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Objective: To evaluate knee scores and clinical efficacies of patients with non-lateral unicompartmental knee osteoar-
thritis (OA) who randomly underwent mobile-bearing (MB) unicompartmental knee arthroplasty (UKA), fixed-bearing
(FB) UKA, and total knee arthroplasty (TKA).

Methods: From September 2015 to February 2017, a prospective, randomized, parallel, single-center trial of
180 patients (78 males and 102 females; 63.3 � 6.9 years) with non-lateral compartmental knee OA was performed
in the first author-affiliated hospital. The patients were randomly divided into three groups (each group included
60 patients) and received medial cemented Oxford phase 3 MB UKA, medial cemented Link FB UKA, or cemented
DePuy Sigma PFC TKA, respectively. A similar perioperative management and fast-track surgery program was carried
out for all patients. The knee scores at 3-year follow-up after operation and clinical efficacies of these three groups of
patients were recorded, investigated, and compared.

Results: Primarily, compared to the TKA group, the UKA groups (MB UKA and FB UKA) had shorter operative time (median
63.2 < 67.1 min), less bleeding (8.6 < 30.0 mL), earlier resumption of walking without crutches (3.0 < 8.0 days) and walk-
ing up and down the stairs (5.0 < 10.0 days) (P < 0.001), higher FJS scores (78.0 > 74.5) (P = 0.007), better results in
all knee scores (except VAS and KSS function scores) (P < 0.05), and a larger maximum flexion angle of the knee at the
3-year follow-up (123.0� > 96.0�) (P = 0.001). Secondarily, compared to the TKA group, the MB UKA group showed better
results in the Western Ontario and McMaster Universities index (WOMAC) stiffness (83.6 > 79.6), WOMAC total
(86.3 > 83.2), Oxford knee score (OKS) (20.0 < 23.0), Forgotten Joint Score (FJS) (78.5 > 74.5), and a larger maximum
flexion angle of the knee (123.0 > 96.0) (P < 0.05). Moreover, the FB UKA group showed higher Hospital for Special Sur-
gery Knee Score (HSS) (91.0 > 88.5), WOMAC stiffness (84.3 > 79.6), WOMAC function (85.2 > 81.7), WOMAC total
scores (87.6 > 83.2), and a larger maximum flexion angle of the knee (119.0� > 96.0�) than the TKA group (P < 0.05).
Overall, there was no significant difference in all knee scores and maximum flexion angles of the knee for the MB UKA and
FB UKA groups (P > 0.05). There was one case with original bearing dislocation in MB UKA group. One patient with dis-
placement of the femoral component caused by a fall injury, and another patient, who lost his life in a car accident, were
involved in the FB UKA group. There was an infection case and an intermuscular vein thrombosis case in TKA group.

Conclusion: UKA showed more advantages than TKA; however, there was no significant difference between the MB
UKA and FB UKA groups for treatment of non-lateral compartmental knee OA.

Address for correspondence Yu-ming Li, MD, Department of Orthopedic Surgery, Jiangmen Central Hospital (Affiliated Jiangmen Hospital of Sun Yat-Sen
University), Jiangmen, Guangdong, China 529000 Tel: (+86)13822415987; Fax: (+86) 0750-3375441; Email: 12303383@qq.com
Received 10 November 2020; accepted 26 May 2021

73
© 2021 THE AUTHORS. ORTHOPAEDIC SURGERY PUBLISHED BY CHINESE ORTHOPAEDIC ASSOCIATION AND JOHN WILEY & SONS AUSTRALIA, LTD.

Orthopaedic Surgery 2022;14:73–87 • DOI: 10.1111/os.13111
This is an open access article under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs License, which permits use and distribution in
any medium, provided the original work is properly cited, the use is non-commercial and no modifications or adaptations are made.

https://orcid.org/0000-0002-6088-5424
http://creativecommons.org/licenses/by-nc-nd/4.0/


Key words: Knee; Osteoarthritis; Total knee arthroplasty; Unicompartmental knee arthroplasty

Introduction

The optimal procedure of arthroplasty for isolated medial
unicompartmental osteoarthritis (OA) of the knee

remains a long-term controversy. Some surgeons prefer total
knee arthroplasty (TKA), while others recommend uni-
compartmental knee arthroplasty (UKA)1. Even among
UKA, there is a dispute on the choice between the mobile-
bearing (MB) and fixed-bearing (FB) design2, 3.

