomes The primary outcome was the 
surgeons’ percentage correct predictions. We also 
compared this percentage between experienced knee 
surgeons and other orthopaedic surgeons, and between 
treatment responders and non- responders.
results We received 194 (17%) complete responses 
for all 20 patient profiles, resulting in 3880 predictions. 
Overall, 50.0% (95% CI 39.6% to 60.4%) of the 
predictions were correct, which equals the proportion 
expected by chance. Experienced knee surgeons were 
not better in predicting outcome than other orthopaedic 
surgeons (50.4% vs 49.5%, respectively; p=0.29). The 
percentage correct predictions was lower for patient 
profiles of non- responders (34%; 95% CI 21.3% to 
46.6%) compared with responders (66.0%; 95% CI 
57.0% to 75.0%; p=0.01).
In general, bucket handle tears, knee locking and failed 
non- operative treatment directed the surgeons’ choice 
towards APM, while higher level of osteoarthritis, 
degenerative aetiology and the absence of locking 
complaints directed the surgeons’ choice towards 
exercise therapy.
Conclusions Surgeons’ criteria for deciding 
that surgery was indicated did not pass statistical 
examination. This was true regardless of a surgeon’s 
experience. These results suggest that non- surgical 

management is appropriate as first- line therapy in 
middle- aged patients with symptomatic non- obstructive 
meniscal tears.
Clinical trial registration  ClinicalTrials. gov Identifier: 
NCT03462134.

InTrODuCTIOn
The indication for arthroscopic partial meniscectomy 
(APM) is one of the most commonly made decisions 
in orthopaedic practice,1 and 75% of APMs are 
performed in patients older than 40 years of age.2 
However, meniscal tears are common incidental find-
ings in the general population. Incidental meniscal 
tears are found on MRI in 60% of asymptomatic 
adults older than 50 years with radiographic evidence 
of osteoarthritis.3 Therefore, meniscal tears can be 
seen as part of a degenerative process of the knee.

Although several randomised controlled trials 
failed to demonstrate a clinically important benefit 
of APM over non- operative alternatives4–10 or sham 
surgery11 in middle- aged and older patients with 
symptomatic meniscal tears, these results have not 
led to a consistent decline in the number of APMs 
performed in daily practice.2 12 Common arguments 
for performing APM include being a difficult habit 
to break, being influenced by personal experiences 
(observational evidence), criticism of the experi-
mental evidence (eg, low external validity) and a 
surgeon’s belief in being capable to identify which 
patient may still benefit more from surgery.13–19 
Therefore, it is suggested to be up to the judgement 
of the treating surgeon to decide what is best for the 
individual patient.18

In this survey, we examined the ability of ortho-
paedic surgeons to predict the outcome in patients 
treated for meniscal tears. We also determined differ-
ences between surgeons with and without exper-
tise in managing patients with knee pain, and how 
predictions differed between responders and non- 
responders to treatment. Finally, we evaluated which 
patient characteristics directed orthopaedic surgeons 
towards APM or non- surgical treatment.

MeThODs
Participants and setting
Between December 2017 and March 2018, an 
online survey was conducted among orthopaedic 
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Figure 1 Example of a patient profile in the survey. Each patient profile consisted of demographics, a description of symptoms, baseline knee 
function on the IKDC, baseline pain score on the VAS, the results of physical examination, type of meniscal tear on MRI and osteoarthritis level. 
The information in the figure above corresponds to patient profile 1. A clarification of the terms and clinical tests is presented in online supplement 
appendix 2, ‘Patient profiles 1–20 – explanation of terms and abbreviations used’. For each profile, surgeons were asked to choose between 
meniscectomy and exercise therapy (in the survey referred to as physical therapy) as the preferred treatment. Subsequently, the surgeons had to 
estimate the expected effect on the patients’ knee function after 2 years, twice: first for their preferred treatment and second for the other (non- 
preferred) treatment on a 5- point Likert Scale. BMI, body mass index; IKDC, International Knee Documentation Committee; MRI, magnetic resonance 
imaging; OA, osteoarthritis; VAS, Visual Analogue Scale; y, years.

surgeons and orthopaedic surgery residents. The survey was sent 
to 1111 orthopaedic surgeons and residents active in the Neth-
erlands (950 orthopaedic surgeons and residents) and Australia 
(161 orthopaedic surgeons). The Dutch participants were 
invited by the Dutch Orthopaedic Association (Nederlandse 
Orthopaedische Vereniging) and the Australian participants were 
invited by one of the authors (IH). The survey was constructed 
and distributed using Castor Electronic Data Capture 2018, 
Ciwit BV, Amsterdam, The Netherlands. In December 2017, the 
first invitation was sent, and in January and February 2018 a 
maximum of two reminders were sent to all participants. Only 
100% completed surveys were used for data analysis. We regis-
tered the study at  clinicaltrials. gov (NCT03462134). Ethics 
approval was not required.

