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Failed meniscal repair increases the risk for osteoarthritis and poor 
knee function at an average of 9 years follow‑up
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Abstract
Purpose  The purpose of this study was to determine the effect of meniscal repair on OA in the knee joint and patient-related 
outcomes.
Methods  Three-hundred and sixteen meniscal repairs performed between 1999 and 2011 were analysed. Patient-related 
outcome measures were assessed through mailed questionnaires including KOOS, Lysholm score and Tegner activity level. 
Patients answering the questionnaires were encouraged to perform a radiographic evaluation with Rosenberg views, assessed 
according to Kellgren–Lawrence (KL) classification. The primary endpoint was to determine the effect of meniscal repair 
on the development of radiographic OA defined as a KL grade 2 or more.
Results  Mean follow-up time was 9.3 years (SD 3.6), 162 (51%) patients answered the questionnaires, and 86 patients com-
pleted the X-ray. The odds ratio for OA with a failed meniscus repair was 5.1 (p = 0.007) adjusted for gender and age at time 
of follow-up. KOOS showed a clinically important difference in the sport and recreation subscale (p = 0.041).
Conclusions  There was an increased risk for OA in the affected compartment with a failed meniscus fixation. This supports 
the fact that the meniscus is an important protector of the cartilage in the knee. The meniscus injury affects the long-term 
health-related quality of life according to KOOS and in light of this study we recommend repair of a torn meniscus whenever 
possible.
Level of evidence  III.
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Introduction

Meniscal resection has been reported to increase the risk for 
osteoarthritis (OA) and reduced knee function [2, 12, 15, 
32]. In patients with an anterior cruciate ligament (ACL) 
injury undergoing surgical reconstruction, meniscus inju-
ries are reported in up to 40% [20] and concurrent resection 
of meniscal tissue is reported to have detrimental effects 
on postoperative knee function [28, 35, 39, 40]. In a recent 
publication, Cristiani et al. reported similar results in the 
Knee Injury and Osteoarthritis Outcome Score (KOOS) 
for isolated ACL reconstructions (ACLR) and ACLR in 

combination with meniscus resection or repair at 1- and 
2-year follow-up [7]. However in a long-time follow-up at a 
mean of 14 years, Barenius et al. reported that in the ACL 
reconstructed knee, meniscus resection increases the risk 
for OA compared to meniscus repair [3]. The purpose of 
this study was to determine the effect of meniscal repair on 
OA and patient-related outcome for both isolated meniscal 
repair and repairs performed in conjunction to associated 
ligament reconstructions.

It was hypothesized that a successful meniscal repair will 
result in a lower risk for OA compared to a failed meniscal 
repair. It was also hypothesized that patients with successful 
meniscal repairs will have better subjective knee function 
that those with a failed meniscal repair. *	 Erik Rönnblad 

	 erikronnblad@gmail.com

1	 Stockholm Sports Trauma Research Center/Karolinska 
Institutet, Capio Artro Clinic, Valhallavägen 91, 
114 86 Stockholm, Sweden

2	 Södersjukhuset/KISÖS, Stockholm, Sweden

http://orcid.org/0000-0002-1414-2806
http://crossmark.crossref.org/dialog/?doi=10.1007/s00167-021-06442-w&domain=pdf


193Knee Surgery, Sports Traumatology, Arthroscopy (2022) 30:192–199	

1 3

Materials and methods

The study was approved by the regional ethics com-
mittee (Karolinska Institutet, Sweden. ID number: 
2014/689-31/3).

Patients who had a meniscal repair of a longitudinal, 
vertical tear, performed during 1999–2011 were identified 
retrospectively and medical charts were reviewed. Patient 
characteristics and surgical data including associated inju-
ries and surgical procedures was collected. Patients were 
contacted through mail and asked to participate in the study. 
A written consent was requested and sent back together with 
the questionnaire in an attached envelope. Two reminders 
were sent out to reduce the number of loss to follow-up.

Patient‑related outcome

All patients were asked to complete a questionnaire includ-
ing patient-related outcome measures. Subjective knee 
function was assessed using the Knee Injury and Osteo-
arthritis Outcome Score (KOOS) [34]. Patients were also 
asked to rate their knee according to Lysholm score and 
Tegner activity level.

Radiographic assessment

All patients who accepted to undergo radiological exami-
nation had a weightbearing anterioposterior (AP) view 
taken with the knee joint in 30° of flexion (Rosenberg 
view) [36]. The radiographs were assessed according to 
the Kellgren–Lawrence (KL) classification [18] by the sen-
ior authors (KE and BB). In situations of uncertainty or 
when the senior authors disagreed on classification a radi-
ologist was consulted. OA was classified as KL ≥ 2 (i.e. 
cartilage reduction ≤ 50% and/or significant osteophytes).

