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VERSION 1 - REVIEW 

REVIEWER Gunter Spahn, Dr. PD  
Center of Trauma and Orthopaedic Surgery Eisenach 
no conflict of interests 

REVIEW RETURNED 02-Jul-2013 

 

THE STUDY The knee arthroscopy is a very frequent orthopaedic operation 
worldwide. General a number of patients above who are suffering 
from degenerative pathologies don‟t profit here.  
Actual we don‟t know clear criteria or predictors for the operation 
indication. Thus this study can be helpful for selecting patients in 
future.  
Some corrections in this paper but in the study protocol are needed.  
 
Abstract:  
- line 28: The statement about the aetiology of the degenerative 
meniscus tear isn‟t correct. It is clear the complete mechanisms are 
not well understood. But there are numerous histological and 
biomechanical studies. This sentence should estimate this.  
 
 
Introduction:  
Here you should give some more information about the mechanisms 
of TT and NTT. (see comments to the abstract)  
 
Material and Methods (Study design):  
- How you can be sure that patients in the TT group have a 
“traumatic tear”? From my personal experience single “traumatic” 
tears are very rare. In Germany this injury mechanism is declined by 
insurance companies! Do you plan histological examinations? If not, 
why? This is the best method to objectify this! The criteria from the 
patient‟s history alone aren‟t sufficient.  
- Patients with actual or previous ACL/PCL injury should be 
excluded.  
- Why do you exclude patients who had suffered from fractures in 
the last 6 months only? These patients general should be excluded.  
- Page 7, line 43. This sentence is needless.  
- You primary awaiting a very important bias in your study. Both 
groups aren‟t comparable regarding to their age! This is 
unacceptable for a prospective study  
- How do you deal with who have OA signs in the radiography? Do 
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you perform standardized MRI? How do you will estimate cartilage 
lesions (treatment, subgroup?)  
- Statistics: Have you performed a pre-study power calculation? How 
did you perform it?  
 
Discussion, References: acceptable  
 
Figures:  
Figure 1 is needless.  
Figures 2-4: Please give a self-explaining legend!   

 

REVIEWER Teppo Järvinen, MD, PhD  
Orthopaedic resident  
University of Helsinki  
FINLAND  
 
Conflicts: I am doing actively research on degenerative knee 
disease (including degenerative meniscus), have academic grants 
for this purpose, but do NOT have any commercial conflicts related 
to this topic or any other topic. 

REVIEW RETURNED 14-Jul-2013 

 

THE STUDY First of all, as this is a protocol article, I don't think that all the 
question above apply very well to this.  
 
However, I have expressed my concerns regarding the 
appropriateness of the design on addressing one of the main 
hypotheses.  
 
Similarly, I did point out to the authors (in my review statement) that 
the strengths and limitations were not adequately addressed. 

RESULTS & CONCLUSIONS Again, as also noted in my comments to the authors, the article 
could be improved (?) by taking into account the recently released 
SPIRIT guideline suggestions. 

GENERAL COMMENTS The manuscript “Knee Arthroscopy Cohort Southern Denmark 
(KACS): Protocol for a prospective cohort study” is a protocol article 
submitted for publication in the BMJ Open describing a prospective 
cohort to study the natural time course of symptoms in patients 
undergoing meniscus surgery. The authors particularly have set out 
to address the potential role of the type of meniscus tear (non-
traumatic vs. traumatic) and the influence of type of surgery carried 
out (resection or repair) on the patient-reported outcomes. The 
investigators/this group from Lund University are among the 
indisputable leaders in studying (early) knee OA (as evidenced by 
their outstanding track-record, some of the studies being references 
in this protocol, too) and this particular project largely basis on their 
own previous work, so I really have no major concerns regarding the 
basic setting. However, I do have a number of issues that I want to 
bring to their attention. As the recruitment of the cohort has already 
started, I will mostly pay attention to issues that can still be modified 
(if deemed appropriate); some are just suggestions for rewording 
while others are general remarks on the overall rationale of the 
study.  
 
1. Abstract (Page 2): The word “trivial” sounds a bit odd. I don‟t 
personally think that the fact that patients leave the hospital a few 
hours after the operation makes an operation trivial. Rather, I feel 
that this just shows that our procedures have been refined and we 
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can now use more optimal anesthesia (spinal block or even localized 
anethesia) that enable us to safely discharge patients soon after the 
operation.  
 
2. Next sentence, beginning “Little is known…”. I ask the authors to 
consider moving these two sentences down, placing them after the 
sentence beginning “It is now known..”, as I personally feel that the 
“flow” of the paragraph would be improved by doing this.  
 
3. Page 3, Key messages: “importance of…”, for what? Prognosis of 
surgery? I don‟t fully understand the sentence as is.  
 
4. Same page, “Strengths and limitations”: Respectfully, this section 
really contains no strengths or limitations of the study. Please either 
retitle it or come up with strengths and limitations.  
 
5. Introduction (page 4), “One explanation”: Again, not sure what the 
authors refer to with this. One explanation for what? For the lack of 
evidence on…?  
 
6. Next sentence: “Further, the “placebo effect” of arthroscopic 
surgery needs to be taken into account [2].” If the authors state as 
such, then I would expect them to elaborate a bit on this: how do 
they plan to take the placebo effect into account? I can‟t completely 
follow the authors‟ rationale on adding a sentence like this here. 
Suggest rephrasing along the following lines: Complicating the 
assessment of APM/meniscus surgery effectiveness further, any 
kind of surgical procedure has been argued to be associated with a 
considerable "placebo-effect". Or something along those lines.  
 
7. Same para., last sentence: as noted previously, I think this 
sentence could be moved a bit further down in the Introduction.  
 
8. Next para., sentence “These „mechanical symptoms‟…”: Is there 
evidence for this statement (ref.) or is this just prevailing wisdom?  
 
9. Page 5, 1st sentence: Considering the strength of the evidence, I 
urge the authors to consider rephrasing the sentence as follows: 
"…have been shown to be associated with..."  
 
10. Same page, 2nd complete para. beginning “In patients with 
TT…”, suggest adding either “In contrast” or “However” in the 
beginning of the 2nd sentence.  
 
11. Also, concerning this next sentence (Repair is rarely an option 
for middle-aged patients with NTT due to the degenerative state of 
the meniscus): Could this also imply that the "injury" (in the 
meniscus) is different, and accordingly, the difference in prognosis is 
not necessarily due to the intervention per se? This is actually one of 
the few concerns about this protocol, as I am not completely 
confident that the design elaborated in this article enables the 
authors to answer to some of the questions they set out to address. 
As this issue directly concerns aim #2 of this paper, I will discuss it 
here. In my opinion, this study design does not truly provide us with 
a chance to compare those undergoing repair vs. those undergoing 
resection UNLESS the patients are randomized, as there are 
obvious differences between the lesions that can be repaired (vs. 
those not repairable) and these difference could have a prognostic 
significance per se.  
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12. Page 7, eligibility criteria: what does “a suspicious of a medial 
and/or lateral meniscus tear” actually stand for? I was wondering 
whether the authors could elaborate briefly on this, as the clinical 
diagnosis of meniscus tear is such a complex issue – what are their 
criteria for setting/making this diagnosis?  
 