Patient profiles
Each participating surgeon was presented 20 patient profiles. 
These profiles represented participants from the ESCAPE Trial,20 
a multicentre randomised controlled trial that compared APM 
with exercise therapy under supervision of a physical therapist 
in middle- aged patients (45–70 years) with a non- obstructive 

meniscal tear.9 A case description of each patient was presented 
in the survey, as shown in figure 1. The profiles consisted of 
demographics, a description of symptoms, baseline knee func-
tion, baseline pain score, the results of physical examination, 
type of meniscal tear on MRI (on the Modified International 
Cartilage Repair Society classification)21 and osteoarthritis level 
(Kellgren- Lawrence classification).22

Knee function was quantified as a score on the International 
Knee Documentation Committee (IKDC) Subjective Knee 
Form, which is a patient reported knee function with a score 
ranging from 0 to 100 points, with a score of 0 corresponding 
to maximum knee symptoms and limitations in daily or sporting 
activities and a score of 100 reflecting no knee symptoms or 
limitations in daily or sporting activities.23 Knee pain was quan-
tified using a Visual Analogue Scale, ranging from 0 mm to 100 
mm, with a score of 0 mm corresponding to no pain and a score 
of 100 mm reflecting the worst possible pain.24 Pain scores 
during rest and during weight- bearing were both presented.

These selected patient profiles represented the top five and 
bottom five participants from the ESCAPE Trial with complete 
baseline data from each treatment group, discarding patients 
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who where allocated to exercise therapy but received delayed 
APM. The top five were the patients with the most improve-
ment on the IKDC Score after 24 months follow- up, therefore 
categorised as ‘responders’, with a mean improvement in IKDC 
Score of 64.6 (SD 4.6) points in the patients allocated to APM 
and 54.0 (SD 5.9) points in the patients allocated to exercise 
therapy. The bottom five per treatment group were the patients 
who deteriorated or had the least improvement on the IKDC 
Score after 24 months follow- up, therefore categorised as ‘non- 
responders’, with a mean deterioration in IKDC Score of −11.5 
(SD 6.0) points in the patients allocated to APM and −13.1 (SD 
6.6) points in the patients allocated to exercise therapy All 20 
patient profiles are presented in online supplement 1.

survey
The participating surgeons, who were unaware of the treat-
ment received, were asked to choose between APM and exer-
cise therapy as the preferred treatment per profile. Subsequently, 
the surgeons had to estimate the expected effect on the patients’ 
knee function after 2 years, twice: first for their preferred treat-
ment and second for the other (non- preferred) treatment. The 
treatment effect on knee function was scored on a 5- point Likert 
Scale (strong deterioration, mild deterioration, no relevant 
change, mild improvement, strong improvement, see figure 1).

Furthermore, the surgeons were asked for their years of expe-
rience, field of expertise and opinion regarding the quality of 
the literature. In addition, they were presented a list of patients’ 
characteristics, and were asked whether these typically affect 
their choice towards APM or exercise therapy, or does not affect 
their choice of preferred treatment. The complete survey content 
is attached in online supplement 2.

Outcome measures
The primary outcome was the percentage of correct predictions 
of treatment outcome. We assessed differences between surgeons 
with and without knee expertise, and how predictions differed 
between responders and non- responders to treatment. Secondary 
outcomes included the ratio of treatment choice between APM 
and exercise therapy, the surgeons’ opinion towards the litera-
ture, and an overview of patient characteristics that direct the 
surgeons’ choice towards APM or non- surgical treatment.

Data analysis
The predictions on the 5- point Likert Scale were dichotomised 
to discriminate between identified non- responders (Likert 
Scores 1, 2 and 3) and identified responders (Likert Scores 4 and 
5) to treatment. The overall percentage of correct predictions 
(correct identification as either responder or non- responder) 
was first calculated over profiles per surgeon and then averaged 
over surgeons, with the 95% CI representing the reliability of 
the average estimate over all surgeons.

Surgeons were then divided in two groups based on exper-
tise. The criterion for the group ‘experienced knee surgeons’ 
was a minimum of 5 years of experience in knee surgery. We 
used the χ2 test to compare the percentage of correct predictions 
between the surgeon groups (experienced knee surgeons vs other 
surgeons) and to compare the percentages of correct predictions 
in the responders and non- responders to treatment.

All other outcomes were analysed descriptively. Level of 
significance was set at 0.05. All analyses were performed using 
SPSS V.22 (IBM Corporation, Armonk, New York, USA).

