Arthroscopic surgery for knee osteoarthritis? Just say no. J Fam Pract. 2009;58:143-145.

Potential PURL Review Form: Randomized controlled trials
SECTION 1: IDENTIFYING INFORMATION

1. Citation

2. Hypertext link to PDF
of full article

3. First date published
study available to
readers

4. PubMed ID

5. Nominated By

6. Institutional Affiliation
of Nominator
7. Date Nominated

8. ldentified Through
9. PURLS Editor
Reviewing Nominated
Potential PURL

10. Nomination
Decision Date

11. Potential PURL
Review Form (PPRF)
Type

12. Other comments,
materials or discussion
13. Assigned Potential
PURL Reviewer

14. Reviewer Affiliation
15. Date Review Due
16. Abstract

Kirkley A, Birmingham TB, Litchfield RB, et al. A randomized trial of arthroscopic surgery for
osteoarthritis of the knee. N Engl J Med. 2008;359:1097-1107.
http://www.ncbi.nlm.nih.gov/entrez/utils/fref.fcgi?Prld=3051&itool=AbstractPlus-
def&uid=18784099&db=pubmed&url=http://content.nejm.org/cgi/pmidlookup?view=short&pmid
=18784099&promo=ONFLNS19

September 9, 2008

18784099
Mike Mendoza

University of Chicago

September 16, 2008

BMJ Online
Bernard Ewigman

September 19, 2008

RCT

John Hickner

University of Chicago

October 9, 2008

BACKGROUND: The efficacy of arthroscopic surgery for the treatment of osteoarthritis of the
knee is unknown. METHODS: We conducted a single-center, randomized, controlled trial of
arthroscopic surgery in patients with moderate-to-severe osteoarthritis of the knee. Patients
were randomly assigned to surgical lavage and arthroscopic débridement together with
optimized physical and medical therapy or to treatment with physical and medical therapy
alone. The primary outcome was the total Western Ontario and McMaster Universities
Osteoarthritis Index (WOMAC) score (range, 0 to 2400; higher scores indicate more severe
symptoms) at 2 years of follow-up. Secondary outcomes included the Short Form-36 (SF-36)
Physical Component Summary score (range, 0 to 100; higher scores indicate better quality of
life). RESULTS: Of the 92 patients assigned to surgery, 6 did not undergo surgery. Of the 86
patients assigned to control treatment, all received only physical and medical therapy. After 2
years, the mean (xSD) WOMAC score for the surgery group was 8741624, as compared with
8971583 for the control group (absolute difference [surgery-group score minus control-group
score], —231605; 95% confidence interval [Cl], —208 to 161; P=.22 after adjustment for baseline
score and grade of severity). The SF-36 Physical Component Summary scores were 37.0+11.4
and 37.2+10.6, respectively (absolute difference, —0.2£11.1; 95% CI, -3.6 to 3.2; P=.93).
Analyses of WOMAC scores at interim visits and other secondary outcomes also failed to show
superiority of surgery. CONCLUSIONS: Arthroscopic surgery for osteoarthritis of the knee
provides no additional benefit to optimized

physical and medical therapy. (ClinicalTrials.gov number, NCT00158431.) 2008
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included in the analysis, so the potential for bias seems small.
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Funded by the Canadian Institute for Medical Research (The Canadian NIH)
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Although it is not an entirely new finding that knee arthroscopy is not effective
for OA, this is the “nail in the coffin” study for knee arthroscopy.
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