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Introduction
This position statement was prepared in response to increased attention in the media and
amongst health authorities as to the role of arthroscopy in knees with and without x-ray
evidence of osteoarthritis (OA). While recognizing that there is a gap between scientific
evidence and clinical practice, the purpose of this statement is to outline current best practice
guidelines, taking into consideration the available evidence as well as the clinical knowledge
of experienced surgeons. It is meant to be a guideline for the practice of arthroscopy while
allowing for individual decision making by the surgeon and the patient after considering all
risks and benefits of any procedure.
The position of the Arthroscopy Association of Canada (AAC) is virtually identical to that of
the Australian Knee Society on Arthroscopic Surgery of the Knee [1] and consistent with those
published in Europe [2], by the Haute Autorité de Santé of France [3] and the Deutsche
Gesellschaft für Orthopädie und Unfallchirurgie in Germany [4].

Position Statement
Arthroscopic debridement, and/or lavage, of the knee joint, has not been
shown to have any beneficial effect on the natural history of osteoarthritis,
nor is it indicated as a primary treatment in the management of osteoarthritis
of the knee. However, this does not preclude the judicious use of arthroscopic
surgery when indicated to manage symptomatic coexisting pathology, in the
presence of osteoarthritis or degeneration.
These include but are not limited to:
• Known or suspected septic arthritis
• Symptomatic meniscal tear after an appropriate trial of non-operative treatment
• Symptomatic loose bodies
• Locked or locking knees
• Meniscal tears that require repair
• Inflammatory arthropathy requiring synovectomy
• Synovial pathology requiring biopsy or resection
• Unstable chondral pathology causing mechanical symptoms
• As an adjunct to, and in combination with, other surgical procedures as appropriate
for osteoarthritis: for example, high tibial osteotomy and patellofemoral realignment
• Diagnostic arthroscopy when the diagnosis is unclear on MRI or MRI is not possible,
and the symptoms are not of osteoarthritis.

Summary of the Literature Review
This position statement is based on a systematic review that was recently performed by the
Australian Knee Society on Arthroscopic Surgery of the Knee [1] as well as a recently published
review in the Journal of ISAKOS.[5] Included in this review are ten randomized clinical trials on
knee arthroscopy, four trials in patients with medial meniscal tear without evidence of OA
and six trials in patients with underlying OA. One of the studies included in the review was
performed in Canada [6] and is perhaps more germane to this response and the nuances of
the current Canadian health care system. This study included patients with moderate to
advanced arthritis on x-ray and an optimized comprehensive non-operative management
pathway in both groups. At two years, the addition of arthroscopic surgery was not found to
provide an advantage in terms of health-related quality of life outcome in patients treated
within the confines of the Canadian health care system.
Based on the evidence reported in these studies, the following conclusions can be drawn.

1. In patients with moderate to severe knee osteoarthritis and in the absence of loose
bodies or locking, arthroscopic debridement provides no improvement in medium to
long term outcome compared to the control intervention. [6, 7]
2. For patients with a degenerative medial meniscal tear and minimal to no OA, the
majority will respond to non-operative intervention and will not likely require
arthroscopic medial meniscectomy [8-12]
3. A sub-group of patients (up to 30%) with degenerative knee pathology will not gain
adequate symptom relief after an initial period of non-operative management and may
require surgical intervention, irrespective of their age. [11]
4. Patients who failed non-operative management and crossed into the surgical arm of
these trials, had improvement of their symptoms after knee arthroscopy. [11, 12]
5. In patients with medial meniscal tears, the role of mechanical symptoms in the decision
to perform arthroscopy is unclear. [8]
6. The role of arthroscopic surgery in lateral meniscal tears has not been investigated.
7. While preservation of the medial and lateral meniscus by repair of the body or root is
recommended, it has not been subjected to a randomized controlled trial.
8. No study investigated the role of diagnostic arthroscopy in situations where MRI was
inconclusive or unable to be performed. The value of MRI in the investigation of
atraumatic non-locking knee symptoms in presence of osteoarthritis remains uncertain.