Patient and public involvement
No patients or the public were involved in designing the study, 
nor were they involved in developing plans for recruitment, 
design or implementation of the study. No patients were asked 
to advise on interpretation or writing up of results.

resulTs
Participant demographics
Of the 1111 invitations sent, we received 194 (17%) complete 
responses, 139 from The Netherlands and 55 from Australia. Of 
the participants, 163 (84%) were orthopaedic surgeons while 
31 (16%) were residents in orthopaedic surgery. A total of 101 
(52%) participants were experienced knee surgeons and 93 
(48%) participants were residents, less experienced or had no 
knee expertise. An overview of the surgeons’ characteristics is 
provided in online supplement 3.

Figure 2 presents the results of the predicted outcome per 
treatment group. Overall, 50.0% (95% CI 39.6% to 60.4%) 
of all predictions were correct. This percentage was similar 
between experienced knee surgeons and the other surgeons, 
50.4% (95% CI 48.6% to 52.2%) vs 49.5% (95% CI 48.0% to 
51.1%), respectively (p=0.58).

The percentage of correct predictions was 66.0% (95% 
CI 57.0% to 75.0%) in the group of treatment responders vs 
34.0% (95% CI 21.3% to 46.6%) in the group of treatment non- 
responders (p<0.001).

Table 1 presents an overview of the survey results for each patient 
profile. Overall, 21.6% surgeons chose APM and 78.4% of surgeons 
chose exercise therapy as the preferred treatment. There was no 
difference in treatment preference between the level of experience, 
with 23.7% of experienced knee surgeons choosing APM as the 
preferred treatment compared with 19.5% of the other surgeons.

Fifty- one per cent of the surgeons reported evidence- based 
medicine to be more important than personal experience in their 
clinical decision making, and 77% considered themselves to be 
completely up to date with the literature for treatment of meniscal 
tears. The available evidence was convincing to 74% of the partici-
pants, and 76% felt confident in choosing between APM and exer-
cise therapy. Seventy- seven per cent indicated that exercise therapy 
is a good option as initial treatment for non- obstructive meniscal 
tears, and 89% disagreed with APM being a good option as initial 
treatment. A complete overview of the results, as well as the distri-
bution per expertise group, is presented in online supplement 4.

Patient characteristics that direct surgeons towards APM include 
bucket handle tears (94% of surgeons), knee locking (82%), failed 
non- operative treatment (82%), traumatic aetiology (76%) and 
age <45 years (74%), while characteristics that direct surgeons 
towards exercise therapy include moderate to severe osteoarthritis 
(96%), degenerative aetiology (92%), no obstructive complaints 
(88%), age >45 years (87%) and obesity (79%). Education level, 
gender and location of tear do not affect treatment choice. An 
overview of the results of all characteristics that were presented in 
the survey is shown in online supplement 5.

DIsCussIOn
The survey results indicate that orthopaedic surgeons are unable 
to identify whether a patient with a non- obstructive meniscal 
tear will benefit from APM or exercise therapy. The percentage 
of correct predictions was similar to prediction expected by 
chance alone, regardless of clinical expertise.

Comparison with literature
The present survey is the first study that determines whether ortho-
paedic surgeons are able to predict treatment outcome in patients 
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Figure 2 Predicted outcome per treatment group. The figure above demonstrates the distribution between the correct and incorrect predictions 
for each of the categorised profiles (responders and non- responders to meniscectomy and exercise therapy). A correct prediction in the ‘responders 
meniscectomy’ and ‘responders exercise therapy’ corresponds to the options ‘some improvement’ and ‘strong improvement’, and a correct prediction 
in the ‘non- responders meniscectomy’ and ‘non- responders exercise therapy’ corresponds to the options ‘strong deterioration’, ‘mild deterioration’ 
and ‘no relevant difference’ from the 5- point Likert Scale.

with meniscal tears based on patient profiles. In a recent systematic 
review evaluating clinicians’ general expectations of any treatment, 
test or screening test, the authors reported that clinicians often 
have inaccurate expectations of treatment response.25 With an 
underestimation of the harms and an overestimation of the bene-
fits, the authors concluded that these inaccurate predictions are 
likely to result in suboptimal clinical management choices.25 These 
results are comparable to the findings in this study, in which the 
surgeons’ ability to predict the outcome was poorer in a group of 
treatment non- responders, that is, an overestimation of treatment 
response in this group.

We have found only one study that determined whether 
orthopaedic surgeons are able to predict a treatment response.26 
In patients with sarcomas, orthopaedic oncologists were also 
incapable of accurately predicting the outcome of limb salvage 
surgery.26

Furthermore, it has previously been shown in a population 
with knee disorders that surgeons tend to be (over)optimistic 
with respect to treatment outcome.27 28 This was supported by 
our findings, as two- thirds of the non- responders were expected 
to respond well.