13. Just a comment: the authors are to be congratulated on trying to 
come up with better “diagnostic rules” for classification of patients 
into NTT and/or TT. Great idea!  
 
14. Finally, more of a general comment (not sure how well it applies 
to this kind of effectiveness/cohort study): a guidance for protocol 
articles was just published in BMJ, Chan et al. SPIRIT 2013 
explanation and elaboration: guidance for protocols of clinical trials. 
BMJ 2013;346:e7586. As noted in the document: “The SPIRIT 2013 
Explanation and Elaboration paper, together with the Statement, 
should help with the drafting of trial protocols. Complete 
documentation of key trial elements can facilitate transparency and 
protocol review for the benefit of all stakeholders.” I cannot agree 
more with this, so I urge the authors to familiarize themselves with 
the paper, at least I have found it of great assistance in drafting 
protocols.  

 

REVIEWER Raine Sihvonen, M.D,Orthopaedic consultant  
Department of Orthopaedics and Traumatology, Hatanpää city  
 
No conflicts of intrests 

REVIEW RETURNED 16-Jul-2013 

 

THE STUDY Participants:  
1) What would be your strategy for treating patients with meniscus 
tear and osteoarthritis. Are they included? Are radiographs or MRIs 
taken to all patients? How about patients included, but no meniscus 
tear found at knee arthroscopy, are they followed? Do you have a 
standardized criteria including patients` symptoms or findings at 
clinical examination to proceed a patient for meniscus surgery?  
 
2) Would clarify the algorithm to categorize patients as either 
traumatic or non-traumatic.  
 
References:  
I would be adding some of the below mentoined references:  
 
Camanho. Clinics 2006. Results Of Meniscectomy For Treatment Of 
Isolated Meniscal Injuries. Correlation Between Results And Etiology 
Of Injury.  
 
Fabricant. Arthroscopy 2008. Predictors of Short-term Recovery 
Differ From Those of Long-term Outcome After Arthroscopic Partial 
Meniscectomy  
 
Paxton. Arthroscopy.2011. Meniscal Repair Versus Partial 
Meniscectomy: A SystematicReview Comparing Reoperation Rates 
and Clinical Outcomes  
 
Meredith. Arthroscopy 2005. Factors Predicting Functional and 
Radiographic Outcomes After Arthroscopic Partial Meniscectomy: A 
Review of the Literature  
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Drosos. Knee 2004. The causes and mechanisms of meniscal 
injuries in the sporting and non-sporting environment in an 
unselected population. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: Gunter Spahn, Dr. PD  
Center of Trauma and Orthopaedic Surgery Eisenach  
Sophienstr. 16  
D-99817 Eisenach  
GERMANY  
 
Reviewer question:  
Abstract:  
line 28: The statement about the aetiology of the degenerative meniscus tear isn‟t correct. It is clear 
the complete mechanisms are not well understood. But there are numerous histological and 
biomechanical studies. This sentence should estimate this.  
 
Author response:  
Thank you for this comment. Due to word limitations in the abstract it is not possible to elaborate on 
this in the abstract. However, we have included the word “largely” in the abstract to highlight that 
some things are known about the etiology of degenerative tears. Furthermore, we have rephrased 
and added to references regarding this in the introduction section.  
 
Author action:  
One sentence in the abstract was rephrased into (page 2, lines 25-28):  
“Non-traumatic tears (i.e. degenerative tears) are typically observed in the middle-aged (35-55 years) 
and older population but the etiology is largely unclear.”  
 
The sentence regarding non-traumatic tears in the Introduction section was supplemented with two 
further references (18 and 20) and now reads (page 6, lines 16-20):  
“These tears are associated with meniscal calcification [18] and risk factors for these tears include; 
presence of Heberdens‟s and Bouchard nodes, knee malalignment [19] and occupational kneeling 
[20], however the etiology is largely unclear [16].”  
 
 
Reviewer question:  
Introduction:  
Here you should give some more information about the mechanisms of TT and NTT. (see comments 
to the abstract)  
 
Author response:  
We have added some additional information regarding risk factors for non-traumatic tears.  
 
Author action:  
The sentence regarding non-traumatic tears in the Introduction section was supplemented with two 
further references (18 and 20) and now reads (page 6, lines 16-20):  
“These tears are associated with meniscal calcification [18] and risk factors for these tears include; 
presence of Heberdens‟s and Bouchard nodes, knee malalignment [19] and occupational kneeling 
[20], however the etiology is largely unclear [16].”  
 
 
Reviewer question:  
Material and Methods (Study design):  
How you can be sure that patients in the TT group have a “traumatic tear”? From my personal 
experience single “traumatic” tears are very rare. In Germany this injury mechanism is declined by 
insurance companies! Do you plan histological examinations? If not, why? This is the best method to 
objectify this! The criteria from the patient‟s history alone aren‟t sufficient.  
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Author response:  
Thank you for this comment. We agree with the reviewer that the distinction between traumatic and 
non-traumatic (i.e. degenerative tears) is difficult and currently no consensus exists how to make a 
sharp distinction between the two. In the present study we use a pragmatic approach based on age, 
duration of knee symptoms and injury mechanism (i.e. page 9 line 18 to page 10 line 26) to classify 
patients as either degenerative or traumatic. This information is available prior to surgery as opposed 
to histological information. Thus, this can potentially be used in the clinical decision making to decide 
which patients will likely benefit from meniscus surgery as opposed to those who will likely not benefit 
from surgery. We acknowledge the importance of histological examination, however for the purpose 
of this clinical observational cohort and for the purpose of future clinical decision-making we found 
that our approach was more feasible.  
 
Action:  
To elaborate further on this we have expanded this section in the discussion (page 18, lines 19-44):  
“In this study a pragmatic clinical approach was chosen to categorize meniscus tears as either TT or 
NTT (i.e. degenerative). The advantages of this approach are that it is simple, cheap, can be 
determined prior to surgery (in contrast to histology or arthroscopic observation), and feasible in a 
routine clinical setting. Thus, this information can be used to form an algorithm based on information 
available prior to surgery to select those patients who benefit most from surgery, which can be 
implemented in clinical practice. The definition of TT and NTT are similar but not identical to what has 
previously been used in other studies. Camanho et al. [12] divided patients into three groups; 
traumatic, degenerative and fatigue. In the present study the NTT group will include both 
degenerative and fatigue as defined by Camanho et al., as the focus of this study is on the traumatic 
versus non-traumatic initiation of the meniscal tear. Others have based their definition on sports 
participation [47].”  
 
