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TREATMENT OF MENISCAL LESIONS 
IN PROFESSIONAL FOOTBALLERS

Introduction
Meniscal injuries in footballers are a common 
cause of missed game time and even have 
the potential to be career shortening. While 
the treatment approach must take into 
account the footballer’s position, time in 
season, and contract status, goals remain 
the same: achieving the quickest safe 
return to play while protecting the long-
term health of the joint [1]. Historically, 
meniscectomy has been the treatment of 
choice for isolated meniscal tears in elite 
footballers, with repairs reserved for tears 
with concomitant ligament injuries [2,3]. 
With growing evidence of the potential 
short and long term negative effects of 
meniscectomy [4–6],  especially of the lateral 
meniscus, treatment is currently evolving 
to include more meniscal repairs [7–9].

Medial Versus Lateral Meniscus Tears 
Across elite sport, lateral meniscectomies, 
compared to medial,  have been shown to 
have increased post-operative effusions 
and missed game time [6], lower return 
to play rates [4], and are more career 
shortening even than ACL injuries [5]. 
Fortunately, Logan et al showed that 
lateral meniscus repairs heal at a higher 
rate than medial repairs in their elite 
athlete cohort [10]. Consequently, the 
authors strongly recommend repair of 
most lateral meniscus tears in footballers. 
In contrast, most medial meniscectomies 
are tolerated well, at least in the short 
and medium term, by elite footballers [2]. 
This positive short-term outcome must 
be balanced against the development of 
medial osteoarthritis [11], although this 
usually develops after sports career end. 

Tears of the Lateral Meniscus
Longitudinal tears of the lateral meniscus
For the reasons stated above, longitudinal 
tears of the lateral meniscus tears are always 
repaired, even if involving degenerative tissue. 
The vast majority will heal well in athletes [10]. 
In contrast, there are frequent short and long 
term problems with lateral meniscectomy [6]. 

Radial tears of the lateral meniscus
Radial tears of the lateral meniscus are most 
commonly associated with an ACL rupture, 
but isolated radial tears do occur. These 
tears decrease the contact area and increase 
contact pressures in the posterolateral 

tibia [12]. Although shorter than many 
longitudinal tears, the longitudinal fibres 
of the meniscus are torn and the lateral 
meniscus loses function akin to total/
sub-total lateral meniscectomy [13]. 

It has previously been thought futile to repair 
these tears since only the peripheral portion 
of a radial tear has a good blood supply. 
However, repair usually leads to healing and 

decreased articular contact pressures, likely 
protecting the chondral surfaces in the short 
and long term [6,14,15]. For this reason, the 
authors strongly encourage repair of these 
tears in footballers. The authors prefer 
inside-out repair with a combination of 
vertical ‘rip-stop’ sutures either side of the 
tear spanned by an average of 3 horizontal 
mattress sutures as seen in Figure 2. 

Figure 1. Degenerative changes in the lateral compartment of the knee, the consequence of a partial lateral 
meniscectomy in a 23 year old professional footballer.

1 A &1B: Initial post-injury axial (1A) and coronoal (1B) images of a radial tear of the lateral meniscus (white arrows) 
in a professional footballer who then underwent partial lateral meniscectomy by a surgeon elsewhere before being 
referred for a second opionon. 
1C: Coronoal image taken 2 months post-meniscectomy showing lack of meniscal engagement in tibio-femoral 
articulation and therfore lack of meniscal function
1D: Arthroscopic image of the lateral compartment 4 months post-meniscectomy, at arthroscopy undertaken for 
persistent knee swelling and inability to return to sport, showing significant chondral damage
Images reprinted with permission from Springer. Borque KA, Jones M, Cohen M, Johnson D, Williams A. Evidence-
based rationale for treatment of meniscal lesions in athletes. Knee Surg Sport Traumatol Arthrosc 2021. https://
doi.org/10.1007/s00167-021-06694-6. 
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Complex tears of the lateral meniscus
Based on the short and long-term negative 
effects of lateral meniscectomies, meniscal 
repair is considered even in complex 
lateral meniscal tears. The literature 
shows lateral meniscal repairs have higher 
rates of healing than medial meniscal 
repairs in both the isolated setting in elite 
athletes and when combined with ACL 
reconstruction in the general population 
[10,16].  In footballers, regardless of 
age, it is the authors’ view that repair 
should almost always be attempted 
even with tears traditionally thought 
to be unfavourable for suturing. 

Anterior horn lateral meniscus tear
The average human makes 1-2 million 
cycles of lower limb joint motion a year 
with running athletes undertaking many 
more. As a result, attritional damage to 
the menisci occurs. During knee flexion 
the lateral femur moves significantly 
posteriorly dragging the lateral meniscus 
with it, in contrast the medial femoral 
condyle moves much less [17]. The anterior 
horns of the menisci move more than 
their posterior horns, and thus the lateral 
meniscus anterior horn moves the most 
of all [18]. Therefore, it is not surprising 
that attritional longitudinal fissuring of 
the anterior horn of the lateral meniscus 
occurs so frequently that it should be 
viewed as ‘normal’ in the running athlete 
and only rarely needs surgical intervention.