Implications
In the present study, 89% of orthopaedic surgeon partici-
pants disagreed with APM being a good option for the initial 

treatment. However, in 22% of the cases APM was chosen as the 
preferred treatment. Interestingly, the percentage of respondents 
who recommended meniscectomy was highest (25.2%) for the 
descriptions of patients who did not benefit from surgery (non- 
responders to surgery).

This discrepancy—the greater propensity to recommend 
surgery for those patient descriptions that were associated with 
non- responders to treatment—and the poor ability of ortho-
paedic surgeons to predict who will respond well after surgery, 
suggests that surgeons should rely more on objective evidence 
from the literature when choosing treatment modalities in 
middle- aged patients with non- obstructive meniscal tears.

The participating surgeons were mainly focused on knee- 
specific characteristics that influenced treatment outcome. Among 
the most chosen variables that directed surgeons towards menis-
cectomy were obstructive complaints and traumatic aetiology. 
However, these convictions are not supported by the most recent 
literature. Obstructive complaints are associated with poor treat-
ment response in general and meniscectomy in these patients 
has no added benefit over sham surgery.29 30 There is no differ-
ence in improvement from meniscectomy between patients with 
a traumatic or a degenerative aetiology.31 These misconceptions 
contribute to the large numbers of meniscectomies still performed.

Instead, considering the whole person in clinical decision 
making—by including characteristics such as education level, 
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Table 1 Results for responders/non- responders per treatment group

Patient profile * Δ IKDC per case Surgeon preferred treatment ‘APM’ (%) Correctly identified as (non- )responder (%)

Responders to APM 18 70.1 20.1 62.9

12 67.8 14.4 43.8

15 64.4 33.0 69.1

17 62.1 19.6 59.8

6 58.6 21.1 63.4

Group average 64.6 (58.9 to 70.3) 21.6 (13.1 to 30.2) 59.8 (47.9 to 71.6)

Non- responders to APM 14 −6.9 39.7 22.7

1 −8.05 7.2 43.8

2 −9.2 25.3 26.3

5 −11.5 52.6 23.7

19 −21.8 1.0 76.3

Group average −11.5 (−19.0 to −4.0) 25.2 (−1.7 to 52.0) 38.6 (10.3 to 66.8)

Responders to exercise therapy 7 62.1 16.0 78.9

10 56.3 47.4 49.5

9 54.0 5.2 81.4

13 51.7 5.2 76.8

8 46.0 19.6 74.2

Group average 54.0 (46.7 to 61.4) 18.7 (−2.8 to 40.2) 72.2 (56.1 to 88.2)

Non- responders to exercise therapy 11 −8.1 7.2 21.6

20 −8.1 7.2 18.6

3 −12.6 43.8 38.1

16 −12.6 37.6 44.8

4 −24.1 9.8 23.7

Group average −13.1 (−21.3 to -4.9) 21.1 (−1.3 to 43.5) 29.4 (15.2 to 43.6)

Group average is expressed as percentage with CI.
*The patient profile numbers match the patient profile numbers in online supplement 1.
APM, arthroscopic partial meniscectomy;CI, confidence interval; IKDC, International Knee Documentation Committee.

gender and activity level—may improve the surgeon’s predictive 
ability. Psychological, mental health and socioeconomic variables 
are known to influence a persons’ health status and mobility in 
patients with other knee injuries.32 33 Future research should focus 
on the effects of these variables and on finding other variables that 
influence treatment outcome in patients with meniscal tears.

Of the 22% of cases in which surgeons recommended menis-
cectomy as the preferred treatment, the mean expected change 
from meniscectomy was 4.3 points (on the 5- point Likert Scale), 
whereas the mean expected change from the non- preferred exer-
cise therapy in these cases was 3.2 points (mean difference 1.1 
point). This information provides insight into the criteria used 
by surgeons for deciding that surgery is indicated. The partici-
pating surgeons in this survey considered it sufficient to recom-
mend meniscectomy if they expected no relevant change from 
exercise therapy (3.2 points on the 5- point Likert Scale) and a 
mild improvement from meniscectomy as compared with exer-
cise therapy (1.1 points on the 5- point Likert Scale).