The primary endpoint was to determine the effect of 
meniscal repair on the development of OA. The second 
endpoint was to evaluate the effect of meniscal repair on 
subjective knee function.

Failure of meniscal repair was defined as symptoms 
requiring a subsequent partial or total meniscectomy in 
line with a previous study [33].

Statistical analysis

Statistical analyses were conducted using IBM SPSS Sta-
tistics version 23 (SPSS Inc, Armonk, New York, USA). 
Statistical significance was considered at p < 0.05.

Categorical variables were tested using the Chi-square 
test, and continuous variables were tested using the inde-
pendent t test.

Mann–Whitney U test was used for ordinal or non-par-
ametric variables.

Logistic regression analysis was used to estimate the 
risk for OA between the successful meniscus repair group 
and the failed meniscus repair group. Odds ratios (OR) 
presented with 95% confidence intervals (CI) were used 
to estimate risk. If OR is > 1 the risk is higher than the 
reference group and vice versa. The deviation from 1 is 
considered significant at the 5% level if the CI does not 
include 1. After a univariate analysis, variables with a p 
value < 0.1 were included in the multivariate analysis.

To compare the KOOS subscale scores between the 
two meniscal repair groups, an analysis of covariance was 
used. Age at follow-up and gender were used as covariates. 
Age at follow-up was not significant after the univariate 
analysis and was therefore not included in the final model.

It was assumed that 20% of the patients with a success-
ful meniscal repair should have osteoarthritis and 45% of 
the patients in the group with a failed repair. Based on a 
significance level of 5%, a power of 85 percent, and an 
effect size of 0.544, 72 patients should be included in each 
group.

Results

A total of 318 patients were eligible for follow-up. Two 
patients had meniscal repairs performed in both knees and 
only the first surgical procedure was included in the analysis. 
The total failure rate of meniscal repairs in this cohort was 
23.7 percent. Medial meniscal repairs had significantly more 
failures than lateral (p < 0.001). Meniscus repair with arrows 
had significantly more failures than repair with anchors 
(p = 0.011). A sub-analysis between patients with an isolated 
meniscus repair or a meniscus repair and an ACLR revealed 
significantly less failure in the meniscus repair and ACLR 
group (p = 0.041).

The mean follow-up time was 9.3 years (SD 3.6). The 
baseline characteristics are presented in Table 1.

Patient‑reported outcome

A total of 162 (51%) patients answered the questionnaires. 
There was a significant difference between the meniscus 
status groups in the KOOS Symptoms (p = 0.009), ADL 
(p = 0.020), and Sport/Rec (p = 0.041) subscales, in favor 
of successful meniscal repair. There were also significantly 
better results in Lysholm for the successful repair group 
(p = 0.036). Results are detailed in Table 2. For the KOOS 
values the greatest difference was found in the Sports/Rec 
subscale with eleven points, presented graphically in Fig. 1.
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Osteoarthritis

Eighty-six patients completed the radiographic investigation. 
The distribution of patients with OA and meniscal repair 
status is presented in Table 3. All patients but three who 
underwent radiological examination had also answered the 
questionnaire. In total, 26.7% had developed OA in the index 
operated compartment, i.e. the same compartment as the 
meniscal repair. Older age at the time of follow-up increased 
the risk for OA with an OR of 3.818 (p = 0.024) and failure 
of meniscal repair increased the risk for OA with an OR 
of 5.1 (p = 0.007). Logistic regression analysis presented in 
Table 4.

Non‑response analysis

A comparison between patients answering and patients not 
answering the questionnaire and patients undergoing and not 
undergoing radiologic examination is presented in Table 5.

Females were overrepresented both among patients that 
answered the questionnaire (p = 0.010) and among patients 
assessed with radiographs (p = 0.003). Meniscal repair with 
arrows were significantly more represented among responders 
of the questionnaire (p = 0.036).