 
Reviewer question:  
Patients with actual or previous ACL/PCL injury should be excluded.  
 
Author response:  
We agree with the reviewer that ACL/PCL injuries may be a confounder. In the present cohort all 
patients who had an ACL and/or PCL reconstruction where excluded as these patients are followed in 
a separate national database (as stated page 8, line 46, to page 9, line 14). However, as this study is 
a prospective cohort study all patients, also those with ACL/PCL injuries that where not reconstructed, 
entered the cohort. These patients could then be excluded or ACL/PCL injury entered as a covariate 
in the different statistical analysis made at later stages. For the specific questions such as aim 1 and 
aim 2 outlined in this protocol manuscript sensitivity analysis will be conducted to investigate if 
ACL/PCL injury affect the results.  
 
Action:  
No changes where made to the manuscript  
 
 
Reviewer question:  
Why do you exclude patients who had suffered from fractures in the last 6 months only? These 
patients general should be excluded.  
 
Author response:  
We decided to exclude patients with recent fractures to the lower extremity (i.e. past 6 months) as this 
may affect their reply on the self-reported outcomes. In general we believe that in cohort studies as 
few patients as possible should be excluded. Thus, wide inclusion criteria were used to allow for later 
sub-group analysis. However, information about things such as previous fracture should be collected 
and used for sensitivity analysis.  
 
Action:  
No changes where made to the manuscript  
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Reviewer question:  
Page 7, line 43. This sentence is needless.  
 
Author response:  
Sentence removed as suggested by the reviewer.  
 
Action:  
The sentence “Wide inclusion criteria are set to allow for later sub-group analysis.” was removed.  
 
 
Reviewer question:  
You primary awaiting a very important bias in your study. Both groups aren‟t comparable regarding to 
their age! This is unacceptable for a prospective study  
 
Author response:  
We thank the reviewer for bringing this important point up. We agree that age will probably be an 
important confounder in the present study. However, degenerative tears are associated with older 
age. Thus, all analysis will be adjusted for age as described in the statistical analysis section page 15, 
lines 47-53:  
 
“Between-group comparisons of the KOOS and SF-36 scores at the 52 weeks follow-up will be 
analyzed with the use of Analysis of COVAriance (ANCOVA), stratified by site and adjusted for the 
preoperative score level, sex, age, and BMI.”  
 
Action:  
We have added a paragraph in the discussion section to acknowledge that this should be taken into 
account when interpreting the data. Page 19, lines 8-15:  
“Furthermore, we expect the age to be different in the TT compared to the NTT groups (i.e. NTT 
group being older), thus all statistical analysis will be adjusted for age. Nevertheless, this should still 
be taken into consideration when interpreting the results.”  
 
 
Reviewer question:  
How do you deal with who have OA signs in the radiography? Do you perform standardized MRI? 
How do you will estimate cartilage lesions (treatment, subgroup?)  
 
Author response:  
Thank you for this relevant question. MRI exams are conducted for many but not all patients referred 
for arthroscopy in Denmark. In addition only some patients have radiographs taken prior to 
arthroscopy for suspicion of meniscus tears. As this was a pragmatic cohort study in a clinical setting 
it was decided to evaluate OA changes during the arthroscopy using the ICRS grading system. As 
described on page 17, lines 6-18:  
 
“Furthermore, we will construct a dichotomous outcome on whole knee OA (y/n) to explore the effect 
of presence of knee OA. Whole knee OA will be defined as; participants with cartilage defects ICRS 
grade >2 in either of the patellofemoral, medial tibiofemoral or lateral tibiofemoral compartment 
excluding participants with TT (according to previous definition) and symptoms <6 months.”  
 
This information is collected by the surgeons during the arthroscopy and noted on the modified 
ISAKOS Classification of Meniscal Tears questionnaire.  
 
Action:  
No changes were made to the manuscript  
 
 
Reviewer question:  
Statistics: Have you performed a pre-study power calculation? How did you perform it?  
 
Author response:  
Yes, please refer to the statistical analysis section page 15, lines 14-38:  
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“The cohort will recruit all eligible patients from February 1st 2013 to January 31st 2014. 
Conservatively estimated we expect to recruit 450 patients to the KACS cohort within this timeframe. 
For an overview of the expected distribution of patients recruited between 18 and 55 years, please 
refer to Figure 3.  
The minimal clinically important change (MCIC) on the KOOS subscale is considered to be 8-10 
points [37]. Thus, with the estimated recruitment flow and distribution (Figure 3) we will have a power 
of 0.99 for a two-sample pooled t test of a normal mean difference with a two-sided significance level 
of 0.05 (P less or equal to 0.05), assuming a common standard deviation of 15 KOOS points to detect 
a mean difference of 8 KOOS points between NTT and TT (primary study aim 1).  
In addition, we will have a power of 0.88 for a two-sample pooled t test of a normal mean difference 
with a two-sided significance level of 0.05 (P less or equal to 0.05), assuming a common standard 
deviation of 15 KOOS points to detect a mean difference of 10 KOOS points between TTRES and 
TTREP (study aim 2).  
If we are not able to reach sufficient numbers within the one year timeframe, recruitment will continue 
until the numbers specified in the a priori sample size calculation are reached.”  
 
Action:  
No changes were made to the manuscript  
 
 
Reviewer question:  
Figure 1 is needless.  
 
Author response:  
In the drafting of this manuscript we used the SPIRIT guidelines developed for the guidance for 
protocols for clinical trials (Chan et al. SPIRIT 2013 explanation and elaboration: guidance for 
protocols of clinical trials. BMJ 2013;346:e7586). Even though the present study was a cohort study 
we are of the opinion that this is highly useful also in the drafting of protocols for cohort studies (as 
also suggested by reviewer 2). According to the SPIRIT statement (item 13) a trial protocol should 
include an overview of any interventions (i.e. the surgery) and assessments. Thus, after careful 
consideration we have decided to keep Figure 1.  
 
Author action:  
No changes were made to the manuscript.  
 
 
Reviewer question:  
Figures 2-4: Please give a self-explaining legend!  
 
Author response:  
Self-explaining legends should have been provided in the manuscript. After thorough consideration in 
the author group we decided to keep them. The legends for the for the 4 Figures are as follows:  
 
Figure 1: Overview of collection of outcomes during the first year in the KACS cohort.  
 
Figure 2:Overview of the recruitment flow in the KACS cohort.  
 
Figure 3: Expected distribution per 450 patients recruited, divided by age, type of tear and type of 
surgery. NTT = non-traumatic tear, TT = traumatic tear, TTRES = traumatic tear resected, TTREP = 
traumatic tear repaired.  
 
