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GM Policy: Knee arthroscopy in the degenerate knee 

GM Ref: GM034 Current version: 4.0 (17 September 2021) 

GM EUR Team: 0161 290 4901 / gm.eur@nhs.net 

Policy exclusions (Alternative commissioning arrangements apply) 

Arthroscopy is accepted as a way to access the knee in order to undertake a large number of evidence 
base procedures for both trauma and to address underlying medical conditions. The majority are 
considered effective procedures and are not restricted under this policy. The procedures which are 
restricted are listed in the next section. 
 
In line with NHS England Evidence Based Interventions (EBI) this policy applies to those age 18 years and 
over. 
 
Fixed locking (including in a knee with significant degeneration) whatever the cause of the locking, is an 
emergency and should be referred immediately. Arthroscopy undertaken to manage fixed locking of the 
knee is not restricted under this policy.  
 
Arthroscopic access to remove a loose body (if confirmed by standard X-ray) that is thought to be the 
cause of recurrent episodes of locking or giving way is commissioned. NOTE: this does not include 
asymptomatic loose bodies found on x-rays undertaken for other reasons) 
 
Arthroscopy that is part of routine pre-operative assessment e.g. to get a detailed understanding of 
compartment damage is commissioned. 
 
Arthroscopy for any condition in a knee showing no degenerative changes is excluded from this policy. 
 
Arthroscopy as a means of accessing the knee for suspected tumours (e.g. to carry out needle biopsy); 
assessment of lesions caused by avascular necrosis, and synovectomy for patients with inflammatory joint 
disease, or any other condition other than managing degenerative changes in the knee is excluded from 
this policy. 
 
Where an arthroscopy is required to assess a patient’s suitability for Autografts covered by NICE TA477, 
applications must show that this is being carried out in an NHS England approved centre and include a 
clinical rationale as to why the knee cannot be assessed using non-invasive methods.  
 
NOTE: The actual autografts that meet NICE TA477 (was TA89) are commissioned by NHS England and 
as such are excluded from this policy but subject to NHS England criteria.  
 
Treatment/procedures undertaken as part of an externally funded trial or as a part of locally agreed 
contracts / or pathways of care are excluded from this policy, i.e. locally agreed pathways take precedent 
over this policy (the EUR Team should be informed of any local pathway for this exclusion to take effect). 

Policy inclusion criteria 

This policy applies to adults over the age of 18 years.  
 
Prior to referral 
There is very limited evidence that pain in the degenerative knee is directly attributable to a degenerative 
meniscus lesion even if the lesion is unstable. Therefore, prior to consideration of arthroscopic 
repair/removal of torn menisci, the following investigation / management steps should be undertaken:  
 
Knee radiographs should be used as a first-line imaging tool to support a diagnosis of osteoarthritis and to 
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exclude certain rarer pathologies of the knee (these rarer pathologies should be managed in line with 
accepted best management for those conditions). 
 
A period of non-operative management should be followed for 3 months. 
 
Patient compliance is essential at this stage. Earlier referral for consideration of arthroscopy can be 
considered in the case of considerable mechanical symptoms (such as lack of range of motion; daily joint 
catching; and joint locking for more than 2 seconds over at least one week)1 
 
If symptoms persist despite patient compliance with 3 months of non-operative management (treatment 
failure), then magnetic resonance imaging (an MRI) is indicated. 
 
NOTE: These patients, who have knee pain with persistent mechanical symptoms (locking, catching and 
intermittent sudden pain on movement) that has not responded to three months of initial non-operative 
care, may have a symptomatic meniscal tear.  
 
These patients should be referred to intermediate or secondary care and in these circumstances an MRI 
scan is the best investigation to determine the cause of symptoms. The MRI should not be requested in 
primary care with the exception of individuals in specialist intermediate Musculoskeletal (MSK) services that 
are part of the local pathway and have ‘Ionising Radiation (Medical Exposures) Regulations’ (IR(ME)R) 
approval from their local radiology department. Please see: Royal College of Radiologists - IR(ME)R 
guidance 
 
Unless an MRI is needed to exclude other causes of knee pain, it should only be requested in secondary 
care. 
 
In secondary care: 
 
If the MRI shows no meniscal tear, arthroscopy is not indicated. 
 
If the MRI shows any of the issues listed in the policy exclusion section above, then arthroscopy is not 
restricted under this policy. 
 
If the MRI shows a degenerate meniscal tear with no evidence of OA / degenerative change, consider 
further non-surgical treatment before undertaking arthroscopic partial meniscectomy. 
 