Table 1   Demographic characteristics

Data are reported as number (percentage) unless otherwise indicated
ACL anterior cruciate ligament, n.s. non-significant, SD standard 
deviation, yr years
*Statistically significant (p < 0.05)

Total
(n = 316)

Failed fixation p value

No
(n = 241)

Yes
(n = 75)

Age at surgery
 Mean ± SD, yr 27 ± 9 27 ± 9 28 ± 9 n.s

FU time
 Mean ± SD, yr 9.3 ± 3.6 9 ± 3.7 10.4 ± 3.3 n.s

Sex
 Male 199 (63) 153 (76.9) 46 (23.1) n.s
 Female 117 (37) 88 (75.2) 29 (24.8)

Meniscus
 Lateral 106 (33.5) 96 (90.6) 10 (9.4) < 0.001*
 Medial 197 (62.3) 136 (69) 61 (31)
 Both 13 (4.1) 9 (69.2) 4 (30.8)

Repair method
 Anchor 147 (46.5) 123 (83.7) 24 (16.3) 0.011*
 Arrow 163 (51.6) 113 (69.3) 50 (30.7)
 Both 6 (1.9) 5 (83.3) 1 (16.7)

ACL
 No ACL injury 131 (41.5) 96 (73.3) 35 (26.7) n.s
 ACL injury, not 

simultaneously 
reconstructed

139 (44) 104 (74.8) 35 (25.2)

 Simultaneous 
ACL recon-
struction

46 (14.6) 41 (89.1) 5 (10.9)

Table 2   Distribution of demographics and KOOS outcome score and 
Lysholm score depending on meniscus repair status

Data are reported as number (percentage) unless otherwise indicated
ACL anterior cruciate ligament, ADL activities of daily living, FU fol-
low-up, KOOS Knee Injury and Osteoarthritis Outcome Score, QoL 
quality of life, n.s. non-significant, SD standard deviation, Sport/Rec 
sport and recreation
*Statistically significant (p < 0.05)

Failed fixation p value

No
126 (77.8)

Yes
36 (22.2)

Age at FU
 Mean ± SD, years 38 ± 12 41 ± 10 n.s

FU time
 Mean ± SD, years 8.9 ± 3.7 9.1 ± 3.4 n.s

Sex
 Male 72 (79.1) 19 (20.9) n.s
 Female 54 (76.1) 17 (23.9)

Meniscus
 Lateral 45 (93.8) 3 (6.2) 0.005*
 Medial 76 (71.7) 30 (28.3)
 Both 5 (62.5) 3 (37.5)

Repair method
 Anchor 55 (78.6) 15 (21.4) n.s
 Arrow 66 (76.7) 20 (23.3)
 Both 5 (83.3) 1 (16.7)

ACL
 No ACL injury 47 (75.8) 15 (24.2) n.s
 ACL injury, not 

simultaneously 
reconstructed

57 (75) 19 (25)

 Simultaneous ACL 
reconstruction

22 (91.7) 2 (8.3)

KOOS
 Mean ± SD
 Symptoms 78.2 ± 17.2 71.7 ± 20.5 0.009*
 Pain 84.2 ± 14.9 82.2 ± 14.8 n.s
 ADL 91.9 ± 11.9 85.6 ± 20.6 0.020*
 Sport/Rec 65.7 ± 26.8 54.5 ± 33.2 0.041*
 QoL 63 ± 23.8 57.5 ± 27.8 n.s

Lysholm 80.2 ± 16 73.3 ± 20.6 0.036*
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Discussion

The most important result of this study is the fivefold 
increase in risk for OA with a failed meniscal repair. Failed 
meniscal repair was also associated with worse subjective 
outcome in the KOOS Symptoms, ADL and Sports/Rec sub-
scales as well as Lysholm. This supports our hypotheses and 
gives evidence to the fact that the meniscus is important for 
the protection of the cartilage and the function of the knee 
joint.

Failure of meniscus repair

The overall failure rate of 23.7% is in line with previous 
publications [33]. Worth mentioning is the shift in surgical 
technique from the previous meniscal arrows to the mod-
ern all-inside devices during the timespan of our study. 
Medial meniscus repairs have significantly more failures 
than lateral.

Failure of meniscus repair in conjunction with ACLR are 
generally reported to be lower than isolated repairs [33]. 
This is probably due to the beneficial effect of ACLR, theo-
retically both because of unavoidable restrictions postop-
eratively and the abundance of healing factors during the 
surgical procedure. In the first analysis, no such association 
was observed. When performing a sub-analysis between iso-
lated repair or repair in conjunction to an ACLR, there was, 
however, significantly less failure in the meniscus repair and 
ACLR group.