Some reports have shown that UKA has many advan-
tages over TKA, including faster recovery, more physiologic
gait, less need for manipulation under anesthesia, shorter
hospital stay, earlier discharge to home, less postoperative
morbidity, lower perioperative costs, and higher rate of
return to sports and sports-related activities4–9. However,
recent literature has shown that compared to TKA, UKA
does not offer as many advantages and is easier to revise. A
mid-term follow-up study reported that the benefits of lower
perioperative complication rate, improved return to function
in UKA did not lead to any differences in satisfaction and
PROMs between medial OA patients who underwent TKA
or UKA. Both TKA and UKA result in significant improve-
ments postoperatively, with a similar ratio who were clini-
cally improved at 10 years postoperatively but had a similar
time dependent decline in quality of life and knee function
scores10. Another large sample study found that most UKA
and TKA are appropriate solutions to treat patients with
medial OA or osteonecrosis, but UKA has a higher chance of
accepting revision surgery than TKA11. Other nationwide
population-based cohort research studies came to the similar
conclusion that the risk of a complete exchange or failure
was higher for patients with UKA than for patients with
TKA12. Moreover, there are still some problems in UKA
itself, for example, aseptic loosening, progression of arthritis,
wear of polyethylene insert, and especially the risk of bearing
dislocation in MB UKA.

Furthermore, there are two different designs and
implants for UKA requiring different surgical techniques,
MB UKA and FB UKA, which might lead to different clinical
outcomes. Ko reported2 that MB UKA was more impression-
able to revisions compared to FB UKA due to aseptic loosen-
ing (0.393 > 0.255), arthritis progression (0.428 > 0.357),
inlay dislocation (0.286 > 0), and less polyethylene insert
wear rates. However, other observations showed no differ-
ences between MB UKA and FB UKA in terms of revision
rates, complications, and knee function in patient-related
outcomes3, 13. A recently meta-analysis discovered no signifi-
cant differences were presented between the FB and MB
prostheses in clinical and radiological outcomes. However, it
was evident that there were differences in the modes and
timing of the failures, and bearing dislocation resulted in ear-
lier failures in the MB prosthesis, while the FB prosthesis

failed later caused by polyethylene wear. There was no evi-
dence of publication bias using the incidence of revisions.
There is no significant difference between the FB and MB
UKAs; however, there are differences in the modes and
timing of failures14. Simply, it is not clear which one is more
suitable for the treatment of isolated medial OA among
TKA, MB UKA, and FB UKA. Facing different operation
strategies, selecting the most appropriate knee arthroplasty
procedure in accordance with patient’s preoperative charac-
teristics has the potential to improve postoperative satisfac-
tion, function, and participation in desired activities.

Patellofemoral chondromalacia (PFCM) and
patellofemoral osteoarthritis (PFOA) have been viewed as a
contraindication to UKA15, 16, which prompted surgeons to
preferentially perform TKA or combined UKA and
patellofemoral arthroplasty. However, recent studies
assessing the impact of preoperative PFCM and anterior
knee pain on outcomes following UKA with a MB implant
have demonstrated that the presence of PFCM and
patellofemoral arthritis does not adversely affect the clinical
efficacies and patient survival after UKA17, 18. Additionally,
functional outcomes of medial FB UKA are not adversely
affected by PFCM involving the medial patellar facet and/or
medial or central trochlea19.

Goodfellow et al.20 suggested that these above contra-
indications15, 16 can be ignored for mobile-bearing UKA. In
anteromedial osteoarthritis, PFOA is not a contraindication
to UKA. In 2007, Beard et al.20–22 proposed that PFOA
should not be considered a contraindication to UKA as long
as no groove is present in the lateral patella. Some recent
studies suggest that the standard proposed by Kozinn and
Scott15 was too strict and that UKA can be applied to more
people with moderate patellofemoral joint degeneration23, 24.
Hence, based on the above research results, the author pro-
posed a new concept of non-lateral compartment knee OA,
which was defined as medial compartment knee OA or
medial compartment knee OA combined with patellofemoral
OA. Moreover, patellofemoral arthritis and lateral knee
arthritis have been excluded from the criteria that classifies
non-lateral compartment knee OA.