If the MRI shows a degenerate meniscal tear and either the knee x-rays or MRI show any degree of 
osteoarthritis, then meniscal surgery is unlikely to provide any benefit unless there are considerable 
persistent mechanical symptoms (true locking and/or true giving way) in addition to pain. Even in this 
circumstance, there should be a discussion with the patient that the outcome after 12 months may be no 
better than continuing with conservative management. 
 
If the MRI shows advanced structural Osteoarthritis (OA)2 and meniscal tear, then arthroscopic meniscal 
surgery is not usually appropriate, and the patient should be provided non-operative support to manage 
their knee pain. 
 
The use of arthroscopic surgery to treat degenerate meniscal tears should follow published BASK (Brit ish 
Association for Surgery of the Knee) guidelines; 
https://baskonline.com/professional/wp-content/uploads/sites/5/2018/07/BASK-Meniscal-Surgery-
Guideline-2018.pdf and ESSKA (European Society for Sports Traumatology, Knee Surgery and 
Arthroscopy) guidance www.esska.org 

 
1 ESSKA guidelines 
2 Advanced to End-stage Structural OA: Kellgren-Lawrence Grade 4 on plain radiographs and/or significant areas of full thickness 
chondral loss on MRI ((Excluding cases of contained full thickness cartilage / osteochondral defects.) 

https://www.rcr.ac.uk/system/files/publication/field_publication_files/irmer-implications-for-clinical-practice-in-diagnostic-imaging-interventional-radiology-and-nuclear-medicine.pdf
https://www.rcr.ac.uk/system/files/publication/field_publication_files/irmer-implications-for-clinical-practice-in-diagnostic-imaging-interventional-radiology-and-nuclear-medicine.pdf
https://baskonline.com/professional/wp-content/uploads/sites/5/2018/07/BASK-Meniscal-Surgery-Guideline-2018.pdf
https://baskonline.com/professional/wp-content/uploads/sites/5/2018/07/BASK-Meniscal-Surgery-Guideline-2018.pdf
http://www.esska.org/
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Not Commissioned 
• Arthroscopic washout and debridement is not commissioned.  
• Arthroscopic surgery should not be considered as a first line treatment of degenerative meniscus 

lesions.  
• Arthroscopic surgery should not be considered for a degenerative meniscus lesion where there is 

advanced osteoarthritis (evidenced by weight bearing x-rays). 
• If an MRI shows a degenerate meniscal tear and either the knee x-rays or MRI show any degree of  

osteoarthritis then meniscal surgery is unlikely to provide any benefit unless there are considerable 
persistent mechanical symptoms (true locking and/or true giving way) in addition to pain. Even in 
this circumstance there should be a discussion with the patient that the outcome after 12 months 
may be no better than continuing with conservative management. 

Commissioned 
 
There is very limited evidence that pain in the degenerative knee is directly attributable to a degenerative 
meniscus lesion, even if the lesion is unstable 
 

• Following an acute twisting Injury with mechanical symptoms attributable to a meniscal target and 
no evidence of OA – consider arthroscopic meniscal repair if appropriate. 

• Arthroscopic surgery can be considered after 3 months with persistent pain and/ or mechanical 
symptoms when: 

o Weight-bearing AP (Anteroposterior) and lateral knee x-rays are normal 
AND 

o An abnormal MRI (grade III meniscus lesion) is present without any evidence of OA 
• Arthroscopic surgery can be considered sooner for patients with considerable mechanical 

symptoms (locking or giving way). 

Funding Mechanism 
Monitored approval (for commissioned policy inclusions) – may be subject to audit or contract challenge. 
Monitored approval: Referrals may be made in line with the criteria without seeking funding. NOTE: 
These referrals may be the subject of contract challenges and/or audit of cases against commissioned 
criteria. 

 

Clinical Exceptionality: Clinicians can submit an Individual Funding Request (IFR) outside of this 
guidance if they feel there is a good case for exceptionality.  More 
information on determining clinical exceptionality can be found in the Greater 
Manchester (GM) Effective Use of Resources (EUR) Operational Policy.  
Link to GM EUR Operational Policy. 

Fitness for Surgery: The clinician making the request must confirm that in their opinion the patient 
is fit for the surgery requested. 

Best Practice Guidelines: All providers are expected to follow best practice guidelines (where available) 
in the management of these conditions. 

Funding request form Knee Arthroscopy in the degenerate knee 
 

https://gmeurnhs.co.uk/Docs/Other%20Policies/GM%20EUR%20Operational%20Policy.pdf
https://gmeurnhs.co.uk/Docs/Other%20Policies/GM%20EUR%20Operational%20Policy.pdf
https://gmeurnhs.co.uk/Docs/Funding%20Request%20Forms/Knee%20Arthroscopy%20Funding%20Request%20Form.docx