Patient‑reported outcome

Patient-reported knee function has been reported to be 
influenced by the status of the meniscus. Lutz et al. [22] 
report superior results on all KOOS subscales but QoL for 
meniscal repair compared to meniscectomy. In association 
to an ACLR, meniscus repair has been reported to contrib-
ute to both better and worse outcome compared to resec-
tion in short-term follow-up. Melton et al. [24] reported 
worse results in the IKDC for patients who underwent a 
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Fig. 1   Knee Injury and Osteoarthritis Outcome Score (KOOS) sub-
scales for failed and not failed meniscal repair. Mean KOOS values 
are shown for no failure (blue bar), failure (red bar), and a reference 
population of 18–54-year-old men and women (grey bar) from Parad-
owski et al. [29]

Table 3   Distribution of OA depending on meniscal repair status

Data are reported as number (percentage) unless otherwise indicated. 
OA classified as KL ≥ 2 in index operated compartment. Adjusted for 
age and gender
ACL anterior cruciate ligament, FU follow-up, n.s. non-significant, 
SD standard deviation, OA osteoarthritis, yr years
*Statistically significant (p < 0.05)

Failed fixation p value

No
68 (79.1)

Yes
18 (20.9)

Age at FU
 Mean ± SD, yr 37.2 ± 11.8 40.5 ± 10.3 n.s

FU time
 Mean ± SD, yr 8.9 ± 3.7 9.1 ± 3.4 n.s

Sex
 Male 35 (81.4) 8 (18.6) n.s
 Female 33 (76.7) 10 (23.3)

Meniscus
 Lateral 26 (92.9) 2 (7.1) 0.048*
 Medial 40 (74.1) 14 (25.9)
 Both 2 (50) 2 (50)

Repair method
 Anchor 34 (81) 8 (19) n.s
 Arrow 32 (78) 9 (22)
 Both 2 (66.7) 1 (33.3)

ACL
 No ACL injury 22 (75.9) 7 (24.1) n.s
 ACL injury, not simultaneously 

reconstructed
31 (73.8) 11 (26.2)

Simultaneous ACL reconstruction 15 (100) 0 (0)
OA 0.007*
 Yes 13 (56.5) 10 (43.5)
 No 55 (87.3) 8 (12.7)

Table 4   Logistic regression analysis of OA depending on meniscal 
repair status

Included in the analysis was gender, age and variables with a p < 0.1 
from the univariate analysis
FU follow-up, n.s. non-significant, yr years
*Statistically significant (p < 0.05)

B S.E Sig OR CI

Gender − 0.472 0.546 n.s 0.624 0.214–1.817
Age at FU > 34 yr 1.34 0.592 0.024* 3.818 1.197–12.181
Failed fixation 1.633 0.605 0.007* 5.118 1.563–16.762
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meniscectomy in conjunction to an ACLR. In a publication 
by Svantesson et al. [41] patients with a meniscus repair 
performed concomitantly to an ACLR demonstrated worse 
KOOS values at 1-year follow-up and Lysholm at 6 months 
follow-up. Similarly, LaPrade et al. [21] reported worse 
results after ACLR and meniscus repair in the KOOS 
Symptoms and QoL subscales at 2-year follow-up. With 
the uncertainty of potential failures of meniscus repair in 
the mentioned studies, Cristiani et al. [7] presented a simi-
lar study but in addition created subgroups depending on 
successful or failed meniscal repair. They found no differ-
ence in any of the KOOS subscales at 1- and 2-year follow-
up for successful meniscus repair in conjunction to ACLR 
but poorer results with a failed meniscus repair. Phillips 
et al. [30] did on the contrary find worse results in terms 
of KOOS for patients who in association to an ACLR had 
a meniscus resection compared to meniscus repair. In a 
study with similar follow-up time as the present, Kimura 
et al. [19] reported excellent results in terms of Lysholm 

for patients who had undergone a meniscal repair. The 
numbers in their study was, however, small.

In terms of subjective outcome after ACLR and menis-
cus pathology, the Sports and recreation and Quality of 
Life subscales are reported to be of greatest importance 
[26].

The results of this study indicate that a meniscus injury 
affects the patients’ ability to be active in sports 9 years after 
their meniscus injury according to KOOS. The group with 
failed meniscus repair had an average of 55 and the group 
without failure 66 which is more than the reported minimal 
clinically important difference (MCID) of eight points [3]. 
Compared to a reference population for a similar age group 
without knee problems described by Paradowski et al. [29], 
the meniscus injury affects the long-term health-related 
quality of life in the whole group presented in Fig. 1. KOOS 
symptoms subscale had the strongest correlation to failed 
meniscus repair, but only seven points difference which 
gives a questionable clinical relevance.