Although there is some research comparing the results
of UKA and TKA4–9, and there are also some articles com-
paring the clinical efficacy of MB UKA and FB UKA2, 3,
according to our investigation, there are hardly any publi-
shed studies comparing knee scores and curative outcomes
in patients who, due to non-lateral compartment knee OA,
underwent MB UKA, FB UKA, and TKA randomly. There-
fore, this study aimed to evaluate the knee scores and clinical
efficacies of patients with non-lateral compartment knee OA
after randomly undergoing MB UKA, FB UKA, and TKA.
The different curative outcomes and knee scores between

74
ORTHOPAEDIC SURGERY

VOLUME 14 • NUMBER 1 • JANUARY, 2022
KNEE SCORES IN NON-LATERAL UKA PATIENTS



UKA (including all of MB UKA and FB UKA) and TKA in
the 3-year follow-up were the main comparison and first
purpose. Additionally, the differences in clinical efficacies
and self-report knee scores among MB UKA, FB UKA, and
TKA in the 3-year follow-up were the secondary comparison
and purpose.

Methods and Materials

Inclusion Criteria
The inclusion criteria were as follows: (i) patients in the
range of 50–80 years old at the time of recruitment, with
clinical and radiographic evidence (including anteroposterior
and lateral X-ray of knee and computed tomography [CT] of
knee) of non-lateral compartment knee OA with Kellgren–
Lawrence X-ray classification grading level 2–4, who were
competent and willing to participate in the trial, had no signs
of any severe neurological disorder, and provided informed
consent for the treatment and testing program; (ii) this study
was conducted from September 2015 to February 2017 at the
Department of Orthopedics of Jiangmen Central Hospital,
patients receiving randomized medial cemented Oxford
phase 3 MB UKA, medial cemented Link FB UKA, or
cemented Depuy Sigma PFC TKA; (iii) the operative time,
intraoperative bleeding, the time point of walking without
crutches for the first time, the walking up and down the
stairs independently after the operation for the first time,
postoperative complications, and a series of knee scores were
recorded, investigated, and compared; (iv) follow-up more
than 36 months; and (v) a prospective, randomized, parallel,
single-center study and was approved by the ethics commit-
tee of the Jiangmen Central Hospital, and patient records
and information were anonymized and de-identified prior to
analysis.

Exclusion Criteria
The exclusion criteria were as follows: (i) patients with lateral
compartment knee OA, contralateral knee replacement,
inflammatory arthritis, disseminated malignant disease such
as AIDS, syphilis, and hepatitis B; (ii) serious systemic dis-
ease such as rheumatoid arthritis, malignancies; (iii) revision
arthroplasty and post-infection; (iv) female patients of repro-
ductive age; and (v) patients unable to provide written
informed consent.

Randomized and Parallel Blinded
Two hundred and twenty adult participants were included
consecutively in the trial who were eligible for the procedures
(Fig. 1). The patients were referred to the orthopaedic and
joint surgery clinic and screened by a joint surgeon to ascer-
tain eligibility for inclusion in the study. Enrollment of par-
ticipants occurred in the inpatient department of orthopedic
and joint surgery, where a team of joint surgeons finally
screened patients using inclusion and exclusion criteria and
40 of the total patients were excluded (Fig. 1).