Figure 4: Overview of the full analysis set for study aim 1 and 2. NTT = non-traumatic tear, TT = 
traumatic tear, TTRES = traumatic tear resected, TTREP = traumatic tear repaired.  
 
Author action:  
No changes were made to the manuscript.  
 
 
Reviewer: Teppo Järvinen, MD, PhD  
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Orthopaedic resident  
University of Helsinki  
FINLAND  
 
Conflicts: I am doing actively research on degenerative knee disease (including degenerative 
meniscus), have academic grants for this purpose, but do NOT have any commercial conflicts related 
to this topic or any other topic.  
 
First of all, as this is a protocol article, I don't think that all the question above apply very well to this.  
 
However, I have expressed my concerns regarding the appropriateness of the design on addressing 
one of the main hypotheses.  
 
Similarly, I did point out to the authors (in my review statement) that the strengths and limitations were 
not adequately addressed.  
 
Again, as also noted in my comments to the authors, the article could be improved (?) by taking into 
account the recently released SPIRIT guideline suggestions.  
 
The manuscript “Knee Arthroscopy Cohort Southern Denmark (KACS): Protocol for a prospective 
cohort study” is a protocol article submitted for publication in the BMJ Open describing a prospective 
cohort to study the natural time course of symptoms in patients undergoing meniscus surgery. The 
authors particularly have set out to address the potential role of the type of meniscus tear (non-
traumatic vs. traumatic) and the influence of type of surgery carried out (resection or repair) on the 
patient-reported outcomes. The investigators/this group from Lund University are among the 
indisputable leaders in studying (early) knee OA (as evidenced by their outstanding track-record, 
some of the studies being references in this protocol, too) and this particular project largely basis on 
their own previous work, so I really have no major concerns regarding the basic setting. However, I do 
have a number of issues that I want to bring to their attention. As the recruitment of the cohort has 
already started, I will mostly pay attention to issues that can still be modified (if deemed appropriate); 
some are just suggestions for rewording while others are general remarks on the overall rationale of 
the study.  
 
 
Reviewer question:  
Abstract (Page 2): The word “trivial” sounds a bit odd. I don‟t personally think that the fact that 
patients leave the hospital a few hours after the operation makes an operation trivial. Rather, I feel 
that this just shows that our procedures have been refined and we can now use more optimal 
anesthesia (spinal block or even localized anethesia) that enable us to safely discharge patients soon 
after the operation.  
 
Author response:  
We agree with the reviewer and have rephrased the sentence.  
 
Action:  
The sentence was rephrased into:  
“The procedure is conducted on an outpatient basis and patients leave the hospital few hours after 
surgery.”  
 
 
Reviewer question:  
Next sentence, beginning “Little is known…”. I ask the authors to consider moving these two 
sentences down, placing them after the sentence beginning “It is now known..”, as I personally feel 
that the “flow” of the paragraph would be improved by doing this.  
 
Author response:  
We thank the reviewer for this suggestion and have rephrased accordingly.  
 
Action:  
Changed as suggested by the reviewer, the paragraph now reads:  

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2013-003399 on 14 O

ctober 2013. D
ow

nloaded from
 

http://bmjopen.bmj.com/


 
“Meniscus surgery is high volume surgery carried out on 1 million patients annually in the United 
States. The procedure is conducted on an outpatient basis and patients leave the hospital few hours 
after surgery. A critical oversight of previous studies is their failure to account for the type of meniscal 
tear. Meniscus tears can be categorized as traumatic or non-traumatic. Traumatic tears are usually 
observed in younger, active individuals in an otherwise „healthy‟ meniscus and joint. Non-traumatic 
tears (i.e. degenerative tears) are typically observed in the middle-aged (35-55 years) and older 
population but the etiology is largely unclear. Knowledge about the potential difference of the effect of 
arthroscopic meniscus surgery on patient symptoms between patients with traumatic and non-
traumatic tears is sparse. Furtermore, little is known about the natural time course of patient 
perceived pain, function and quality of life after meniscus surgery and factors affecting these 
outcomes. The aim of this prospective cohort study is to investigate the natural time course of patient-
reported outcomes in patients undergoing meniscus surgery, with particular emphasis on the role of 
type of symptom onset.”  
 
 
Reviewer question:  
Page 3, Key messages: “importance of…”, for what? Prognosis of surgery? I don‟t fully understand 
the sentence as is.  
 
Author response:  
We acknowledge that this may be a bit unclear. Key message has been rephrased.  
 
Action:  
Key message was rephrased into:  
“This study will provide information about the natural time course and potential difference in 
improvement in patient reported outcomes after arthroscopic meniscus surgery for traumatic and non-
traumatic tears.”  
 
 
Reviewer question:  
Same page, “Strengths and limitations”: Respectfully, this section really contains no strengths or 
limitations of the study. Please either retitle it or come up with strengths and limitations.  
 
Author response:  
We agree with the reviewer and have changed the content of this paragraph.  
 
Action:  
The content of this paragraph was changed into:  
“- This cohort study collects data on the natural time course of patient reported outcomes in a clinical 
setting on a large group of patients after arthroscopic meniscus surgery to ensure high external 
validity.  
- As data is collected on a large number of patients in a clinical setting it was not feasible to collect 
standardized imaging data (i.e. MRI or radiographs) on patients, which could have provided valuable 
information.”  
 
 
Reviewer question:  
Introduction (page 4), “One explanation”: Again, not sure what the authors refer to with this. One 
explanation for what? For the lack of evidence on…?  
 
Next sentence: “Further, the “placebo effect” of arthroscopic surgery needs to be taken into account 
[2].” If the authors state as such, then I would expect them to elaborate a bit on this: how do they plan 
to take the placebo effect into account? I can‟t completely follow the authors‟ rationale on adding a 
sentence like this here. Suggest rephrasing along the following lines: Complicating the assessment of 
APM/meniscus surgery effectiveness further, any kind of surgical procedure has been argued to be 
associated with a considerable "placebo-effect". Or something along those lines.  
 
Same para., last sentence: as noted previously, I think this sentence could be moved a bit further 
down in the Introduction.  
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Author response:  
Thank you to the reviewer for some excellent suggestions. The first paragraph of the Introduction has 
been rephrased taking the suggestions from the reviewer into account.  
 
Action:  
The paragraph now reads:  
“Meniscus surgery is high volume surgery carried out on 1 million patients annually in the United 
States [1]. The procedure is conducted on an outpatient basis and patients leave the hospital few 
hours after surgery. Nevertheless, little is known about the natural time course of patient perceived 
pain, function and quality of life after meniscus surgery and which factors affect these outcomes [2]. 
The general opinion is that patients recover their muscle strength fully within 6-12 weeks following 
arthroscopic partial meniscectomy [3-5]. Importantly, however, recent studies have shown substantial 
patient-reported disability and pain in patients up to 4 years after surgery [6-8]. One explanation for 
the poor self-reported outcomes may be that the loss of meniscal function triggers other events that 
may cause knee pain [9]. Complicating the assessment of surgery effectiveness further, surgical 
procedures have shown to be associated with considerable “placebo effect” [10, 11].”  
 
