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Abstract
Background Meniscal surgery is one of the most frequent orthopaedic procedures performed worldwide. There is 
a wide range of possible treatment errors that can occur following meniscal surgery. In Norway, patients subject to 
treatment errors by hospitals and private institutions can file a compensation claim free of charge to the Norwegian 
System of Patient Injury Compensation (NPE). The purpose of this study was to systematically analyse compensation 
claims filed to the NPE following meniscal surgery and evaluate gender effects on accepted claims. Our hypothesis 
was that there was no gender difference in accepted claims.

Methods We performed a cross-sectional study assessing all registered claims at the NPE after meniscal surgery 
from 2010 to 2020. The surgical procedures were stratified into subgroups following data collection. Data from 
the Norwegian Patient Registry were collected to obtain information on the numbers of the different procedures 
performed in hospitals and private institutions. We calculated frequencies and relative frequencies of categorical data. 
Differences in categorical data were calculated using the Pearson Chi-square test.

Results The total number of meniscal resections and sutures in the study period was 119,528. A total of 372 
compensation claims were filed, 241 male and 130 female. Of these, 152 (40.9%) claims were accepted, while 220 
(59.1%) were rejected. The most frequent reasons for filing a compensation claim were pain (114), followed by 
infection (98), wrong technique (38) and impaired function/instability (25).There was a significant gender difference in 
the acceptance of claims in favour of men (121 vs. 31, p < 0.001). A sensitivity analysis excluding infection as reason for 
compensation claim found no gender difference (p = 0.16) in acceptance of claims.

Conclusion Compensation claims after meniscal surgery are rare, with only 0.3% of patients filing a compensation 
claim. There was a marked preponderance of men with accepted claims due to a higher frequency of postoperative 
infections. Surgeons should be aware of this and take this into account in the decision-making before surgery.
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Background
Meniscal surgery is one of the most common orthopae-
dic surgical procedures performed worldwide [1]. The 
most frequent meniscal surgeries are either arthroscopic 
sutures or (partial) resection of the meniscus. Open sur-
gery is rare, as is transplantation of the meniscus.

In Norway, although most meniscal surgery is per-
formed in public hospitals, there is also a significant 
number of surgeries in private healthcare facilities.

Treatment errors from meniscal resection and menis-
cal repair have been reported in between 2.8 and 11% 
of the cases [2, 3]. Treatment errors include but are not 
restricted to, chondral damage, pain, failure of suture 
device, infection, venous thromboembolism (VTE) and 
pulmonary embolism, nerve injuries (saphenous and 
peroneal) and popliteal artery lesions [4].

Patients in Norway experiencing treatment errors from 
private or public medical treatment can file a compen-
sation claim free of charge to the Norwegian System of 
Patient Injury Compensation (NPE) [5]. Certain vital 
criteria must be present in order to receive compensa-
tion from the NPE: (1) The treatment received has to be 
incorrect according to NPE regulations, (2) the treatment 
error has to have financial consequences for the patient 
and (3) the claim has to be filed within 3 years of the 
treatment. However, if the error led to a level of impair-
ment of more than 15%, compensation will in some cases 
be accepted even though the 3 criteria above are not ful-
filled. This applies especially to postoperative infections. 
In such cases, the level of medical impairment is set by 
specialists pointed out by the NPE [6].

Compensation claims following medical treatment 
are common in orthopaedic surgery [7].There are no 
known nationwide registries for this specific proce-
dure, like the ones we have in arthroplasties [8]. Using 
the registries of NPE and NPR therefore gives us access 
to a vast number of procedures that otherwise would 
be impossible to retrieve. Moreover, the compensa-
tion claims are subjective data, i.e. it is not the surgeon 
reporting these complaints or complications. Thus, in 
addition to the vast number of surgeries assessed, this 
gives us another perspective than experimental studies. 