On occasion these splits detach at one 
end and the fibres of the affected portion 
of the meniscus curl up forming a lump 
of meniscal tissue close to the anterior 
root which can irritate the fat pad in 
extension. The footballer will complain 
of anterolateral pain on knee extension 
which is especially problematic for striking 
a ball. Even in this situation surgery can 
frequently be avoided with an ultrasound 
guided injection of steroid to the affected 
portion of fat pad. If the footballer is unable 
to return to play following an injection and 
surgery is indicated, great care is taken to 
remove as little tissue as possible; only 
unstable prominent tissue is resected 
and the remaining fissures are then 
repaired if needed, but usually left alone. 

Horizontal (cleavage tears) / 
lateral meniscal cysts
These tears are the most common 
degenerative tears seen with elite 
footballers, whereas the normal population 
typically degenerative lesions are medial. 
Such tears are often asymptomatic and 
should not be operated upon without 
good reason. If symptoms are present, 
they frequently relate to an associated 

cyst irritating the iliotibial band rather 
than the tear itself. In this scenario, the 
first step should be non-operative. With 
ultrasound scan guidance an experienced 
radiologist can not only inject the meniscal 
cyst with steroid or platelet-rich plasma, 
but also disrupt it with multiple passes 
of a large bore needle to break it down. It 
is rarely possible to actually aspirate the 
gelatinous material out of the cyst, but this 
is frequently not necessary for resolution 
of pain. Only when this treatment fails 
should surgery be considered.  Excision 
of the degenerative tissue in the central 
meniscus body is performed with gentle 
application of a shaver inserted through the 
horizontal cleavage, followed by repair of 
the remaining meniscus if at all possible. 
If resection is necessary, then that should 
be undertaken as sparingly as possible. 

Posterior root lateral meniscus tear
Posterior root tears of the lateral meniscus 
almost always occur with ACL ruptures 
and are more common in injuries sustained 
playing contact sports [19–21]. Due to 

their importance in load sharing, and 
their role in resisting anterior tibial 
translation and internal rotation, they 
should be repaired at the same time as 
undertaking ACL reconstruction [22–26]. 

Tears of the Medial Meniscus
Isolated Longitudinal tears 
of medial meniscus
Isolated longitudinal tears, including 
bucket handle tears, of the medial 
meniscus present the most difficult 
treatment decisions for clinicians 
involved in managing footballers. 
On the one hand, partial medial 
meniscectomy leads to predictable and 
reliable high return to play (RTP) rates. 
On the other hand, loss of meniscal 
tissue potentially leads to osteoarthritis 
in the long term [11]. The authors’ 
experience is that, in great contrast 
to footballers who have undergone 
lateral meniscectomy, it is very rare 
for a player to retire prematurely 
due to the arthritic consequences 
of medial meniscectomy.  

Figure 2. A complex, predominantly radial tear of the lateral meniscus in a 17 year old footballer

Figure 3. A chronic complex tear in the lateral meniscal body of a 17 year old volleyball player

2A  A radial tear between the anterior one third and posterior two-thirds of the lateral meniscus following gentle 
debridement of the tear to ‘freshen’ the tear and encourage bleeding
2B. Two vertical sutures (red arrows) were placed first to prevent pull out of the horizontal sutures
2C Four horizontal sutures were placed to reduce and compress the tear
Images reprinted with permission from Springer. Borque KA, Jones M, Cohen M, Johnson D, Williams A. Evidence-
based rationale for treatment of meniscal lesions in athletes. Knee Surg Sport Traumatol Arthrosc 2021. https://
doi.org/10.1007/s00167-021-06694-6. 

3A The tear pattern is delineated by the orange lines. 
3B The chronicity of the tear is evident by the rounded edges of the torn fragment.
3C The longitudinal component was repaired first followed by repair of the radial component. Healing was 
confirmed by MRI 4 months post-operatively
Images reprinted with permission from Springer. Borque KA, Jones M, Cohen M, Johnson D, Williams A. Evidence-
based rationale for treatment of meniscal lesions in athletes. Knee Surg Sport Traumatol Arthrosc 2021. https://
doi.org/10.1007/s00167-021-06694-6. 
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When making a treatment decision, factors 
such as tear distance from the periphery 
and athlete age impact healing and should 
be considered. Repairs of tears more than 
4 mm from the periphery have shown 
higher rates of failure  while repairs less 
than 2 mm from the periphery have shown 
increased healing potential [27,28]. Age is 
another factor with repair typically reserved 
for footballers younger than 18-20 years. 
The decision to perform a meniscectomy 
versus repair must be made in combination 
with the footballer, discussing the short- 
and long-term effects of each option. 
In contrast to isolated tears, due to much 
higher healing rates and the importance 
of the medial meniscus as secondary 
stabiliser aiding the ACL, longitudinal 
medial meniscal tears in the context of 
ACL reconstruction should be repaired.