 
Reviewer question:  
Next para., sentence “These „mechanical symptoms‟…”: Is there evidence for this statement (ref.) or 
is this just prevailing wisdom?  
 
Author response:  
The orthopedic surgeons often mention mechanical symptoms such as catching/locking, reduced 
knee range of motion, etc. as the main reason for surgery. These symptoms are thought to be 
relieved by the surgery. While there is evidence for so in a locked knee, we agree there is vague 
evidence what “mechanical symptoms” at large truly are (in both a patient and doctor‟s perspective) 
and there is limited evidence of the effect of arthroscopic surgery for these symptoms.  
 
Action:  
We have omitted the sentence:  
“These „mechanical‟ problems may be resolved with meniscus surgery (i.e. repair or resection).”  
 
 
Reviewer question:  
Page 5, 1st sentence: Considering the strength of the evidence, I urge the authors to consider 
rephrasing the sentence as follows: "…have been shown to be associated with..."  
 
Author response:  
Rephrased as suggested be the reviewer.  
 
Action:  
The sentence now reads:  
“NTT´s are often referred to as degenerative tears and have been shown to be associated with 
incipient knee osteoarthritis (OA) in the middle-aged or elderly population [21-23].”  
 
 
Reviewer question:  
Same page, 2nd complete para. beginning “In patients with TT…”, suggest adding either “In contrast” 
or “However” in the beginning of the 2nd sentence.  
 
Author response:  
Thank you for the suggestion. Rephrased as suggested by the reviewer.  
 
Action:  
The sentence now reads:  
“In contrast, repair is rarely an option for middle-aged patients with NTT due to the degenerative state 
of the meniscus.”  
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Reviewer question:  
Also, concerning this next sentence (Repair is rarely an option for middle-aged patients with NTT due 
to the degenerative state of the meniscus): Could this also imply that the "injury" (in the meniscus) is 
different, and accordingly, the difference in prognosis is not necessarily due to the intervention per 
se? This is actually one of the few concerns about this protocol, as I am not completely confident that 
the design elaborated in this article enables the authors to answer to some of the questions they set 
out to address. As this issue directly concerns aim #2 of this paper, I will discuss it here. In my 
opinion, this study design does not truly provide us with a chance to compare those undergoing repair 
vs. those undergoing resection UNLESS the patients are randomized, as there are obvious 
differences between the lesions that can be repaired (vs. those not repairable) and these difference 
could have a prognostic significance per se.  
 
Author response:  
We thank the reviewer for this relevant comment. We agree with the reviewer that the potential 
difference in prognosis not necessarily (actually very likely) is not due to the intervention per se. 
Nevertheless, the same intervention (i.e. resection) is carried out for both types of tears. An important 
outcome for this study is to investigate if the outcome differs between the two types of tears (traumatic 
vs. non-traumatic) treated identically (well aware of the problems associated with the observational 
design). Differences in outcomes may still suggest that different treatment options should be searched 
for to help some of the patients.  
 
Regarding the comment concerning aim #2 of the study. We agree with the reviewer that to conclude 
if repair is superior to resection a randomized study design is needed. Nevertheless, we believe that 
information about the time course of patient reported outcomes for those undergoing resection 
compared to those undergoing repair in a pure observational setting is still important. To our 
knowledge such data have only been reported in smaller groups of patients (Stein et al. 2010, AJSM), 
previously.  
 
Action:  
We have added a sentence to the first paragraph of the discussion section to acknowledge that this is 
not a randomized trial. The first paragraph of the discussion now reads:  
“Arthroscopic meniscus surgery is high volume surgery[1]. Little is known about the natural time 
course of patient-reported outcomes after meniscus surgery and which factors affect these outcomes. 
This prospective cohort will collect data from a large number of patients on the natural time course of 
patient-reported outcomes prior and following arthroscopic meniscus surgery. Our results will enable 
analysis of the dependence of post surgery outcome on type of meniscus tear (i.e. TT vs. NTT in 
middle-aged patients). Further, it will be possible to investigate the dependence of post surgery 
outcome on type of surgery in the sub-group of patients with traumatic tears (i.e. TTRES vs. TTREP). 
In contrast, other on-going randomized placebo controlled trials are investigating the effect of 
meniscus surgery for patients with degenerative tears [45, 46].”  
 
 
Reviewer question:  
Page 7, eligibility criteria: what does “a suspicious of a medial and/or lateral meniscus tear” actually 
stand for? I was wondering whether the authors could elaborate briefly on this, as the clinical 
diagnosis of meniscus tear is such a complex issue – what are their criteria for setting/making this 
diagnosis?  
 
Author response:  
We agree with the reviewer that to clinically diagnose patients with meniscus tears is very complex. In 
the present study we use a pragmatic approach. If the orthopedic surgeon decides that a patient are 
to have an arthroscopy on suspicion of a medial and/or lateral tear based on clinical signs and/or MRI 
during examination, patients were eligible for the study. If, at surgery, no meniscus surgery was 
conducted the patient was then excluded. This procedure was used to ensure to recruit as many 
patients as possible.  
 
Action:  
To make this more clear in the manuscript we have rephrased the paragraph into:  
“Inclusion criteria: Patients ≥18 years of age assigned for arthroscopy on suspicious of a medial 
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and/or lateral meniscus tear by the examining orthopaedic surgeon based on clinical signs and MRI (if 
available), having an email address and able to read and understand Danish.”  
 
 
Reviewer question:  
Just a comment: the authors are to be congratulated on trying to come up with better “diagnostic 
rules” for classification of patients into NTT and/or TT. Great idea!  
 
Author response:  
We thank the reviewer for the acknowledgement.  
 
Action:  
No changes were made to the manuscript  
 
 
Reviewer question:  
Finally, more of a general comment (not sure how well it applies to this kind of effectiveness/cohort 
study): a guidance for protocol articles was just published in BMJ, Chan et al. SPIRIT 2013 
explanation and elaboration: guidance for protocols of clinical trials. BMJ 2013;346:e7586. As noted in 
the document: “The SPIRIT 2013 Explanation and Elaboration paper, together with the Statement, 
should help with the drafting of trial protocols. Complete documentation of key trial elements can 
facilitate transparency and protocol review for the benefit of all stakeholders.” I cannot agree more 
with this, so I urge the authors to familiarize themselves with the paper, at least I have found it of 
great assistance in drafting protocols.  
 