Complications in orthopaedic surgery costs a lot for the 
society, in addition to the potential devastating results 
for the patients. However, a study on patient compensa-
tion claim is not evaluating complications after surgery, 
but identifying areas of improvement in health care. 
Studies on compensation claims therefore should be of 
global interest. Previous studies have assessed compen-
sation claims following arthroplasty procedures, spine 
interventions, arthroscopic procedures in general, knee 
cartilage surgery and anterior cruciate ligament recon-
struction [9–14]. To date, however, no study has exam-
ined compensation claims following the most frequently 
performed orthopaedic procedures, namely meniscal 
resection and meniscal suture. The aim of this study was 
to assess the frequency and distribution of compensation 
claims in Norway following knee meniscus surgical pro-
cedures and evaluate gender effects on accepted claims. 
The objective to retrieve and couple data of such surger-
ies from the NPE and NPR between 2010 and 2020. Our 
hypothesis was that there was no gender difference in 
accepted claims.

Methods
This study has a cross-sectional design, and we assessed 
and evaluated all compensation claims for meniscal 
surgery in public and private healthcare facilities from 
1 January 2010 to 31 December 2020. All patients who 
submitted a compensation claim following knee meniscal 
surgery to NPE in Norway during the study period were 
included.

The Norwegian Patient Registry (NPR) records all 
treatment in public and private Norwegian hospitals, and 
its main function is to collect and report data on patients 
in specialist care in Norway.

Data were collected from the NPE as the database was 
searched to identify patients by using predefined pro-
cedure codes based on the Nordic Medico-Statistical 
Committee (NOMESCO) Classification of Surgical Pro-
cedures (NCSP) codes (Table  1) [15]. No patients were 
excluded from the NPE database, which means that all 
of the patients that filed a complaint after surgery as 
depicted in Table 1, were included in the study data set. 
Data from the NPE included demographics, treatment 
facilities, procedure performed, the reason for the claim 
and the outcome (accepted/rejected). The surgical pro-
cedures were stratified into subgroups following data 
collection. The corresponding data from the NPR were 
collected and included information on the numbers of 
different procedures performed in public and private 
hospitals. All data were retrieved in late 2023.

The Regional Ethics Committee of Norway (REK) 
approval and consent from the patients were deemed 
unnecessary because the data are based on anonymized 
records (REK 15.10.10). In addition, the Data Access 

Table 1 Nordic medico-statistical committee (NOMESCO) 
classification of surgical procedures (NCSP) [15]
Surgical procedure NCSP code
NGD 01 Arthroscopic total excision of the meniscus
NGD 02 Open total excision of the meniscus
NGD 11 Arthroscopic partial excision of meniscus
NGD 12 Open partial excision of meniscus
NGD 21 Arthroscopic reinsertion of meniscus
NGD 22 Open reinsertion of meniscus
NGD 91 Other arthroscopic operation on meniscus
NGD 92 Other open operation on meniscus
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Committee and the data protection officer of Møre and 
Romsdal Hospital Trust approved the study on the 6th of 
February 2024 (approval number 2024/1390).

Statistics
We calculated frequencies and relative frequencies of 
categorical data. Differences in categorical data were 
calculated using the Pearson Chi-square test. A p value 
of < 0.05 was regarded as statistically significant. All sta-
tistics were calculated using IBM SPSS version 29 (IBM 
Corp., Armonk, NY, USA).

Results
The total number of meniscal resections and sutures in 
the study period was 119,528, of which almost 90% were 
meniscal resections (Fig.  1). A total of 372 (0.3%) com-
pensation claims were filed during the study period 
(Tables  2 and 3). Of these, 152 (40.9%) claims were 
accepted, while 220 (59.1%) were rejected.

Frequency of claims
There were 17 different reasons for filing compensation 
claims (Table  2). The most frequent reasons were pain 

(114) followed by infection (98), wrong technique (38) 
and impaired function/instability (25).

Gender distribution of claims
Men filed 241 of the claims and women 130 (Table  3). 
1 claim lacked information on gender. There was a sig-
nificant gender difference in the acceptance of claims 
(p < 0.001) (Table  4). The numbers accepted were 121 
(50%) for males and 31 (24%) for females. We there-
fore performed a sensitivity analysis (Table 4) where we 
removed infection as reason for compensation claim and 
then found no gender difference (p = 0.16).