All the 180 registered patients were provided detailed
explanation by the staff regarding the purpose and methods
of participation in this trial, random selection of three differ-
ent surgical procedures, efficacy evaluation, follow-up, etc.,
and all the registered patients signed the informed and surgi-
cal consent. Stratified, permuted block randomization was
performed with a 1:1:1 allocation ratio. The random alloca-
tion sequence was digitally prepared by the coordinating
investigator using a unique database (www.procordo.dk).
Prior to surgery, the participant would be randomized online
by the surgeon, and the operating room staff were immedi-
ately advised which procedure would be performed. The ran-
domization was done as shortly before surgery as possible.
Patients were randomly assigned into three groups: Oxford
UKA (MB UKA group), Link UKA (FB UKA group), or
DePuy Sigma TKA (TKA group); each group included
60 patients. Randomization was blinded to patients, staff, the
general practitioner, and physiotherapists, except for
the operating theater staff during the 3 years following sur-
gery. Medical staff involved were oriented on the blinding
process, and they were blinded to the operation notes, radio-
graphs, and discharge summaries. The early postoperative
control radiographs including anteroposterior and lateral X-
ray of knee were obtained in the second week of the clinical
follow-up or shortly before discharge25. The X-ray results
were not revealed to the participants.

Surgical Procedure

TKA Group

Anesthesia and Position
All TKA were performed by the same team led by a senior
admitting orthopaedic surgeon under general anesthesia. The
patients were all placed in a supine position. To facilitate
the operation procedure, two pedals were placed at the oper-
ation side to achieve the 30� and 90� bending fixed of the
knee intraoperatively. A tourniquet was kept in place con-
stantly to obtain a bloodless field. No drainage tube was
applied to any patients.

Approach and Exposure
A standard TKA procedure was performed through a mid-
line incision and a medial parapatellar approach. The quadri-
ceps tendon was split longitudinally to expose the patella for
subsequent eversion or lateral retraction in an extended knee
position.

Pathological Changes, Resection
The meniscus, synovium, and osteophyte were completely
resected, and part of the fat pad under the tibia was
removed. After the ligaments and the posterior joint capsules
were released to achieve a primary balance, osteotomy proce-
dures were performed according to the manual.
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Fixation or Placement of Prosthesis
The prosthesis was fixed in place after the flexion and exten-
sion gaps were balanced. The version used with the Sigma
PFC cemented TKA had femoral components with rounded
coronal geometry, a posterior cruciate ligament (PCL)
substituting design and a FB tibial tray (DePuy, Warsaw, IN,
USA) was implanted. All TKA operations involved implan-
ting with Palacos bone cement (Heraeus Holding GmbH,
Hanau, Germany) and the manufacturer’s instructions were
followed.

Reconstruction
Patellar tracking was checked every time after the implanta-
tion of the test mold and after the implantation of the pros-
thesis. Patella resurfacing was not performed in all patients.
Removing excess peri-patella synovium and osteophytes,
trimming the patella with a narrow oscillating saw, and cir-
cumferential electrocautery of the patella. After the cement
was dry, check the stability of the knee joint and the position
of the prosthesis, and then remove the excess cement.

MB UKA Group

Anesthesia and Position
All MB UKA were performed by the same team led by a senior
admitting orthopaedic surgeon under general anesthesia. The

patients were all placed in a supine position. To facilitate the
operation procedure, the thigh root was fixed on a device to
maintain stability, and to achieve the 0� to 120� bending of the
knee intraoperatively. A tourniquet was kept in place constantly
to obtain a bloodless field. No drainage tube was applied to any
patients.

Approach and Exposure
A standard MB UKA procedure was performed through a
short oblique incision and a medial parapatellar approach
was undertaken.

Pathological Changes, Resection
Pathological synovium, fat pads, medial meniscus, and
osteophytes in the medial unicompartment were removed.
Tibial resection was performed using an extramedullary tibial
alignment guide. The femoral condyle was prepared using an
intramedullary rod. The distal femoral condyle was milled
for balance of the 90� and 20� flexion gaps, that is, the exten-
sion and flexion gaps. All osteonecrotic bone was completely
removed with a curette.

Fixation or Placement of Prosthesis
The cemented Oxford phase 3 (Zimmer Biomet, Warsaw,
IN, USA) was used for the medial MB UKA procedure,
which consisted of a two-pegged femoral component with a

Fig 1 Consort flow diagram for the selection of patients in three groups.
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single radius design with a fully congruous mobile-bearing
and a tibial component with a flat articulation surface and a
keel at the non-articulating surface. All MB UKA operations
involved implanting with Palacos bone cement (Heraeus
Holding GmbH, Hanau, Germany). The manufacturer’s
instructions were followed, and standard surgical procedures
were used.