Author response:  
We could not agree more with the reviewer. Indeed we have used the SPIRIT statement in the 
drafting of this protocol. However, as the SPIRIT guidelines where developed for randomized trials (as 
also acknowledged by the reviewer) we have used the parts of the statement that we deemed 
relevant for this cohort study. Furthermore, given manuscript guidelines we where not able to comply 
fully with the order of the different items in the checklist (i.e. according to manuscript guidelines 
funding bodies should be mentioned at the end of the manuscript whereas SPIRIT suggest in the 
beginning, etc.).  
 
Author action:  
No changes where made to the manuscript.  
 
 
Reviewer: Raine Sihvonen, M.D,Orthopaedic consultant  
Department of Orthopaedics and Traumatology, Hatanpää city Hospital and University of Tampere 
No conflicts of intrests  
 
 
Reviewer question:  
Participants:  
What would be your strategy for treating patients with meniscus tear and osteoarthritis. Are they 
included? Are radiographs or MRIs taken to all patients? How about patients included, but no 
meniscus tear found at knee arthroscopy, are they followed? Do you have a standardized criteria 
including patients` symptoms or findings at clinical examination to proceed a patient for meniscus 
surgery?  
 
Author response:  
Thank you for these relevant questions. As the present study is a cohort study the specific treatment 
strategy for patients with features of knee osteoarthritis is up to the treating orthopedic surgeon, which 
is then registered in the cohort. MRI exams are conducted for many but not all patients referred for 
arthroscopy in Denmark. In addition only some patients have radiographs taken prior to arthroscopy 
for suspicion of meniscus tears. As this was a pragmatic cohort study in a clinical setting it was 
decided to evaluate OA changes during the arthroscopy using the ICRS grading system. As described 
on page 17, lines 6-18:  
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“Furthermore, we will construct a dichotomous outcome on whole knee OA (y/n) to explore the effect 
of presence of knee OA. Whole knee OA will be defined as; participants with cartilage defects ICRS 
grade >2 in either of the patellofemoral, medial tibiofemoral or lateral tibiofemoral compartment 
excluding participants with TT (according to previous definition) and symptoms <6 months.”  
 
This information is collected by the surgeons during the arthroscopy and noted on the modified 
ISAKOS Classification of Meniscal Tears questionnaire.  
 
Patients having no meniscus tear at surgery are excluded as shown in the recruitment flow (Figure 2). 
These patients are not followed further.  
 
Again as this is a cohort study all patients who where candidates for arthroscopic meniscus surgery 
based on the clinical examination by the orthopedic surgeon and/or imaging were included in the 
present study.  
 
Author action:  
No changes were made to the manuscript.  
 
 
Reviewer question:  
2) Would clarify the algorithm to categorize patients as either traumatic or non-traumatic.  
 
Author reply:  
The reviewer raises an important question and we thank for the suggested references for comparison 
to our algorithm. Unfortunately no consensus exists on how to classify patients as having surgery for 
a traumatic versus non-traumatic meniscus tear. In the present study we based the definition on age, 
duration of symptoms and injury mechanism. This information is available prior to surgery. Our 
definition is similar but not completely identical to what have previously been reported. Camanho et al. 
(CLINICS 2006) divided their patients into three groups (i.e. traumatic, degenerative and fatigue). In 
the present study the non-traumatic group will include both degenerative and fatigue as defined by 
Camanho et al. as the focus of this study is on the traumatic versus non-traumatic initiation of the 
tear. Others Drosos &Pozo (The Knee 2004) based their categorization on the participation in sports 
(i.e. sports-related, non sports-related or no cause of injury). We have added this to the discussion 
section.  
 
Those patients who do not fit the in-/exclusion criteria for the TT and NTT group will be excluded in 
this study to keep the two groups as “clean” as possible. We expect most patients to fit the described 
criteria. We have added a sentence (page 10, lines 24-26) to clarify this.  
 
Author action:  
We have added some sentences to the discussion (page 18, lines 31-44) comparing the definition of 
TT and NTT to other studies:  
“The definition of TT and NTT are similar but not identical to what has previously been used in other 
studies. Camanho et al. [12] divided patients into three groups; traumatic, degenerative and fatigue. In 
the present study the NTT group will include both degenerative and fatigue as defined by Camanho et 
al., as the focus of this study is on the traumatic versus non-traumatic initiation of the meniscal tear. 
Others have based their definition on sports participation [47].”  
 
We have added a sentence (page 10, lines 24-26) to clarify that patients which responses do not fit 
the TT and NTT inclusion criteria will be excluded. The section on in-/exclusion criteria for aim 1 now 
reads (page 9, line 21 to page 10, line 26):  
 
“There is no consensus on how to classify patients as having a NTT or TT. In this study, patients 
undergoing meniscus surgery will be classified as having either TT or NTT according to an algorithm 
based on age, duration of knee symptoms and one question about injury mechanism (see below). 
This represents the information that is available prior to surgery."  
 
Injury mechanism question:  
“How did the knee pain/problems for which you are now having surgery develop (choose the answer 
that best match your situation)?”  
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Response alternatives:  
a. The pain/problems have slowly evolved over time  
b. As a result of a specific incident (i.e. kneeling, sliding, twisting of the knee or the like)  
c. As a result of a violent incident (i.e. during sports, a crash, collision or the like)  
 
TT:  
Inclusion: All patients between 18-34 years and all patients between 35-55 years replying “c” on the 
injury mechanism question.  
 
NTT:  
Inclusion: All patients between 35-55 years replying “a” or “b” on the injury mechanism question and 
having knee symptoms >6 months.  
 
In addition, the general eligibility criteria also apply. For aim 1, the upper age limit is set to include 
patients with degenerative meniscus tears (i.e. NTT) but without severe features of knee OA [30]. 
Furthermore, patients which responses do not fit the TT and NTT criteria will also be excluded.”  
 
 
Reviewer question:  
References:  
I would be adding some of the below mentoined references:  
 
Camanho. Clinics 2006. Results Of Meniscectomy For Treatment Of Isolated Meniscal Injuries. 
Correlation Between Results And Etiology Of Injury.  
 
Fabricant. Arthroscopy 2008. Predictors of Short-term Recovery Differ From Those of Long-term 
Outcome After Arthroscopic Partial Meniscectomy  
 
Paxton. Arthroscopy.2011. Meniscal Repair Versus Partial Meniscectomy: A SystematicReview 
Comparing Reoperation Rates and Clinical Outcomes  
 
Meredith. Arthroscopy 2005. Factors Predicting Functional and Radiographic Outcomes After 
Arthroscopic Partial Meniscectomy: A Review of the Literature  
 
Drosos. Knee 2004. The causes and mechanisms of meniscal injuries in the sporting and non-
sporting environment in an unselected population.  
 