Degenerative tears of medial meniscus
Degenerative tears are generally found in the 
posterior third to half of the medial meniscus 
and have poor healing potential [27,29].  These 
are frequently noticed as incidental findings 
on an MRI undertaken for another complaint 
and as such should be left alone. Nevertheless, 
a minority are genuinely symptomatic- 
especially those with an unstable fragment 
lodged between the MCL and tibia. Initial 
treatment includes a short term of rest plus 
physiotherapy. If there is an effusion, drainage 
and injection of hyaluronic acid (HLA) and/
or platelet rich plasma (PRP) is considered 
[30]. Surgery is only considered after failure 
of non-operative measures and involves 
resection of as little tissue as possible. 

Posterior root medial meniscus tear
Isolated posterior root medial meniscus 
tears are uncommon, but untreated they 
can be devastating. The footballer often 
describes a twisting injury with the knee 
in a flexed position and may describe a 
‘popping’ sensation. They tend to present 
with posterior pain in deep flexion, but little 
or no swelling, lack of joint line tenderness, 
and a negative McMurray’s sign [31]. Due 
to this, diagnosis can be difficult and 
high clinical suspicion is required. Medial 
meniscus posterior root repair restores the 
competence of the medial meniscus by 
addressing meniscal extrusion and should be 
attempted in all cases, even in the presence 
of established chondral damage [32]. 

Concomitant meniscal 
tears with ACL Injury
Meniscal injuries have been reported to 
occur in between 41% and 82% of ACL 
injuries with increased incidence noted with 
participation in contact sports [20]. While 
classical teaching states that acute ACL 
injuries result in lateral meniscus tears and 

chronic ACL injuries lead to medial meniscal 
tears [33], the authors have found that both 
medial and lateral meniscal pathology is 
frequently found in elite footballers with 
ACL tears, likely a reflection of the greater 
forces that occur at high levels of sport.

Repair of a meniscus tear in the setting 
of an ACL injury should be the first choice 
knowing the importance of the menisci as 
secondary stabilisers for the ACL [22,26,34–
37]. Meniscal integrity has been shown to 
be predictive of laxity and survivorship of 
the ACL graft following ACL reconstruction 
[38,39]. Fortunately multiple studies have 
suggested that meniscal repair is more 
likely to be successful when combined 
with an ACL reconstruction than when 
performed in isolation [28,29,40–42].

Biologic augmentation
Healing of meniscal repair depends on 
vascularity in the menisci, which is best 
peripherally and least centrally. Tear 
preparation prior to attempting repair is 
very important and every effort is made 
to improve the biological environment to 
increase chances of healing. Based on current 
research, the authors routinely use a rasp and 
gentle application of a power shaver to the 
torn meniscus edges and adjacent synovium 
[43,44], inject PRP into the suture line using 
spinal needles [45], and undertake bone 
marrow stimulation through microfracture 
[46] of the lateral wall of the intercondylar 
notch in isolated meniscal repairs.

Post-operative Rehab
Post-operatively full active and passive 
extension is encouraged immediately for 
all patients. Meniscectomies are allowed to 
weight bear as tolerated. The exception is 
when bone marrow oedema is present on 
MRI, in which case the footballer is limited to 3 
weeks partial weight-bearing, after which full 
weight bearing is allowed once knee extensor 

strength has been restored [47]. In these cases, 
use of an ‘off-loader’ brace is considered.

For meniscal repairs, weight bearing status 
and range of motion is determined by the type 
of meniscus tear [48]. Repairs of radial tears 
and root tears are kept non-weight bearing 
for four weeks, followed by two weeks of 
partial weight bearing [48]. If coronal plane 
alignment is unfavourable then an off-loader 
brace is worn for weight-bearing activity until 
the end of 12 weeks from surgery. Longitudinal 
tears are allowed to weight bear as tolerated, 
as weight bearing compresses the tear. 

Flexion causes posterior meniscal motion 
especially over 60 degrees, [17] therefore 
flexion is limited to ninety degrees for the 
first four weeks following most meniscal 
repairs. For radial tears and root repairs, as 
they are more vulnerable, flexion is limited 
to 60 degrees for four weeks followed 
by two weeks limited to 90 degrees. 

As flexion causes posterior femoral translation, 
especially laterally, and on the medial side a 
posterior shift in joint contact area [17], loaded 
flexion exercises are limited to a maximum 
60 degrees for 6 weeks and 90 degrees until 
the end of the twelfth week. Running typically 
starts at the end of the twelfth week with 
the goal of return to play at 16 weeks. For 
radial tears this is usually a month later.

Conclusion
Meniscal injuries in elite footballers are a 
common and successful treatment requires 
the clinician to understand the player’s goals 
and needs, communicate effectively between 
all stakeholders, and a have knowledge of 
the challenges posed by the different types 
of meniscal tears seen in this population. 
It is important to recognise the differences 
in ‘personality’ of medial and lateral tears 
evidenced in the literature and understand 
the differing approaches to treatment.
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