Reconstruction
After moving the knee repeatedly to make sure the joint
function was reconstructed, removing the excess cement and
suturing were carried out.

FB UKA Group

Anesthesia and Position
All FB UKA were performed by the same team led by a
senior admitting orthopaedic surgeon under general anesthe-
sia. The patients were all placed in a supine position. To
facilitate the operation procedure, the thigh root was fixed
on a device to maintain stability, and to achieve the 0� to
120� bending of the knee intraoperatively. A tourniquet was
kept in place constantly to obtain a bloodless field. No drain-
age tube was applied to any patients.

Approach and Exposure
A standard FB UKA procedure was performed through an
oblique incision and a medial parapatellar approach was
undertaken.

Pathological Changes, Resection
Pathological synovium, fat pads, medial meniscus, and
osteophytes in the medial unicompartment were removed.
Standard osteotomy procedures were performed according to
the manual. The prosthesis was fixed in place after the flex-
ion and extension gaps were balanced.

Fixation or Placement of Prosthesis
The FB group received cemented Link medial FB UKA
(Link, Endo-model Sled, Germany), which consisted of a
two-pegged femoral component with a J-curve design, a con-
cave tibial FB component, and a tibial component with a keel
and a peg at the non-articulating surface. All FB UKA opera-
tions involved implanting with Palacos bone cement
(Heraeus Holding GmbH, Hanau, Germany). The manufac-
turer’s instructions were followed, and standard surgical pro-
cedures were used.

Reconstruction
After moving the knee repeatedly to make sure the joint
function was reconstructed, removing the excess cement and
suturing were carried out.

Perioperative Management
All patients received 0.9% isotonic saline (NS) 100 mL with
1 g of tranexamic acid intravenously 30 min preoperatively

and again at the time of wound closure. Additionally, 10 mL
of isotonic saline with 1 g of tranexamic acid were injected
into the knee joint cavity after suture. Further, 0.9% isotonic
saline 100 mL with 1.5 g of cefazolin sodium pentahydrate
was used intravenously 30 min preoperatively and 24 h post-
operatively. Postoperative drain was not used for all patients.
The patients were mobilized with crutches on the first post-
operative day. They began to walk up and down the stairs
when they were able to tolerate the pain postoperatively.

Fast-Track Surgery Program
A similar fast-track surgery program was carried out for all
patients. The program included the following elements: a
preoperative outpatient information day; confirmed enroll-
ment after hospitalization; a multidisciplinary team of
nurses, occupational therapists and physiotherapists; start
of mobilization on the day of surgery; and an intensive stan-
dardized rehabilitation program that allowed full weight
bearing26–28.

Follow-Up and Data Collection
The demographics and clinical data such as age, gender,
weight, body mass index (BMI), varus angle, the Altman
classification of patellofemoral joint, the Iwano classification
system of patellofemoral arthritis on plain radiographs and
the Kellgren-Lawrence X-ray classification of all participants
were collected preoperatively.

The Operative Time
The operative time was recorded in this study, which was
defined as the time from initiation to closure of the incision.
The operative time is one index to assess the complexity of
surgery.

Intraoperative Bleeding
The intraoperative bleeding was recorded in this study,
which was defined as the bleeding of patient from initiation
to closure of the incision. The amount of bleeding is calcu-
lated by subtracting the volume of liquid washed from the
volume of liquid in the negative pressure suction bottle.
The intraoperative bleeding is one index to assess the
intraoperative surgery injuries.

The Time Point of Walking Without Crutches for the
First Time
All patients first time point of walking without crutches after
operation were recorded in this study, which was defined as
the day after the operation that the patient could first walk
without crutches. The time point of walking without crutches
for the first time is one index to assess postoperative
recovery.

The Walking Up and Down the Stairs Independently After
the Operation for the First Time
All patients first time point of walking up and down the
stairs independently after the operation were recorded in this
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study, which was defined as the day after the operation that
the patient could first walking up and down the stairs with
six steps independently. The walking up and down the stairs
independently after the operation for the first time is one
index to assess postoperative recovery.