Age distribution of claims
Most claims were filed by patients aged 20–60 years, with 
the highest frequency being in the age group 40–49 years. 
This age group filed 95 claims, 69 of which were rejected 
(Fig. 2). Stratifying into different age intervals (Table 3), 
there was no difference in accepted vs. rejected (p = 0.14) 
compensation claims.

Fig. 1 Flow chart of the compensation claims filed
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Relative frequency of acceptance
Although death (1) and iatrogenic damage (3) were very 
rare treatment errors among all the 119,528 surgeries, the 
filed claims were accepted in 100% of those cases. Wrong 
indication (16) and the more frequent infection (98) both 
resulted in compensation in 93% of the cases (Table 2).

Meniscal resection versus meniscal repair
Most of the compensation claims were due to 
arthroscopic resections (284) and repair (80). These were 
accepted in 113 (40%) and 36 (45%) of the cases (p = 0.42).

Discussion
The main finding of the present study was that the rela-
tive frequency of accepted claims for men was twice the 
figure for women. The number of compensation claims 
by males was almost 2/3 of the total number of claims. 
This can be explained by the fact that the frequency 
of compensation claims by men where the cause was 
infection was much higher than the corresponding fre-
quency for women. One study has reported that men 
are more involved in shared decision-making processes 
than women. Despite this, our study reveals that men 
have more compensation claims accepted. Our sensitiv-
ity analysis, where we removed infection as a reason for 
compensation claims, showed that there was no gender 

Table 2 Reasons for claims in declining order of frequency, stratified by gender.*In one of the cases, the gender of the patient was not 
reported
Compensation claim reason Total Accepted Rejected Percentage 

approved
Male Female Male Female Male Female

Pain 114 1 1 56 56 2 2
Infection 98 82 9 6 1 93 90
Wrong technique 38 11 6 12 9 48 40
Impaired function/instability 25 2 0 16 7 11 0
Nerve lesion 22 2 1 12 7 14 13
Delayed treatment/surgery 21 5 2 4 10 56 17
Wrong or no indication 16 10 5 1 0 8 16
DVT or LE 13 0 2 8 3 0 40
Inadequate preop investigation 10 3 3 3 1 50 75
Iatrogenic damage 3 1 2 n/a n/a 100 100
Development of osteoarthritis 2 n/a n/a 1 1 0 0
Stiffness* 2 1 0 n/a n/a 100 n/a
Operated wrong knee 2 1 0 0 1 50 0
Compartment syndrome 2 1 0 0 1 50 0
CRPS 2 n/a n/a n/a 2 n/a 0
Operation initiated rheumatoid arthritis 1 n/a n/a 1 n/a 0 n/a
Death 1 1 n/a n/a n/a 100 n/a
Total 372 121 31 120 99 50 24

Table 3 Distribution of claims stratified by age, gender and accepted denied
Age Male Female Unclassified Accepted Denied Total
0–19 13 27 0 12 28 40
20–29 44 18 0 26 37 63
30–30 53 13 1 30 36 66
40–49 67 38 0 36 69 105
50–59 38 27 0 32 33 65
60–69 22 6 0 14 14 28
70–79 2 0 0 2 0 2
80+ 0 1 0 0 1 1
Total 241 130 1 152 220 372

Table 4 Sensitivity analysis of infection included and excluded 
stratified by gender

Denied Accepted P value
Infection included
 Male 120 121 < 0.001
 Female 99 31
Infection excluded
 Male 114 39 0.16
 Female 98 22
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difference in acceptance without infection as the cause 
(p = 0.16). The literature demonstrates that men have a 
higher risk of infection following meniscal surgery [16, 
17]. It has been stated that this might be due to different 
baseline bacterial colonization of the skin by the two gen-
ders, and also that it might be due to more hair growth 
and thus need for shaving in men [18]. In the NPE sys-
tem, compensation claims because of infection tend to be 
accepted, amounting to almost 93% in our database. This 
is consistent with other papers on the topic [9, 10, 13, 14].