In a European survey, prior to the publication of the randomised 
controlled trials,4–11 75% of surgeons recommended APM as the 
first treatment in patients with knee osteoarthritis and meniscal 
tears.34 In the present study, 22% of orthopaedic surgeons chose 
APM as the preferred treatment in patients over 45 years old 
with a non- obstructive meniscal tear. These numbers demon-
strate the willingness to change clinical practice from an initial 
surgical approach towards a conservative approach. However, 
the most recent data do not show a similar decrease in the 
number of APMs performed.2 12 To further reduce the number 
of APMs, more effort is needed such as the implementation of 
administrative measures or (local) policy changes, which were 
earlier proven to be effective in reducing the number of knee 
arthroscopies in Norway and Australia.35 36

With 36% and 33% failures of initial exercise therapy (those 
who underwent meniscectomy during follow- up) reported in 
the literature after 1 year and 2 years, respectively,5 9 especially 
this group of patients should be identified in the outpatient 
clinic. However, in the present study, the surgeons’ ability to 
predict the outcome was poorest in the non- responders to treat-
ment. According to the literature, there is currently insufficient 
evidence to allow prediction at an individual level in patients 
with meniscal tears. Future studies, such as prediction models 
and individual patient data meta- analyses, could help improving 
identification of treatment (non- )responders.

strengths and limitations
To our knowledge, this is the first survey of orthopaedic surgeons 
to glean insight into their perception and expectations of treating 
patients with meniscal tears. By selecting the five patients with 
the best and worse outcomes per treatment group, we aimed for 
the most unarguable distinction between treatment responders 
and non- responders for the surgeons.

This study has several limitations. First, a digital survey was the 
only feasible way to obtain predictions of many surgeons for each of 
the 20 patient profiles. We made an effort to provide the most rele-
vant information for clinical decision making, but acknowledge that 
this is still different from a real patient. Predictions in a real clinical 
setting might be more accurate. However, the majority of patients in 
a real clinical setting will have a more moderate treatment outcome 
(compared with the top five responders and bottom five non- 
responders included in this survey), which is likely harder to predict. 
Second, although we retrieved 194 responses, the response rate 
was low (17%)—this raises the potential for selection bias. Most 
surgeons indicated that they were all up to date with the literature 
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and they were convinced by the evidence (online supplement 4). A 
higher response rate therefore might have led to a higher percentage 
of preferred APM and a worse prediction capability. Third, the poor 
prediction ability could also be due to unknown variables that deter-
mine the outcome after treatment of meniscal tears. The duration of 
symptoms, radiographic level of knee osteoarthritis and the amount 
of resected meniscus are known variables to be associated with the 
outcome following meniscectomy.37 Only the level of osteoarthritis 
was provided to the surgeons. Knowledge of the other variables 
might have increased the accuracy of their prediction.

Conclusion
Surgeons’ criteria used for deciding that surgery is indicated in a 
sample of patients with degenerative meniscal tears resulted in a 
prediction as accurate as a coin toss. This was true regardless of 
a surgeon’s experience. This suggests that non- surgical manage-
ment is appropriate as the first- line therapy in these patients. 
We respectfully recommend that orthopaedic surgeons should 
rely more on the objective evidence from the literature when 
choosing treatment options.

What is already known on this topic?

 ► Arthroscopic partial meniscectomy (APM) is oneof the 
most common orthopaedic procedures.Although several 
randomised controlled trialsdemonstrated no superiority of 
surgery overnon- operative alternatives or sham surgery,the 
decline in the number of meniscectomiesis less than 
expected. One reason for this is asurgeon’s belief that he or 
she is able to identifywhich patients will benefit from surgery.

What this study adds

 ► This is the first study that examined theability of orthopaedic 
surgeons to predictthe treatment response to APM and 
exercisetherapy in patients with non- obstructivemeniscal 
tears. We found that surgeons’predictions of outcome from 
APM and exercisetherapy in these patients were similar 
toprediction expected by chance alone, regardlessof clinical 
experience. Surgeons are limitedin their ability to predict 
outcomes in suchpatients with non- obstructive meniscal 
tears.We recommend surgeons carefully consider theobjective 
evidence from the literature whenconsidering treatment 
options.

Correction notice This article has been corrected since it published Online First. 
Author names have been amended.

Collaborators Vanessa AB Scholtes, Eduard LAR Mutsaerts, Julius Wolkenfelt, 
Matthijs R Krijnen, Derek FP van Deurzen, Dirk Jan F Moojen, Ise K Butter, Arthur de 
Gast, Thom Snijders, Jelle J Halma, Nienke Wolterbeek, Camille Neeter, Gino MMJ 
Kerkhoffs, Rolf W Peters, Igor CJB van den Brand, Suzanne de Vos- Jakobs, Andy B 
Spoor, Taco Gosens, Wahid Rezaie, Dirk Jan Hofstee, Bart J Burger, Daniël Haverkamp, 
Anton MJS Vervest, Thijs A van Rheenen, Anne E Wijsbek, Ewoud RA van Arkel, 
Bregje JW Thomassen, Sheila Sprague, Ben W Mol, Maurits W van Tulder.