The decision to proceed with arthroscopy of the knee in the presence of
osteoarthritis or degeneration should be made by the treating orthopaedic
surgeon only:

After careful review of the clinical scenario: particularly the assessment of the relative
contributions of the osteoarthritis, and the arthroscopically treatable pathology, to the patient’s
symptoms
and
With knowledge of the relevant evidence base, as listed in this document and including any
new evidence that may present in the future
and
After an appropriate trial of comprehensive, non-operative treatment for 6-9 months
and
And after thoughtful discussion with the patient about the relative merits and risks of
the procedure versus ongoing non-operative treatment

Definition of Degenerative Meniscal Tear
Degenerative meniscal tears are typically slowly developing lesions that occur secondary to wear
or attrition. These tears are most often atraumatic, although patients may give a history of minor
trauma associated with the onset of knee pain.[5] Degenerative change typically occurs in the
body and posterior horn, has a complex, oblique or horizontal cleavage configuration, and most
commonly involves the medial meniscus. [13] On MRI, linear intrameniscal signal is seen
communicating with the inferior, superior or free edge of the meniscal surface on two
consecutive slices in a horizontal or complex pattern. [14] Arthroscopically, degenerative tears
have complex patterns, often with a horizontal cleavage component. [5]
Degenerative meniscal lesions occur frequently in the general population and are often incidental
findings on knee MRI. These lesions are considered a marker of early degenerative change in the
knee and are likely an early sign of osteoarthritis. [2] X-ray imaging that demonstrates joint space
narrowing also implies a high likelihood of a meniscal tear in the narrowed compartment. The
incidence of a meniscal tear is approximately 25% in patients aged 50-59, 35% in patients aged
60-69, and 45% in ages 70-79. In patients with knee osteoarthritis the incidence is approximately
75-95%. [2]

Comprehensive Non-Operative Management of OA
The non-operative management of OA includes a comprehensive multidisciplinary approach
designed to reduce symptoms in the knee. The following treatments should be considered and
undertaken for at least 6-9 months prior to considering arthroscopy and include but are not
limited to:

•
•
•
•
•
•
•

Education
Activity modification
Physiotherapy – strength, balance, core stability
Weight loss
Nutraceuticals
Oral medications - NSAIDS, Tylenol
Injections – Cortisone, hyaluronic acid, platelet rich plasma

The AAC recognizes that evidence for the use of these treatments and modalities continues to
evolve. A thorough review of that literature, however, is beyond the scope of this position
statement. Given that there is evidence to support the use of a comprehensive non-operative
strategy for knee OA, the AAC believes that there should be support from the Health Authorities
to provide this non-operative treatment to patients suffering from OA.

Imaging of the Atraumatic Painful Knee: Role of X-ray and MRI
Plain radiography should be used as the first line imaging test when assessing atraumatic knee
pain in the middle aged or older patient. Radiographs should include posterior anterior weightbearing views at 30° of knee flexion, [15] lateral and patellar skyline views.
MRI can be a useful adjunct to plain radiographs but is rarely necessary to make a diagnosis or
treatment plan when degenerative changes are present on plain radiographs. [16] It should be
used judiciously in conjunction with plain radiographs to assess for additional pathology that may
correlate with a patient’s symptoms and help guide treatment. [17] MRI is both sensitive and
specific for the detection of meniscal pathology [18], but is associated with a high rate of incidental
findings in middle-aged patients. [19] The treating physician must therefore interpret the MRI
findings carefully when formulating a treatment plan. An MRI is not a criterion for referral to an
orthopaedic surgeon or another specialist.

Need for Future Research
Canada is a leader in the field of arthroscopy and in the performance and implementation of
rigorous clinical research. At this time, there is a need for the specific indications for knee
arthroscopy to be clearly defined with high quality, methodologically sound studies. The
groundwork has been laid with studies that show that knee arthroscopy is not indicated as the
first line treatment in patients with OA and degenerative meniscal tears. [6, 7, 11] However, it is
important not to make sweeping generalizations about these study results as they apply to a
heterogeneous population. Treatment of each patient must be appropriately considered, taking
into account the unique characteristics inherent to their clinical presentation. Research studies
examining outcomes of the treatment of OA, including arthroscopy, are the building blocks that
were needed to narrow the research questions and advance our understanding of outcomes for
patients within the entire range of severity of knee degeneration. The high cross-over rate in
studies comparing non-operative treatment with knee arthroscopy demonstrates that a
significant number of patients will fail non-operative management. Therefore, it is also necessary
to determine the appropriate duration of symptoms and timeline of non-operative treatment
prior to considering arthroscopy. Determining which patients will benefit from arthroscopy as
well as predicting which patients will fail non-operative management is the next challenge facing
health care practitioners treating OA of the knee. The exploration of alternative non-operative
treatments of OA needs to be ongoing. Finally, appropriate funding for comprehensive
management strategies needs to be implemented by Health Authorities and insurance
companies.

The AAC is committed to continuing to pursue and develop evidence based
guidelines for knee arthroscopy that are appropriate for a Canadian population
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