It is important to assess and reinforce changes due 
to treatment failures. Incident reports and complaint 
management are important factors of the “continuous 
improvement cycle” [19]. We believe this applies to both 
hospital level and national levels. On a hospital level this 
can be taken care of with proper quality systems, and a 
culture for constructive managing of the complaints and 
treatment errors [19]. On a larger scale, registry based 
studies like ours can be important factors for reinforcing 
changes in treatment and decision-making.

In the study period, 0.3% of patients filed a compensa-
tion claim and 0.13% were accepted. Pain was the single 
most frequent reason for filing a compensation claim, 
with 114 claims among the more than 119,500 surger-
ies (0.1%). Pain is the cardinal symptom of early osteo-
arthritis (OA), and some of the surgeries might have 
been performed on early OA where a meniscus injury 
was associated with, or part of the process in, the aging 

knee [20, 21]. As outlined in the results of the pres-
ent study, compensation claims were most frequent in 
the higher age groups, which supports this assumption. 
These patients received compensation in fewer than 2% 
of the cases. Pain is a rather subjective complication, 
and no tests can be performed to confirm this treatment 
error. It can be due to intra-articular damage, such as 
cartilage lesions, progression of osteoarthritis, complex 
regional pain syndrome, arthrofibrosis, etc. It can also 
be due to the original condition, i.e. the problem was 
not solved by the arthroscopic procedure. Recent litera-
ture recommends alternative approaches to surgery for 
a degenerative meniscus injury [22, 23]. Our data do not 
discriminate between the different causes of pain. How-
ever, iatrogenic damage and complex regional pain syn-
drome are separate reasons for compensation claims. 
The former claims were filed in 3 (0.003%) cases, which 
were all accepted, while the latter were filed in 2 (0.002%) 
cases and neither of these was accepted. Many articles 
on complications of meniscal surgery do not report pain 
as a complication. Hagino et al. did not see any cases of 
complex regional pain syndrome in a study of more than 
2.600 cases. 2 out of these cases did, however, develop 
postoperative infection, and 2 developed VTE [24]. 
Pajalic et al. published in 2018 a comprehensive article 
on 18,735 patients who underwent knee arthroscopy in 
Sweden [25]. They found an overall complication rate 
of 1.1%. The three most reported complications were 

Fig. 2 Age distribution of compensation claims
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complications not classified elsewhere (33%), throm-
bophlebitis (24%) and pulmonary embolism (14%) [25]. 
However, they only focused on complications in the 30 
days following arthroscopic procedures in the knee [25]. 
This differs from our results, which show that 13 (0.01%) 
compensation claims were filed because of VTE or pul-
monary embolism 2 of which (15%) were accepted.

Wrong technique was the third most frequent reason 
for compensation claims in our data. 38 (0.03%) compen-
sation claims were filed for this reason, and they were 
accepted in 45% of the cases. Our data do not reveal 
whether the errors were caused by inexperienced sur-
geons, who either did not use the technique correctly or 
chose the incorrect technique at the outset. Examples 
could be that the surgeon tried to use cortical fixation for 
a meniscal root tear but placed the suture channels incor-
rectly, or that the surgeon did not realize that there was a 
root tear in the first place, and therefore did not address 
it. Nevertheless, little has been written about wrong 
techniques. Inexperience can also lead to higher surgical 
time, which increases the likelihood of complications. In 
2006, Reigstad et al. found a complication rate of 5% in 
876 cases, but only 0.7% had therapeutic consequences. 
In their data they found that the time spent on the pro-
cedure was the only factor that influenced the rate of 
complications, thus not the use of a tourniquet [26]. In a 
larger study by Gowd et al. of almost 79,000 arthroscopic 
knee surgeries, only small increases in surgical time 
increased the risk of complications such as postoperative 
infections, sepsis and readmissions [27].