Contributors VG and CB equally contributed to this work. VG, CB and RP were 
co- chief investigators. VG, CB, NW, DS, IH and RP were involved in the design of 
the study and its implementation. VG, CB, NW, IH and RP designed the prespecified 
statistical analysis plan. The members of the ESCAPE Research Group were 
responsible for study progress of the ESCAPE Trial and data collection at site. VG, 
CB and NW did the statistical analyses. VG and CB wrote the first draft of the 
manuscript; NW, JN, DS, IH and RP made revisions. All authors and collaborators read 
and approved the final manuscript.

Funding This study was funded by the Netherlands Organisation for Health 
Research and Development (in Dutch: ZonMw; grant number 837002009), 

Zilverenkruis Health Insurance (grant number Z436) and the foundation of medical 
research of the OLVG, Amsterdam (grant number 15u.025). The funders had no 
role in design and conduct of the study; collection, management, analysis, and 
interpretation of the data; preparation, review, or approval of the manuscript; and 
decision to submit the manuscript for publication. All authors had full access to all of 
the data in the study and can take responsibility for the integrity of the data and the 
accuracy of the data analysis.

Competing interests VG, NW, JN, and RP received financial support from The 
Netherlands Organisation for Health Research and Development (in Dutch: ZonMw) 
for the submitted work; the Achmea Healthcare Foundation (in Dutch Stichting 
Achmea Gezonheidszorg fonds), and the foundation of medical research at the 
OLVG, Amsterdam, the Netherlands; no financial relationships with any organisations 
that might have an interest in the submitted work in the previous three years; no 
other relationships or activities that could appear to have influenced the submitted 
work.

Patient consent for publication Not required.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data are available upon request.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http:// creativecommons. org/ licenses/ by- nc/ 4. 0/.

OrCID iD
Victor A van de Graaf http:// orcid. org/ 0000- 0001- 5119- 8887

RefeRences
 1 Steiner CA, Karaca Z, Moore BJ, et al. Surgeries in hospital- based ambulatory surgery 

and hospital inpatient settings. 2014: Statistical Brief # 2006;223.
 2 Rongen JJ, van Tienen TG, Buma P, et al. Meniscus surgery is still widely performed in 

the treatment of degenerative meniscus tears in the Netherlands. Knee Surg Sports 
Traumatol Arthrosc 2018;26:1123–9.

 3 Englund M, Guermazi A, Gale D, et al. Incidental meniscal findings on knee MRI in 
middle- aged and elderly persons. N Engl J Med 2008;359:1108–15.

 4 Herrlin SV, Wange PO, Lapidus G, et al. Is arthroscopic surgery beneficial in treating 
non- traumatic, degenerative medial meniscal tears? A five year follow- up. Knee Surg 
Sports Traumatol Arthrosc 2013;21:358–64.

 5 Katz JN, Brophy RH, Chaisson CE, et al. Surgery versus physical therapy for a meniscal 
tear and osteoarthritis. N Engl J Med 2013;368:1675–84.

 6 Kise NJ, Risberg MA, Stensrud S, et al. Exercise therapy versus arthroscopic partial 
meniscectomy for degenerative meniscal tear in middle aged patients: randomised 
controlled trial with two year follow- up. BMJ 2016;354.

 7 Østerås H, Østerås B, Torstensen TA. Medical exercise therapy, and not arthroscopic 
surgery, resulted in decreased depression and anxiety in patients with degenerative 
meniscus injury. J Bodyw Mov Ther 2012;16:456–63.

 8 Stensrud S, Risberg MA, Roos EM. Effect of exercise therapy compared with 
arthroscopic surgery on knee muscle strength and functional performance in middle- 
aged patients with degenerative meniscus tears: a 3- mo follow- up of a randomized 
controlled trial. Am J Phys Med Rehabil 2015;94:460–73.

 9 van de Graaf VA, Noorduyn JCA, Willigenburg NW, et al. Effect of early surgery vs 
physical therapy on knee function among patients with nonobstructive meniscal tears. 
JAMA 2018;320:1328–37.

 10 Yim J- H, Seon J- K, Song E- K, et al. A comparative study of meniscectomy and 
nonoperative treatment for degenerative horizontal tears of the medial meniscus. Am 
J Sports Med 2013;41:1565–70.

 11 Sihvonen R, Paavola M, Malmivaara A, et al. Arthroscopic partial meniscectomy 
versus sham surgery for a degenerative meniscal tear. N Engl J Med 
2013;369:2515–24.

 12 Abram SGF, Judge A, Beard DJ, et al. Temporal trends and regional variation in the 
rate of arthroscopic knee surgery in England: analysis of over 1.7 million procedures 
between 1997 and 2017. has practice changed in response to new evidence? Br J 
Sports Med 2018:bjsports-2018-099414.