Table 5   Patient characteristics 
for answerers and non-
answerers of the questionnaire 
and X-rayed and not X-rayed 
patients

Data are reported as number (percentage) unless otherwise indicated
ACL anterior cruciate ligament, FU follow-up, n.s. non-significant, SD standard deviation
*Statistically significant (p < 0 .05)

Answered questionnaire p value X-ray p value

Yes
(n = 162)

No
(n = 154)

Yes
(n = 86)

No
(n = 230)

Age at FU
Mean ± SD, yr 38.8 ± 11.6 42.2 ± 11.5 n.s 38.7 ± 11.5 48.8 ± 15 n.s
FU time
Mean ± SD, yr 9.3 ± 3.7 9.2 ± 3.4 n.s 9.2 ± 3.7 10.5 ± 2.5 n.s
Sex
 Male 91 (45.7) 108 (54.3) 0.010* 43 (21.6) 156 (78.4) 0.003*
 Female 71 (60.7) 46 (39.3) 43 (36.8) 74 (63.2)

Meniscus
 Lateral 48 (45.3) 58 (54.7) n.s 28 (26.4) 78 (73.6) n.s
 Medial 106 (53.8) 91 (46.2) 54 (27.4) 143 (72.6)
 Both 8 (61.5) 5 (38.5) 4 (30.8) 9 (69.2)

Repair method
 Anchor 70 (47.6) 77 (52.4) 0.036* 42 (28.6) 105 (71.4) n.s
 Arrow 86 (52.8) 77 (47.2) 41 (25.2) 122 (74.8)
 Both 6 (100) 0 (0) 3 (50) 3 (50)

ACL
 No ACL injury 62 (47.3) 69 (52.7) n.s 29 (22.1) 102 (77.9) n.s
 ACL injury, not 

simultaneously 
reconstructed

76 (54.7) 63 (45.3) 42 (30.2) 97 (69.8)

 Simultaneous 
ACL reconstruc-
tion

24 (52.2) 22 (47.8) 15 (32.6) 31 (67.4)

Failed fixation
 No 126 (52.3) 115 (47.7) n.s 68 (28.2) 173 (71.8) n.s
 Yes 36 (48) 39 (52) 18 (24) 57 (76)
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Osteoarthritis

The beneficial effect of the meniscus on cartilage protection 
has previously been described [9, 10, 17, 23, 27, 38–40]. 
Already in 1948, Fairbank reported an increased risk for OA 
with meniscus resection [12].

Barenius et al. [3] reported that a medial meniscus resec-
tion increases the risk for OA with an OR of 4.8, and a lat-
eral meniscus resection with an OR of 4.2, both compared 
to resection. This is in line with Meunier et al. [25], who 
identified the status of the meniscus as the most important 
factor for OA after an ACL injury.

In this study, a significantly higher risk for OA with failed 
meniscus repair on the medial meniscus was found. This is 
in contrast to most previous studies indicating the lateral 
meniscus to be of greater importance for the development 
of OA [5, 6, 11]. The latter is supported by the report that 
removal of the medial meniscus increases the contact stress 
by 100%, whereas removal of the lateral meniscus increases 
contact stress by 200–300% [13]. The numbers in our study 
are small when looking at the sub-analysis of failed repair 
of the medial versus lateral meniscus. Higuchi et al. [16] 
did, however, also find the medial meniscus to be of greater 
importance for the protection against OA. During standing 
and running much of the loading goes through the medial 
compartment [14]. Obviously, this depends on the individual 
mechanical alignment. In the present cohort, no alignment 
measurements were made. Furthermore the medial menis-
cus has been reported to be of importance for the anterio-
posterior stability in the ACL reconstructed knee [8]. This 
could potentially be an explanation for the importance of the 
medial meniscus on the development of OA.

Non‑response analysis

Fifty-one percent answered the questionnaire. This is a rela-
tively large loss to follow-up, but still comparable to the 
numbers in the Swedish National Knee Ligament Register 
(SNKLR) at 2-year follow-up [1]. Women were overrepre-
sented responders to the questionnaire and completed the 
radiological examinations to a greater extent than men. This 
is in line with a previous non-response analysis performed 
on the SNKLR [31]. Patients who answered the question-
naire and completed the radiological examinations were 
also younger than non-responders, though not statistically 
significant. This is conflicting compared to results from the 
SNKLR. There was a significant difference in the repair 
group for those who answered the questionnaire. This is 
assumed to have no clinical implication since follow-up time 
between the groups did not differ.

One limitation of this study lays in its retrospective chart 
analysis. Furthermore, only vertical, longitudinal ruptures 
were included, but there were no strict criteria for what 

size or vascularization zone of the meniscus injury was to 
be repaired and thus included in the study. No allocation 
between different interventions was performed. The com-
parison is based on failed and successful repairs; however, 
there might be several factors for the failures that have not 
been analyzed. An ongoing degeneration could result in 
less successful repair, and also affect future OA in the knee 
joint. Additionally, no strict postoperative rehab protocol 
was used. In terms of restrictions and assessment for return 
to sports, standardized criteria were used, but physiothera-
pists could use their own rehab protocol, a protocol that we 
did not have access to in many of the cases.

