LUND UNIVERSITY

Arthroscopic Partial Meniscectomy for Degenerative Tear - 10-Year Outcomes

Kalske, Roope; Sihvonen, Raine; Paavola, Mika; Malmivaara, Antti; Itala, Ari; Joukainen,
Antti; Kalske, Juha; Nurmi, Heikki; Toivonen, Pirjo; Sillanpaa, Niko; Kiekara, Tommi;
Turkiewicz, Aleksandra; Englund, Martin; Taimela, Simo; Jarvinen, Teppo L N; FIDELITY
Investigators

Published in:
The New England journal of medicine

DOI:
10.1056/NEJMc2516079

2026

Document Version:
Peer reviewed version (aka post-print)

Link to publication

Citation for published version (APA):

Kalske, R., Sihvonen, R., Paavola, M., Malmivaara, A., Itdla, A., Joukainen, A., Kalske, J., Nurmi, H., Toivonen,
P., Sillanpaa, N., Kiekara, T., Turkiewicz, A., Englund, M., Taimela, S., Jarvinen, T. L. N., & FIDELITY
Investigators (2026). Arthroscopic Partial Meniscectomy for Degenerative Tear - 10-Year Outcomes. The New
England journal of medicine, 394(17), 1757-1759. https://doi.org/10.1056/NEJMc2516079

Total number of authors:
16

Creative Commons License:
CC BY

General rights

Unless other specific re-use rights are stated the following general rights apply:

Copyright and moral rights for the publications made accessible in the public portal are retained by the authors
and/or other copyright owners and it is a condition of accessing publications that users recognise and abide by the
legal requirements associated with these rights.

» Users may download and print one copy of any publication from the public portal for the purpose of private study
or research.

* You may not further distribute the material or use it for any profit-making activity or commercial gain

* You may freely distribute the URL identifying the publication in the public portal

Read more about Creative commons licenses: https://creativecommons.org/licenses/

Take down policy
If you believe that this document breaches copyright please contact us providing details, and we will remove

access to the work immediately and investigate your claim. LUND UNIVERSITY

PO Box 117
221 00 Lund

+46 46-222 00 00

Download date: 17. Jul. 2026


https://doi.org/10.1056/NEJMc2516079
https://portal.research.lu.se/en/publications/96743325-e446-45c6-a5f5-e97ad044a944
https://doi.org/10.1056/NEJMc2516079

Copyright © 2026 Author(s), Massachusetts Medical Society. All
rights reserved.

This is an Author Accepted Manuscript, which is the version after
external peer review and before publication in the Journal. The
publisher’s version of record, which includes all New England Journal of
Medicine editing and enhancements, is available at
https://www.nejm.org/doi/full/10.1056/NEJMc2516079.

This Author Accepted Manuscript is licensed for use under the CC-BY
license.

Arthroscopic Partial M eniscectomy for

Degenerative Tear: 10 Year Outcomes

To the Editor:

Arthroscopic partial meniscectomy (APM) — keyhol e resection of torn
meniscus tissue — is commonly performed in middle-aged and ol der
adults with knee pain attributed to a degenerative meniscal tear; it is

among the most commonly performed orthopedic procedures worldwide.

Over the past decade, randomized trials comparing APM with

nonoperative care or sham surgery have shown little or no benefit, while



observational evidence has raised concern that APM may accelerate

structural degeneration and increase the likelihood of subsequent knee

replacement (1).

The FIDELITY trial (NCT00549172 and NCT01052233) isa

multicenter, randomized, participant- and assessor-blinded, sham-

surgery—controlled study evaluating APM for degenerative medial

meniscal tear in adults without established radiographic osteoarthritis.

Trial methods and short- and intermediate-term outcomes (2-5) have

been published previoudly, and the study protocol is available with the

full text of thisletter at NEJM.org. Here we report the 10-year outcomes.

Participants underwent diagnostic arthroscopy to confirm eligibility

before intraoperative randomization to APM or sham surgery. Over the

10-year follow-up, we collected repeated patient-reported outcome



measures, seria radiographic assessments of osteoarthritis, and

predefined clinical endpoints including reoperations and subsequent knee

procedures (See supplementary appendix).

Of the 146 participants originally randomized, 64 of 70 (91%) in the

APM group and 69 of 76 (91%) in the sham group completed 10-year

follow-up (Tables S1 and S2). At 10 years, adjusted mean differences

between the APM and sham surgery groups for the 3 primary patient-

reported measures were: —9.4 points (98.33% CI, —17.0 to —1.7) for the

WOMET score (assessing meniscal symptoms and related disability), —

5.1 points (98.33% CI, —11.2 to 0.95) for the Lysholm score (assessing

knee function), and 0.86 points (98.33 CI, -0.12 to 1.85) for knee pain

after exercise (Table 1 ; legend provides score ranges and interpretation.)