Postoperative Complications
Infection, stiffness, deep vein thrombosis, patellar
osteonecrosis, and loosening of implants were considered as
complications, and the data were collected from medical
records. Incidence of overall postoperative complication was
calculated as the events of complications/overall events. Inci-
dence of overall postoperative complication was used to eval-
uate the safety of the operations on knee joint injury in
clinic.

Clinical Evaluation

Hospital for Special Surgery Knee Score (HSS)
The HSS29 was used to evaluate postoperative recovery of
knee function in an adult population. The HSS score system
mainly includes six aspects: pain, function, muscle force,
deformity, stability, and the range of motion. The score stan-
dard had a maximum of 100 points (best possible outcome).
A total score <60 is considered a poor score, 60–69 is fair,
70–85 is good, and 86–100 is excellent.

The Western Ontario and McMaster Universities Index
(WOMAC)
The WOMAC30 is a validated questionnaire to evaluate
lower extremity osteoarthritis and joint replacement. The
WOMAC questionnaire produces three subscale scores
(pain, stiffness, and physical function) and a total score.
Patients are asked to answer each question about the severity
of pain, stiffness, or behavioral difficulties experienced in the
previous 48 h. There are five response options ranging from
“none” to “extreme” to choose. A response of “none” was
scored as 0, “mild” as 1, “moderate” as 2, “severe” as 3, and
“extreme” as 4. The scores of the questions in each subscale
were summed together to get scores for pain, stiffness, and
physical function. A lower subscale score indicates less pain,
less stiffness, or better physical function. A total score of
< 70 is considered a severe score, 21–48 is moderate, <21
is mild.

Knee Society Score (KSS)
The KSS31 is a condition-specific validated questionnaire
widely used to evaluate the functional capabilities of the knee
joint before and after total knee arthroplasty. The scoring
system consists of two parts. One part is the knee score. The
assessment includes pain (maximum 50 points), stability
(maximum 25 points), total range of flexion (maximum
25 points), and other items (varus, valgus, extension delay,
and flexion contracture). The other part is the function score.
The assessment includes walking distance (maximum
50 points), ability to climb stairs (maximum 50 points), and

the use of walking aids. The highest score for each part is
100 points, and a higher score means better knee function.
The evaluation result score is rated as four levels: 80–100
points, 70–79 points, 60–69 points, <60 points.

Visual Analog Scale (VAS)
The VAS is the most commonly used questionnaire for
quantification of pain. It is a continuous scale comprised of a
horizontal or vertical line, usually 10 cm in length. For pain
intensity, the scale is most commonly anchored by “no pain”
(score of 0) and “pain as bad as it could be” (score of 10). A
score of 0 is considered as no pain, 1–3 mild pain, 4–6 mod-
erate pain, and 7–10 severe pain.

Oxford Knee Score (OKS)
The OKS32 is used to assess the function of the knee from
the following two domains: pain and physical function.
There are five items in the pain domain and seven items in
the physical function domain. Higher scores indicate worse
pain and physical function.

The Maximum Flexion Angle of the Knee
The maximum flexion angle of the knee is defined as the
angle of extreme flexion in knee joint. The maximum flexion
angle of the knee was measured by other blinded indepen-
dent research staff using a standard (30 cm) goniometer. The
knee flexion angle with no active effort from the patient
(passive movement) was measured by putting the vertex of
the goniometer in the middle of the lower edge of the patella,
with the two arms, respectively, pointing to the greater tro-
chanter and the lateral malleolus. The maximum flexion
angle of the knee was measurement and collected preopera-
tively and at the 3-year follow-up. Every angle was measured
three times, finally, the average was recorded. The maximum
flexion angle of the knee is one index to assess postoperative
recovery.

The Forgotten Joint Score (FJS)
FJS-1233 consists of 12 questions and is scored using a
5-point Likert response format with the raw scores trans-
formed onto a 0–100-point scale. Higher scores indicate a
more favorable outcome, i.e. a more natural artificial joint.
The FJS-12 has been shown to have a low ceiling effect and
discriminates well between good, very good, and excellent
outcome after joint arthroplasty. All patients in our study
completed the FJS-12 questionnaire, and relevant data were
obtained for 36-month follow-up patient subgroups.