Impaired function/instability and nerve lesion com-
plaints were filed in 25 (0.02%) and 22 (0.02%) cases 
respectively. The patients received compensation in 8% 
and 14% of the cases.

Delayed treatment/surgery
21 patients (0.02%) filed a claim for compensation for 
delayed treatment or surgery, and 7 (33%) of these were 
successful. This seems reasonable, as many meniscal tears 
are chronic. A patient with a long relevant medical his-
tory is not likely to benefit from faster treatment, and 
according to Pihl et al., there is no subgroup that benefits 
more from meniscal surgery than others [28]. In addition, 
shorter time to surgery was not a success factor [28]. It 
seems, however, reasonable to treat patients with acute 
trauma more promptly. When a repair of the meniscus is 
indicated, it is advised to do this as soon as possible [29]. 
This can explain the figure of 33% who received compen-
sation in this group.

Wrong or no indication
16 (0.01%) patients filed a claim for this reason, and 
almost all of them (93%) were granted compensation. The 
mean age and volume of meniscal resection continued 

to rise in this period [30, 31], despite the questionable 
results of arthroscopy for degenerative knees [32, 33]. 
The study of Kise et al. indicates that one can achieve 
good results with supervised exercise alone in this group 
of patients [34]. This may be the reason why such a high 
percentage received compensation in this group.

Limitations of the study
In Norway, there is unfortunately no registry based on 
meniscal surgery. This means that we cannot determine 
whether our findings from the NPE are caused by differ-
ent frequencies of filing complaints based on gender, or 
whether there actually is a difference in complications 
between the genders. However, other papers support the 
findings of gender differences [9, 10, 13, 14, 35], especially 
with regard to infection. Another limitation is the criteria 
for the NPE to accept compensation claims. Studies show 
that we can expect more complications than the 0.13% 
of accepted claims in the NPE [2, 36]. The vast difference 
in frequency between the types of claims accepted may 
also in turn affect whether people bother to file a claim 
or not, i.e. because compensation for infections is more 
often granted than for pain, people experiencing pain as a 
treatment error after meniscal surgery might be less likely 
to file a compensation claim in the first place. Further, the 
NCSP classification does not discriminate between the 
different types of meniscal sutures. We therefore have no 
data on possible differences between all-inside, inside-
out and outside-in techniques in cortical sutures for 
meniscal root tears. However, the literature suggests that 
there is no difference [3]. Also, our study only included 
patients going through surgery, and not other treatment 
options such as physiotherapy or knee joint injections. 
All the patients in the study were all from one single 
country, and this may of course affect the generalizabil-
ity of the study. Finally, being a cross-sectional study, we 
cannot perform causal inference. Such studies may also 
be susceptible to bias [37].

Strengths of the study
The main strength of this study is that we examined more 
than 119,000 procedures over a period of 10 years. To our 
knowledge, there are no studies outnumbering the pres-
ent study with respect to included subjects on compen-
sation claims on meniscal knee surgery. In addition, the 
NPR and NPE registries have high consistency and com-
pleteness, and patients are unable to opt out. Hence, the 
figures are trustworthy [38] and reflect current practice 
and risk with this common knee surgery procedure. Col-
lection of data on inferior outcomes is a powerful tool 
to study weak aspects of our current care in all fields of 
medicine and in this particular study meniscal surgery 
is in focus. This is valuable information for both knee 
surgeons and caregivers, and can be used to prevent 
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treatment errors in the future. Our data suggest that 
additional precautionary measures should be taken when 
operating on men. Although the relative frequency of 
infection is low in both men and women, our data indi-
cate a much higher relative frequency of infection follow-
ing knee meniscal surgery in male patients. This study 
demonstrates the importance of reducing treatment 
errors when providing health care and to prevent to such 
errors to occur.

Conclusion
Compensation claims after meniscal surgery are rare, 
with only 0.3% of patients filing a compensation claim. 
There was a marked preponderance of men with accepted 
claims due to a higher frequency of postoperative infec-
tions. Surgeons should be aware of this and take this into 
account in the decision-making before surgery.
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