Radiographic OA progression occurred in 81% of participantsin the

APM group and 70% in the sham group (adjusted risk difference, 12



percentage points; 95% Cl, —1 to 26). Eight (11%) participantsin the

APM group and three (4%) in the sham group underwent knee

replacement or high tibial osteotomy (Table 1). Findings were similar in

sensitivity analyses censoring patient-reported data after knee

replacement or osteotomy and accounting for missing radiographic

outcome data (Tables S3 and $4).

Because the original study was designed to maximize the chance of

detecting benefit from APM, we enrolled patients with minimal or no

radiographic osteoarthritis. Yet, even in this low-risk group, we found no

evidence of benefit and a suggestion of worse outcomes following APM.

Taken together with other evidence, these findings raise concern

regarding the use of APM for degenerative meniscal tear in middle-aged

and older adults.
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Table 1. Primary and secondary outcomes of the trial at 10 years after

arthroscopy.

Arthroscopic partial

meniscectomy Placebo surgery  Thedifference* (95%
(n=64) (n=69) ClI) between groups

Primary outcomes
Patient-reported outcom%T
WOMET score’ —mean (SD) 80.1 (21.8) 87.3(14.7) 9.4 (-17.0t0-1.7)
Lysholm knee score® —mean (SD) 80.2 (17.8) 84.6 (13.9) 51 (-11.2t0 0.95)
Pain after exercise (NRS)' —mean (SD) 25(2.8) 18(2.2) 0.86 (-0.12 to 1.85)
Radiographic outcomes
Kellgren-Lawrence' grade progression —no. (%) 52 (81) 44 (70) 12 (-1 to 26)
OARSI** Score —mean (SD) 5.9 (4.0) 4.7(3.3) 1.02 (-0.02 to 2.07)
Secondary outcomes
Treatment-group unblinding —no. (%) 8(12) 9(12) 0.01 (-0.09 t0 0.12)
Mechanical symptoms 11 (17) 15 (22) -4 (-1810 8)
Satisfied patients —no. (%) 48 (75) 58 (84) -8 (-22t0 5)
Improved patients —no. (%) 62 (89) 63 (83) -6 (-19to 6)
Returned to normal activities —no. (%)l 44 (71) 55 (85) -13(-27t0 1)
Clinical OA ACR' —no. (%) 13(22) 12 (19) 4(-11t0 18)




Re-arthroscopy —no. (%) 3(4) 709 Not applicable

HTO/TKR* —o. (%) 8(13) 30 Not applicable

*  The mean difference for continuous variables and the risk difference for
categorical variables (APM minus sham). The risk difference estimates were
derived from an adjusted logistic regression model using the method of
standardization. The confidence intervals for the three primary patient-reported
outcomes are 98.33% confidence intervals (Cls) for between-group
comparisons to account for performing three tests. These Cls do not take into
account previous tests of these outcomes. All other estimates are reported with
95% Cls without any adjustment for multiplicity. The reported Cls should not

be used in place of hypothesis testing.

¥ TheWestern Ontario Meniscal Evaluation Tool (WOMET) contains 16 items
addressing 3 domains: 9 items addressing physical symptoms; 4 items
addressing disabilities due to sports, recreation, work, and lifestyle; and 3
items addressing emations. The percentage of normal scoreis used;
accordingly, the rangeis 0 (%) to 100 (%) , with higher scores better.

8§ TheLysholm knee score is an 8-item questionnaire designed to evaluate knee
function and symptoms in activities of daily living. The score range is 0 to

100; higher scores indicate less severe symptoms.
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Knee pain after exercise and at rest (during the preceding week) was assessed
on arating scale of 0 to 10, with 0 denoting no pain and 10 denoting extreme
pain.

Kellgren-Lawrence (KL) grade isawidely used 0—4 radiographic scale for
tibiofemoral osteoarthritis; grade progression reflects worsening structural
disease.

OARSI sum score is a semi-quantitative 0-18 radiographic measure
combining joint-space narrowing and osteophytesin media and lateral
compartments; higher scores indicate more severe structural change.

Clinical OA ACR = knee osteoarthritis according to the American Colleague
of Rheumatology (ACR) Clinical Criteria (dichotomous outcome: Y es or No)

HTO = High Tibial Osteotomy; TKR = Total Knee Replacement