Another limitation is that we only analyzed charts from 
our hospital. Even though we know that most patients are 
prone to contact the same clinic again if some adverse event 
would occur, we cannot be certain of this. During such a 
long follow-up time, it is for example unavoidable that some 
patients move and therefore seek consultation somewhere 
else. The number of failures could, therefore, potentially be 
higher. The individuals who answered the questionnaire and 
performed an X-ray have given information about contact at 
any other hospital or clinic, but those who did not answer we 
cannot be sure about.

The search in the chart database was based on meniscus 
repair. There is a possibility that some of the patients have 
had a surgical procedure, such as meniscus resection, carti-
lage injury etc., in the opposite knee without us finding that 
in our scrutiny.

Furthermore, we had limited information on BMI and 
smoking in the study. BMI has been reported to be of impor-
tance for the development of OA [37]. Smoking has been 
reported to increase the risk for failure after meniscal repair 
[4].

There was no information about knee alignment in the 
study. This could potentially influence both failure of a 
repaired meniscus and the development of OA.

The loss to follow-up is also a limitation. Even though 
it is desirable to have more patients included, 50% loss to 
follow-up is somewhat expected given the comparison of 
register studies.

Even though meniscal repair normally increases surgi-
cal time and costs in the short perspective, the long-term 
benefits for individuals and society seems unquestionable 
with increased functional outcome as well as reduction of 
subsequent osteoarthritis.

Conclusion

There was an increased risk for OA in the affected compart-
ment, with a failed meniscus fixation. This supports the fact 
that the meniscus is an important protector of the cartilage in 
the knee. The failed meniscus repair is affecting the patients’ 
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ability to be active in sports 9 years after their meniscus 
injury according to KOOS. The meniscus injury is a serious 
injury to the knee and in light of this study we recommend 
repair of a torn meniscus whenever possible.

Acknowledgements  A grateful acknowledgement is directed to Gunnar 
Edman for contribution with statistical expertise.

Funding  Open Access funding provided by Karolinska Institute.

Compliance with ethical standards 

Conflict of interest  The authors declare that they have no conflict of 
interest.

Ethical approval  The study was approved by the regional ethics com-
mittee (Karolinska Institutet, Sweden. ID number: 2014/689-31/3).

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creat​iveco​mmons​.org/licen​ses/by/4.0/.

References

	 1.	 XBASE The Swedish National Knee Ligament Register. Swedish 
ACL Register. Annual Report 2019.

	 2.	 Andersson-Molina H, Karlsson H, Rockborn P (2002) Arthro-
scopic partial and total meniscectomy: a long-term follow-up 
study with matched controls. Arthroscopy 18:183–189

	 3.	 Barenius B, Ponzer S, Shalabi A, Bujak R, Norlen L, Eriksson K 
(2014) Increased risk of osteoarthritis after anterior cruciate liga-
ment reconstruction: a 14-year follow-up study of a randomized 
controlled trial. Am J Sports Med 42:1049–1057

	 4.	 Blackwell R, Schmitt LC, Flanigan DC, Magnussen RA (2016) 
Smoking increases the risk of early meniscus repair failure. Knee 
Surg Sports TraumatolArthrosc 24:1540–1543

	 5.	 Burks RT, Metcalf MH, Metcalf RW (1997) Fifteen-year follow-
up of arthroscopic partial meniscectomy. Arthroscopy 13:673–679

	 6.	 Chatain F, Adeleine P, Chambat P, Neyret P (2003) A compara-
tive study of medial versus lateral arthroscopic partial meniscec-
tomy on stable knees: 10-year minimum follow-up. Arthroscopy 
19:842–849

	 7.	 Cristiani R, Parling A, Forssblad M, Edman G, Engstrom B, Stal-
man A (2020) Meniscus repair does not result in an inferior short-
term outcome compared with meniscus resection: an analysis of 
5,378 patients with primary anterior cruciate ligament reconstruc-
tion. Arthroscopy 36:1145–1153

	 8.	 Cristiani R, Ronnblad E, Engstrom B, Forssblad M, Stalman A 
(2018) Medial meniscus resection increases and medial menis-
cus repair preserves anterior knee laxity: a cohort study of 4497 
patients with primary anterior cruciate ligament reconstruction. 
Am J Sports Med 46:357–362