All patient self-reported outcomes were provided via a
questionnaire preoperatively and at the 3-year follow-up
except FJS preoperatively, and the research staff were absent
during the patients’ self-assessment. All trial data were col-
lected by blinded independent research staff. When the
patients needed assistance in the evaluation, two research
personnel who were not involved in the surgery and were
blinded to the type of implanted prosthesis helped them. All
patients had undergone anteroposterior and lateral knee
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radiographs at the 3-year follow-up postoperatively, and
these imaging results had been recorded.

Statistical Analyses
Statistical analyses were performed using Prism (version
5, GraphPad Software Inc., San Diego, CA, USA). Continu-
ous variables were expressed as median with interquartile.
The postoperative and preoperative statuses were generally
compared for all the patients who underwent UKA and for
the TKA group using the independent t-test. One-way
ANOVA and Tukey tests were used for single or multiple
comparisons of continuous variables between the three
groups (MB UKA, FB UKA, and TKA). The data count was
expressed as frequencies or rates, and the χ2 test or Fisher’s
method was performed. Further, gender, median age (>63
and <=63), K-L image level (3 and 4), and maximum flexion
angle of knee (>92 and <=92) were analyzed by stratifica-
tion. P < 0.05 indicated statistically significant difference.

Results

Patient Characteristics
Baseline data were collected from all 180 patients, and the
baseline data indicated no statistically significant differences
among the groups in terms of age, weight, BMI, varus angle,

Altman classification of PFJ, Iwano classification system of
patellofemoral arthritis on plain radiographs, and Kellgren–
Lawrence X-ray classification (P > 0.05) (Table 1). Further-
more, there were no significant differences among the groups
in terms of preoperative patient knee scores such as HSS,
WOMAC pain, WOMAC stiffness, WOMAC function,
WOMAC total, OKA, VAS, maximum flexion angle of knee,
KSS pain, and KSS function (P > 0.05) (Table 1).

Follow-Up
The mean follow-up periods were 38.8 � 2.2 months (range
36–40) in the MB UKA group with 60 cases, 38.5
� 2.1 months (range 36–39) in the FB UKA group with
59 cases, and 38.6 � 2.2 months (range 36–39) in the TKA
group with 60 cases (P = 0.862).

General Results of Primary Comparison
As a primary comparison, compared to TKA, patients in the
UKA groups (MB UKA and FB UKA) had a shorter opera-
tive time (P < 0.001), less bleeding (P < 0.001), and an earlier
resumption of walking without crutches and walking up and
down the stairs (P < 0.001). Moreover, there was no signifi-
cant difference in the incidence of postoperative complica-
tions between the UKA groups (MB UKA and FB UKA) and
the TKA group (P = 1.000) (Table 2).

TABLE 1 Baseline characteristics and preoperative knee scores of patients in MB UKA, FB UKA, and TKA groups

MB UKA FB UKA TKA Test statistic P value

N 60 60 60
Age (years) 63.0 (57.0; 69.0) 63.0 (57.8; 69.3) 64.0 (58.0; 69.3) 0.275 0.760
Weight (Kg) 63.6 (53.8; 74.0) 64.9 (56.0; 76.0) 69.3 (56.3; 77.2) 1.102 0.335
BMI (kg/m2) 24.0 (21.0; 26.3) 24.0 (20.8; 26.0) 25.0 (21.8; 27.3) 2.241 0.110
Varus Angle(�) 9.0 (7.0;11.0) 9.6 (7.6–11.0) 9.9 (8.4–11.3) 1.995 0.139
Altman classification of
PTJ

Medial degeneration 30/60 28/60 29/60 0.756 0.685
Lateral degeneration 5/60 8/60 7/60
No degeneration 25/60 24/60 24/60

Iwano classification of
patellofemoral
arthritis

Stage 0 25/60 24/60 24/60 3.480 0.901
Stage I 12/60 10/60 11/60
Stage II 7/60 13/60 12/60
Stage III 10/60 8/60 6/60
Stage IV 6/60 5/60 7/60