 13 Frellick M. Skip Arthroscopy for Degenerative Knee Disease, Report Says. 2018 
[updated 12/5/2018]. Available: https://www. medscape. com/ viewarticle/ 879922

 14 Jarvinen TLN, Guyatt GH. Arthroscopic surgery for knee pain. Br J Sports Med 
2017;51.

 15 Leopold SS. Editorial: appropriate use? guidelines on arthroscopic surgery for 
degenerative meniscus tears need updating. Clin Orthop Relat Res 2017;475:1283–6.

 16 Johnson DC. Why I disagree with 2017 knee arthroscopy recommendations. MedStar 
Washington Hospital center, 2017. Available: https:// blog. medstarwashington. org/ 
2017/ 07/ 26/ arthroscopic- knee- surgery- guidelines/

 17 Hohmann E, Glatt V, Tetsworth K, et al. Arthroscopic partial meniscectomy versus 
physical therapy for degenerative meniscus lesions: how robust is the current 

 on D
ecem

ber 8, 2020 at O
LV

G
 W

est. P
rotected by copyright.

http://bjsm
.bm

j.com
/

B
r J S

ports M
ed: first published as 10.1136/bjsports-2019-100567 on 1 A

ugust 2019. D
ow

nloaded from
 

https://dx.doi.org/10.1136/bjsports-2019-100567
http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0001-5119-8887
http://dx.doi.org/10.1056/NEJMoa0800777
http://dx.doi.org/10.1007/s00167-012-1960-3
http://dx.doi.org/10.1007/s00167-012-1960-3
http://dx.doi.org/10.1056/NEJMoa1301408
http://dx.doi.org/10.1016/j.jbmt.2012.04.003
http://dx.doi.org/10.1097/PHM.0000000000000209
http://dx.doi.org/10.1001/jama.2018.13308
http://dx.doi.org/10.1177/0363546513488518
http://dx.doi.org/10.1177/0363546513488518
http://dx.doi.org/10.1056/NEJMoa1305189
http://dx.doi.org/10.1136/bjsports-2018-099414
http://dx.doi.org/10.1136/bjsports-2018-099414
https://www.medscape.com/viewarticle/879922
http://dx.doi.org/10.1007/s11999-017-5296-7
https://blog.medstarwashington.org/2017/07/26/arthroscopic-knee-surgery-guidelines/
https://blog.medstarwashington.org/2017/07/26/arthroscopic-knee-surgery-guidelines/
http://bjsm.bmj.com/


7 of 7van de Graaf VA, et al. Br J Sports Med 2020;54:354–359. doi:10.1136/bjsports-2019-100567

Original research

evidence? A critical systematic review and qualitative synthesis. Arthroscopy 
2018;34:2699–708.

 18 Kartus J- T. Editorial commentary: fresh evidence that there is still no reliable 
evidence on how to best treat knee degenerative meniscus tears. Arthroscopy 
2018;34:2711–2.

 19 Liebs TR, Ziebarth K, Berger S. Randomized controlled trials for arthroscopy in 
degenerative knee disease: was conservative therapy appropriately Tried prior to 
arthroscopy? Arthroscopy 2018;34:1680–7.

 20 van de Graaf VA, van Dongen JM, Willigenburg NW, et al. How do the costs of 
physical therapy and arthroscopic partial meniscectomy compare? A trial- based 
economic evaluation of two treatments in patients with meniscal tears alongside 
the escape study. Br J Sports Med 2019. doi:10.1136/bjsports-2018-100065. 
[Epub ahead of print].

 21 Brittberg M, Winalski CS. Evaluation of cartilage injuries and repair. J Bone Joint Surg 
Am 2003;85(A Suppl 2):58–69.

 22 Kellgren JH, Lawrence JS. Radiological assessment of Osteo- Arthrosis. Ann Rheum Dis 
1957;16:494–502.

 23 Irrgang JJ, Anderson AF, Boland AL, et al. Development and validation of the 
internationalknee 465 documentation committee subjective kneeform. Am J Sports 
Med 2001;29:600–13.

 24 Huskisson EC. Measurement of pain. The Lancet 1974;304:1127–31.
 25 Hoffmann TC, Del Mar C. Clinicians’ Expectations of the Benefits and Harms of 

Treatments, Screening, and Tests. JAMA Intern Med 2017;177:407–19.
 26 Kolk S, Cox K, Weerdesteyn V, et al. Can orthopedic oncologists predict functional 

outcome in patients with sarcoma after limb salvage surgery in the lower limb? A 
nationwide study. Sarcoma 2014;2014:1–11.