Author reply:  
We thank the reviewer for the suggested references and have used them as appropriate in our 
response to several of the other questions.  
 
Author action:  
References added where appropriate. Listed in the specific answers.  
 
 
This manuscript for peer review by Thorlund et al. is a study protocol for prospective cohort study to 
investigate the natural time course of patient-reported outcomes in patients undergoing meniscus 
surgery, with special emphasis on the role of the type of meniscus tear (traumatic vs. non-traumatic) 
and repair vs. resection of traumatic tear.  
General comments:  
After mounting evidence suggesting that surgery might not be as beneficial as widely presumed (e.g., 
in comparison to exercise therapy) for patients with meniscus tear and osteoarthritis (degenerative 
tears), the authors‟ decision to change the focus of investigation toward the patients with more 
traumatic onset of symptoms is most welcomed.  
The study is well planned (and also already on-going), the patient population and methods are in my 
opinion valid as cohort studies are suitable for determining the risks and prognostic factors for 
outcome of surgery. Also, a patient relevant outcome is most suited for assessing the outcome of 
meniscus surgery. I am delighted that the authors have decided to collect information that is seldom 
gathered in surgerical studies but which could still have an important effect on the outcome (civil 
status, educational level, employment and smoking among others). Finally, the manuscript is well 
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written and the tables are clear.  
I have a few comments/suggestions as detailed below:  
 
Reviewer question:  
General:  
Study is planned to compare the outcome after meniscus surgery between patients with degenerative 
tear and traumatic tear and, as stated by the authors, these two are different types of meniscus tears 
(and previously stated by others that they may be even different diseases, i.e healthy knees with 
trauma vs. osteoarthritic knee).  
a) Is it possible/meaningful to compare these two entities to each other at all? Or could one say that 
this simply represents an “apples and oranges” -comparison? This could be also the case when 
comparing meniscus repair with resection as the tear characteristics would be (and usually is) 
different, leading intraoparetively to these two different surgeries.  
b) What would be the interpretation of the authors (and their implications for the future care) if the 
outcome of traumatic was better than that of degenerative tears? And if the results were the same or 
if the results of surgery after a traumatic tear were worse than surgery for degenerative tear, then 
what?  
 
Author response:  
These are good questions raised by the reviewer. The authors believe the important question is – why 
should two different diseases (i.e. traumatic vs. non-traumatic tears) be treated with the same 
treatment and can we expect similar effect? Thus, we believe that we will provide important 
information on the natural time course after meniscus surgery using validated patient reported 
outcomes. To our knowledge this has not previously been done. Further, we want to document if 
there are differences in the recovery of these patients (i.e. traumatic vs. non-traumatic tears).  
 
We agree with the reviewer that there is a certain selection in patients undergoing resection versus 
repair for traumatic tears. Nevertheless, we think that important information will be gained by 
comparing these groups (i.e. traumatic resection vs. traumatic repair).  
 
As indicated above the present study is a cohort study and not a RCT. Thus, this study will not 
conclude on the superiority of one treatment compared to another but rather provide important 
information on a large group of patients, which can be used to generate hypotheses to test in a 
randomized design.  
 
Author action:  
No changes were made to the manuscript.  
 
 
Reviewer question:  
Abstract/Background:  
I suggest to think over adding a word “sparse/limited” to the sentence “It is not known if the effect of 
arthroscopic meniscus surgery on patient symptoms differs between patients with traumatic and 
nontraumatic” as there are at least one study to assess this specific question.(Camanho et al. Results 
Of Meniscectomy For Treatment Of Isolated Meniscal Injuries. Correlation Between Results And 
Etiology Of Injury. Clinics 2006.)  
Would the last sentence of background be better “…with particular emphasis on the role of the 
traumatic onset of symptoms” as you distinguish traumatic and non-traumatic based on the history, 
not based on the tear morphology?  
 
Author response:  
Thank you for these suggestions. We have rephrased as suggested by the reviewer.  
 
Author action:  
Two sentences where rephrased into:  
Page 2, lines 27-34:  
“Knowledge about the potential difference of the effect of arthroscopic meniscus surgery on patient 
symptoms between patients with traumatic and non-traumatic tears is sparse.”  
 
Page 2, lines 37-42:  
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“The aim of this prospective cohort study is to investigate the natural time course of patient-reported 
outcomes in patients undergoing meniscus surgery, with particular emphasis on the role of type of 
symptom onset.”  
 
 
Reviewer question:  
Introduction:  
As there exist several studies addressing the factors to affect the outcome after meniscus surgery 
also at short -term, the authors could consider adding (some of) the following references:  
Camanho et al. Clinics 2006 (see above).  
Fabricant et al. Predictors of Short-term Recovery Differ From Those of Long-term Outcome After 
Arthroscopic Partial Meniscectomy. Arthroscopy 2008.  
Paxton et al. Meniscal Repair Versus Partial Meniscectomy: A SystematicReview Comparing 
Reoperation Rates and Clinical Outcomes. Arthroscopy 2011.  
Meredith et al. Factors Predicting Functional and Radiographic Outcomes After Arthroscopic Partial 
Meniscectomy: A Review of the Literature. Arthroscopy 2005.  
 
Author response:  
We thank the reviewer for bringing these references to our attention. We have rephrased the 
beginning of paragraph two in the Introduction section, including the suggested references and 
changing the term “type of tear” into “type of symptom onset”.  
 
Author action:  
The beginning of paragraph two (page 5, lines 48-50) now reads:  
“A critical limitation of previous studies [12-15] is their failure to account for the type of symptom onset 
(i.e. injury mechanism).”  
 
With the suggested references added.  
 
 
Reviewer question:  
Participants:  
What is the authors/institutions that the study is carried out strategy for treating patients with 
meniscus tear and osteoarthritis? Are they included? Are radiographs or MRIs taken of all patients? 
How about patients included, but no meniscus tear found at knee arthroscopy, are they followed? Do 
you have standardized criteria for meniscus surgery, including patients` symptoms or findings at 
clinical examination? If so, please describe.  
Inclusion and exclusion criteria, aim 1 (NTT vs. TT)  
Are the authors aware of previous studies to use the same stratification for traumatic and non-
traumatic tears?  
How about patients 30 years of age and no violent incident? Or patients with knee symptoms for 
under 6 months: still considered a traumatic tear?  
Would clarify the algorithm to categorize patients as either traumatic or non-traumatic.  
I am aware of two previous studies that addressed the history of traumatic events in patients with 
meniscus surgery, can you comment on your stratification compared to those (below).  
Camanho et al. Clinics 2006 (see above).  
Drosos and Pozo. The causes and mechanisms of meniscal injuries in the sporting and non-sporting 
environment in an unselected population. Knee 2004.  
 