	 9.	 Daniel DM, Stone ML, Dobson BE, Fithian DC, Rossman DJ, 
Kaufman KR (1994) Fate of the ACL-injured patient. A prospec-
tive outcome study. Am J Sports Med 22:632–644

	10.	 DeHaven KE, Lohrer WA, Lovelock JE (1995) Long-term results 
of open meniscal repair. Am J Sports Med 23:524–530

	11.	 Englund M, Lohmander LS (2004) Risk factors for symptomatic 
knee osteoarthritis fifteen to twenty-two years after meniscectomy. 
Arthritis Rheum 50:2811–2819

	12.	 Fairbank TJ (1948) Knee joint changes after meniscectomy. J 
Bone JtSurg Br 30:664–670

	13.	 Greis PE, Holmstrom MC, Bardana DD, Burks RT (2002) Menis-
cal injury: II. Management. J Am AcadOrthopSurg 10:177–187

	14.	 Harrington IJ (1983) Static and dynamic loading patterns in knee 
joints with deformities. J Bone JtSurg Am 65:247–259

	15.	 Hede A, Larsen E, Sandberg H (1992) Partial versus total menis-
cectomy. A prospective, randomised study with long-term follow-
up. J Bone JtSurg Br 74:118–121

	16	 Higuchi H, Kimura M, Shirakura K, Terauchi M, Takagi-
shi K (2000) Factors affecting long-term results after arthro-
scopic partial meniscectomy. ClinOrthopRelat Res. https​://doi.
org/10.1097/00003​086-20000​8000-00022​161-168

	17.	 Kartus JT, Russell VJ, Salmon LJ, Magnusson LC, Brandsson 
S, Pehrsson NG et al (2002) Concomitant partial meniscectomy 
worsens outcome after arthroscopic anterior cruciate ligament 
reconstruction. ActaOrthopScand 73:179–185

	18.	 Kellgren JH, Lawrence JS (1957) Radiological assessment of 
osteo-arthrosis. Ann Rheum Dis 16:494–502

	19.	 Kimura M, Shirakura K, Higuchi H, Kobayashi Y, Takagishi 
K (2004) Eight- to 14-year followup of arthroscopic menis-
cal repair. ClinOrthopRelat Res. https​://doi.org/10.1097/01.
blo.00001​19461​.83244​.69175​-180

	20.	 Kvist J, Kartus J, Karlsson J, Forssblad M (2014) Results 
from the Swedish national anterior cruciate ligament register. 
Arthroscopy 30:803–810

	21.	 LaPrade CM, Dornan GJ, Granan LP, LaPrade RF, Engebret-
sen L (2015) Outcomes after anterior cruciate ligament recon-
struction using the Norwegian Knee Ligament Registry of 4691 
patients: how does meniscal repair or resection affect short-term 
outcomes? Am J Sports Med 43:1591–1597

	22.	 Lutz C, Dalmay F, Ehkirch FP, Cucurulo T, Laporte C, Le 
Henaff G et al (2015) Meniscectomy versus meniscal repair: 
10 years radiological and clinical results in vertical lesions in 
stable knee. OrthopTraumatolSurg Res 101:S327-331

	23.	 Magnussen RA, Mansour AA, Carey JL, Spindler KP (2009) 
Meniscus status at anterior cruciate ligament reconstruction 
associated with radiographic signs of osteoarthritis at 5- to 
10-year follow-up: a systematic review. J Knee Surg 22:347–357

	24.	 Melton JT, Murray JR, Karim A, Pandit H, Wandless F, Thomas 
NP (2011) Meniscal repair in anterior cruciate ligament recon-
struction: a long-term outcome study. Knee Surg Sports Trau-
matolArthrosc 19:1729–1734

	25.	 Meunier A, Odensten M, Good L (2007) Long-term results after 
primary repair or non-surgical treatment of anterior cruciate 
ligament rupture: a randomized study with a 15-year follow-up. 
Scand J Med Sci Sports 17:230–237

	26.	 Naimark MB, Kegel G, O’Donnell T, Lavigne S, Heveran C, 
Crawford DC (2014) Knee Function Assessment in patients 
with meniscus injury: a preliminary study of reproduc-
ibility, response to treatment, and correlation with Patient-
Reported Questionnaire outcomes. Orthop J Sports Med 
2:2325967114550987

	27.	 Noyes FR, Mooar PA, Matthews DS, Butler DL (1983) The 
symptomatic anterior cruciate-deficient knee. Part I: the long-
term functional disability in athletically active individuals. J 
Bone JtSurg Am 65:154–162