 27 Höher J, Bach T, Münster A, et al. Does the mode of data collection change results 
in a subjective knee score? self- administration versus interview. Am J Sports Med 
1997;25:642–7.

 28 Roos EM. Outcome after anterior cruciate ligament reconstruction - a comparison of 
patients’ and surgeons’ assessments. Scand J Med Sci Sports 2001;11:287–91.

 29 Sihvonen R, Englund M, Turkiewicz A, et al. Mechanical symptoms and arthroscopic 
partial meniscectomy in patients with degenerative meniscus tear: a secondary 
analysis of a randomized trial. Ann Intern Med 2016;164:449–55.

 30 Thorlund JB, Juhl CB, Ingelsrud LH, et al. Risk factors, diagnosis and non- surgical 
treatment for meniscal tears: evidence and recommendations: a statement paper 
commissioned by the Danish Society of sports physical therapy (DSSF). Br J Sports 
Med 2018;52:557–65.

 31 Thorlund JB, Englund M, Christensen R, et al. Patient reported outcomes in patients 
undergoing arthroscopic partial meniscectomy for traumatic or degenerative meniscal 
tears: comparative prospective cohort study. BMJ 2017;356.

 32 Dunn WR, Wolf BR, Harrell FE, et al. Baseline predictors of health- related quality of life 
after anterior cruciate ligament reconstruction: a longitudinal analysis of a multicenter 
cohort at two and six years. J Bone Joint Surg Am 2015;97:551–7.

 33 Sainio P, Martelin T, Koskinen S, et al. Educational differences in mobility: the 
contribution of physical workload, obesity, smoking and chronic conditions. J 
Epidemiol Community Health 2007;61:401–8.

 34 Mayr HO, Rueschenschmidt M, Seil R, et al. Indications for and results of arthroscopy 
in the arthritic knee: a European survey. Int Orthop 2013;37:1263–71.

 35 Chen HY, Harris IA, Sutherland K, et al. A controlled before- after study to evaluate the 
effect of a clinician led policy to reduce knee arthroscopy in NSW. BMC Musculoskelet 
Disord 2018;19:148.

 36 Holtedahl R, Brox JI, Aune AK, et al. Changes in the rate of publicly financed knee 
arthroscopies: an analysis of data from the Norwegian patient registry from 2012 to 
2016. BMJ Open 2018;8:e021199.

 37 Eijgenraam SM, Reijman M, Bierma- Zeinstra SMA, et al. Can we predict the clinical 
outcome of arthroscopic partial meniscectomy? A systematic review. Br J Sports Med 
2018;52:514–21.

 on D
ecem

ber 8, 2020 at O
LV

G
 W

est. P
rotected by copyright.

http://bjsm
.bm

j.com
/

B
r J S

ports M
ed: first published as 10.1136/bjsports-2019-100567 on 1 A

ugust 2019. D
ow

nloaded from
 

http://dx.doi.org/10.1016/j.arthro.2018.04.018
http://dx.doi.org/10.1016/j.arthro.2018.06.013
http://dx.doi.org/10.1016/j.arthro.2017.12.016
http://dx.doi.org/10.1136/bjsports-2018-100065
http://dx.doi.org/10.2106/00004623-200300002-00008
http://dx.doi.org/10.2106/00004623-200300002-00008
http://dx.doi.org/10.1136/ard.16.4.494
http://dx.doi.org/10.1016/S0140-6736(74)90884-8
http://dx.doi.org/10.1001/jamainternmed.2016.8254
http://dx.doi.org/10.1155/2014/436598
http://dx.doi.org/10.1034/j.1600-0838.2001.110506.x
http://dx.doi.org/10.1136/bjsports-2017-098429
http://dx.doi.org/10.1136/bjsports-2017-098429
http://dx.doi.org/10.1136/bmj.j356
http://dx.doi.org/10.1136/jech.2006.048306
http://dx.doi.org/10.1136/jech.2006.048306
http://dx.doi.org/10.1007/s00264-013-1896-3
http://dx.doi.org/10.1186/s12891-018-2043-5
http://dx.doi.org/10.1186/s12891-018-2043-5
http://dx.doi.org/10.1136/bmjopen-2017-021199
http://dx.doi.org/10.1136/bjsports-2017-097836
http://bjsm.bmj.com/

	Can even experienced orthopaedic surgeons predict who will benefit from surgery when patients present with degenerative meniscal tears? A survey of 194 orthopaedic surgeons who made 3880 predictions
	Abstract
	Introduction
	Methods
	Participants and setting
	Patient profiles
	Survey
	Outcome measures
	Data analysis
	Patient and public involvement

	Results
	Participant demographics

	Discussion
	Comparison with literature
	Implications
	Strengths and limitations
	Conclusion

	References