Author response:  
Thank you for these relevant questions. As the present study is a cohort study the specific treatment 
strategy for patients with features of knee osteoarthritis is up to the treating orthopedic surgeon, which 
is then registered in the cohort. MRI exams are conducted for many but not all patients referred for 
arthroscopy in Denmark. In addition only some patients have radiographs taken prior to arthroscopy 
for suspicion of meniscus tears. As this was a pragmatic cohort study in a clinical setting it was 
decided to evaluate OA changes during the arthroscopy using the ICRS grading system. As described 
on page 17, lines 6-18:  
 
“Furthermore, we will construct a dichotomous outcome on whole knee OA (y/n) to explore the effect 
of presence of knee OA. Whole knee OA will be defined as; participants with cartilage defects ICRS 
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grade >2 in either of the patellofemoral, medial tibiofemoral or lateral tibiofemoral compartment 
excluding participants with TT (according to previous definition) and symptoms <6 months.”  
 
This information is collected by the surgeons during the arthroscopy and noted on the modified 
ISAKOS Classification of Meniscal Tears questionnaire.  
 
Patients having no meniscus tear at surgery are excluded as shown in the recruitment flow (Figure 2). 
These patients are not followed further.  
 
Again as this is a cohort study all patients who where candidates for arthroscopic meniscus surgery 
based on the clinical examination by the orthopedic surgeon and/or imaging were included in the 
present study.  
 
The reviewer raises an important question and we thank for the suggested references for comparison 
to our algorithm. Unfortunately no consensus exists on how to classify patients as having surgery for 
a traumatic versus non-traumatic meniscus tear. In the present study we based the definition on age, 
duration of symptoms and injury mechanism. This information is available prior to surgery. Our 
definition is similar but not completely identical to what have previously been reported. Camanho et al. 
(CLINICS 2006) divided their patients into three groups (i.e. traumatic, degenerative and fatigue). In 
the present study the non-traumatic group will include both degenerative and fatigue as defined by 
Camanho et al. as the focus of this study is on the traumatic versus non-traumatic initiation of the 
tear. Others Drosos &Pozo (The Knee 2004) based their categorization on the participation in sports 
(i.e. sports-related, non sports-related or no cause of injury). We have added this the discussion 
section.  
 
Those patients who do not fit the in-/exclusion criteria for the TT and NTT group will be excluded in 
this study to keep the two groups as “clean” as possible. We expect most patients to fit the described 
criteria. We have added a (page 10, lines 24-26) to clarify this.  
 
Author action:  
We have added some sentences to the discussion (page 18, lines 32-44) comparing the definition of 
TT and NTT to other studies:  
“The definition of TT and NTT are similar but not identical to what has previously been used in other 
studies. Camanho et al. [12] divided patients into three groups; traumatic, degenerative and fatigue. In 
the present study the NTT group will include both degenerative and fatigue as defined by Camanho et 
al., as the focus of this study is on the traumatic versus non-traumatic initiation of the meniscal tear. 
Others have based their definition on sports participation [47].”  
 
We have added a sentence (page 10, lines 24-26) to clarify that patients which responses do not fit 
the TT and NTT inclusion criteria will be excluded. The section on in-/exclusion criteria for aim 1 now 
reads (page 9, line 21 to page 10, line 26):  
“There is no consensus on how to classify patients as having a NTT or TT. In this study, patients 
undergoing meniscus surgery will be classified as having either TT or NTT according to an algorithm 
based on age, duration of knee symptoms and one question about injury mechanism (see below). 
This represents the information that is available prior to surgery.  
 
Injury mechanism question:  
“How did the knee pain/problems for which you are now having surgery develop (choose the answer 
that best match your situation)?”  
Response alternatives:  
a. The pain/problems have slowly evolved over time  
b. As a result of a specific incident (i.e. kneeling, sliding, twisting of the knee or the like)  
c. As a result of a violent incident (i.e. during sports, a crash, collision or the like)  
 
TT:  
Inclusion: All patients between 18-34 years and all patients between 35-55 years replying “c” on the 
injury mechanism question.  
 
NTT:  
Inclusion: All patients between 35-55 years replying “a” or “b” on the injury mechanism question and 
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having knee symptoms >6 months.  
 
In addition, the general eligibility criteria also apply. For aim 1, the upper age limit is set to include 
patients with degenerative meniscus tears (i.e. NTT) but without severe features of knee OA [30]. 
Furthermore, patients which responses do not fit the TT and NTT criteria will also be excluded.”  
 
 
Reviewer question:  
Major Outcomes  
Although well aware that the authors have developed the KOOS instrument (and it seems to perform 
very well), I still encourage the authors to brief explain as to why the KOOS was chosen as the main 
outcome instead of the Lysholm knee score (used often for patients with meniscus tears), the 
Western Ontario Meniscal Evaluation Tool (WOMET) (validated for degenerative tears), the WOMAC 
(used for osteoarthritic patients) or simply the patients` satisfaction?  
 
Author response:  
This is a good and valid suggestion. In the present study we chose the KOOS as our major outcome 
as this patient reported outcome (PRO) has been shown to be sensitive to changes over time in the 
meniscectomy population (Roos & Lohmander - Health and Quality of Life Outcomes 2003, Roos et 
al. – Ann Rheum Dis 2008) and has been used extensively in this patient group (Ericsson et al. – 
Arthritis Care & Research 2006, Thorlund et al. Arthritis Care & Research 2010, Roos et al. – Ann 
Rheum Dis 2008 among others). Furthermore it is a good outcome for the entire continuum from very 
early changes of OA to severe OA as it also incorporates all subscales of the WOMAC. This is 
important in a cohort where we intend to follow patients for long periods of time (even though this is 
not described in the present protocol). In contrast, the Lysholm score is not a PRO. The WOMET 
seems like a promising outcome for patients with degenerative tears however, to our knowledge it is 
not known how well it performs in patients going on to later OA. Furthermore, few studies have used 
this outcome yet, making comparison difficult.  
 
Author action:  
We have added a sentence to make the argument for choosing the KOOS stronger. Page 11, lines 
29-31:  
“In addition, it has been shown to perform well in the entire continuum from very early changes of 
knee OA to knee arthroplasty [37].” 

 

VERSION 2 – REVIEW 

REVIEWER Teppo Järvinen, MD, PhD  
Orthopaedic resident  
Helsinki University Central Hospital  
Helsinki, FINLAND  
 
No conflicts of interest regarding the study. 

REVIEW RETURNED 22-Aug-2013 

 

GENERAL COMMENTS A few typos, recommend careful proof-reading.  

 

REVIEWER Dr Raine Sihvonen  
Hatanpää City Hospital  
Tampere, Finland 

REVIEW RETURNED 30-Aug-2013 

 

- The reviewer completed the checklist but made no further comments. 
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