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1097/00003086-200008000-00022161-168
https://doi.org/10.1097/00003086-200008000-00022161-168
https://doi.org/10.1097/01.blo.0000119461.83244.69175-180
https://doi.org/10.1097/01.blo.0000119461.83244.69175-180


199Knee Surgery, Sports Traumatology, Arthroscopy (2022) 30:192–199	

1 3

	28.	 Oiestad BE, Holm I, Engebretsen L, Risberg MA (2011) The 
association between radiographic knee osteoarthritis and knee 
symptoms, function and quality of life 10–15 years after anterior 
cruciate ligament reconstruction. Br J Sports Med 45:583–588

	29	 Paradowski PT, Bergman S, Sunden-Lundius A, Lohmander LS, 
Roos EM (2006) Knee complaints vary with age and gender in 
the adult population. Population-based reference data for the 
Knee injury and Osteoarthritis Outcome Score (KOOS). BMC 
MusculoskeletDisord 7:38

	30.	 Phillips M, Ronnblad E, Lopez-Rengstig L, Svantesson E, Stal-
man A, Eriksson K et al (2018) Meniscus repair with simultane-
ous ACL reconstruction demonstrated similar clinical outcomes 
as isolated ACL repair: a result not seen with meniscus resec-
tion. Knee Surg Sports Traumatol Arthrosc 26:2270–2277

	31.	 Reinholdsson J, Kraus-Schmitz J, Forssblad M, Edman G, 
Byttner M, Stålman A (2017) A non-response analysis of 2-year 
data in the Swedish Knee Ligament Register. Knee Surg Sports 
TraumatolArthrosc 25:2481–2487

	32.	 Rockborn P, Gillquist J (2000) Results of open meniscus repair. 
Long-term follow-up study with a matched uninjured control 
group. J Bone JtSurg Br 82:494–498

	33.	 Ronnblad E, Barenius B, Engstrom B, Eriksson K (2020) Pre-
dictive factors for failure of meniscal repair: a retrospective 
dual-center analysis of 918 consecutive cases. Orthop J Sports 
Med 8:2325967120905529

	34.	 Roos EM, Lohmander LS (2003) The Knee injury and Osteoar-
thritis Outcome Score (KOOS): from joint injury to osteoarthritis. 
Health Qual Life Outcomes 1:64

	35.	 Roos H, Adalberth T, Dahlberg L, Lohmander LS (1995) Osteo-
arthritis of the knee after injury to the anterior cruciate ligament 
or meniscus: the influence of time and age. OsteoarthrCartil 
3:261–267

	36.	 Rosenberg TD, Paulos LE, Parker RD, Coward DB, Scott SM 
(1988) The forty-five-degree posteroanterior flexion weight-bear-
ing radiograph of the knee. J Bone JtSurg Am 70:1479–1483

	37.	 Salata MJ, Gibbs AE, Sekiya JK (2010) A systematic review of 
clinical outcomes in patients undergoing meniscectomy. Am J 
Sports Med 38:1907–1916

	38.	 Segawa H, Omori G, Koga Y (2001) Long-term results of non-
operative treatment of anterior cruciate ligament injury. Knee 
8:5–11

	39.	 Shelbourne KD, Gray T (2000) Results of anterior cruciate liga-
ment reconstruction based on meniscus and articular cartilage 
status at the time of surgery. Five- to fifteen-year evaluations. Am 
J Sports Med 28:446–452

	40.	 Stein T, Mehling AP, Welsch F, von Eisenhart-Rothe R, Jager 
A (2010) Long-term outcome after arthroscopic meniscal repair 
versus arthroscopic partial meniscectomy for traumatic meniscal 
tears. Am J Sports Med 38:1542–1548

	41.	 Svantesson E, Cristiani R, HamrinSenorski E, Forssblad M, 
Samuelsson K, Stalman A (2017) Meniscal repair results in 
inferior short-term outcomes compared with meniscal resection: 
a cohort study of 6398 patients with primary anterior cruciate 
ligament reconstruction. Knee Surg Sports Traumatol Arthrosc 
26:2251–2258

Publisher’s Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.


	Failed meniscal repair increases the risk for osteoarthritis and poor knee function at an average of 9 years follow-up
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusions 
	Level of evidence 

	Introduction
	Materials and methods
	Patient-related outcome
	Radiographic assessment
	Statistical analysis

	Results
	Patient-reported outcome
	Osteoarthritis
	Non-response analysis

	Discussion
	Failure of meniscus repair
	Patient-reported outcome
	Osteoarthritis
	Non-response analysis

	Conclusion
	Acknowledgements 
	References