K-L image classification Level 2 2/60 2/60 0 2.343 0.673
Level 3 32/60 34/60 36/60
Level 4 26/60 24/60 24/60

Knee scores of pre-
operations

N 60 59 60
HSS 38.7 (34.0; 42.3) 40.6 (35.7; 43.2) 39.3 (34.7; 42.8) 1.036 0.357
WOMAC pain 47.5 (46.0; 48.6) 47.5 (45.2; 48.3) 47.0 (45.5; 48.2) 0.151 0.860
WOMAC stiffness 42.0 (39.0; 47.0) 43.0 (37.0; 48.0) 45.0 (38.8; 49.0) 1.112 0.331
WOMAC function 41.0 (38.0; 45.0) 39.0 (32.0; 47.0) 40.5 (32.8; 47.0) 0.978 0.378
WOMAC total 45.0 (38.0; 49.0) 41.0 (37.0; 47.5) 45.5 (37.0; 49.0) 1.414 0.246
OKS 39.2 (36.2; 42.3) 37.6 (35.1; 42.7) 40.3 (36.2; 44.6) 2.233 0.111
VAS 9.0 (8.0; 9.0) 9.0 (8.0; 9.5) 9.0 (8.0; 9.0) 1.742 0.178
Maximum flexion angle of knee(�) 91.5 (82.0; 96.0) 94.0 (83.5; 98.0) 92.0 (87.8; 98.0) 1.251 0.289
KSS pain 50.5 (43.8; 56.0) 50.0 (43.5; 56.5) 50.5 (44.8; 58.3) 0.701 0.498
KSS function 52.0 (46.0; 59.0) 51.0 (43.0; 56.0) 52.0 (46.8; 56.0) 0.508 0.603

BMI, body mass index; FB, fixed-bearing; HSS, hospital for special surgery knee score; KSS, knee society score; MB, mobile-bearing; OKS, oxford knee score;
TKA, total knee arthroplasty; UKA, unicompartmental knee arthroplasty; VAS, visual analog scale; WOMAC, The Western Ontario and McMaster Universities index.
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Functional Outcomes of Primary Comparison
All knee scores and maximum flexion angle of the knee were
significantly higher in the final follow-up than those preoper-
atively in the three groups (P < 0.05). Moreover, as the pri-
mary comparison, compared to the patients in the TKA
group, those in the UKA groups (MB UKA and FB UKA)
had better results in all knee scores (except VAS and KSS
function scores) (P < 0.05) and a larger maximum flexion
angle of the knee in the 3-year follow-up (P = 0.001). Fur-
thermore, the UKA groups (MB UKA and FB UKA) had
higher FJS scores than the TKA group at the final follow-up
(P = 0.007) (Table 3).

General Results of Secondary Comparison
As a secondary comparison, there was no significant differ-
ence in the operative times between the MB UKA group and
FB UKA group and the FB UKA group and TKA group
(P > 0.05). However, the MB UKA group had a shorter oper-
ative time than the TKA group (P < 0.01) (Fig. 2A). Further-
more, the patients in the MB UKA and FB UKA groups had
less bleeding and walked without crutches within a shorter
time period (P < 0.001) compared to those in the TKA
group. There was no difference between the MB UKA and
FB UKA groups (P > 0.05) (Fig. 2B, C). Moreover, there was

a significant difference in the first time of walking up and
down the stairs among the three groups (P < 0.01) (Fig. 2D).

Functional Outcomes of Secondary Comparison
As a secondary comparison, there was no significant differ-
ence in all knee scores and maximum flexion angle of the
knee between the MB UKA group and FB UKA group
(P > 0.05) (Fig. 3). Moreover, the MB UKA group had better
results in WOMAC stiffness, WOMAC total, OKS, FJS, and
a larger maximum flexion angle of the knee in the final
follow-up than the TKA group (P < 0.01) (Fig. 3C, E, F, H, K).
However, there were no significant differences in the HSS,
WOMAC pain, WOMAC function, VAS, KSS pain, and
KSS function scores between the TKA group and the MB
UKA group in the final follow-up (P > 0.05) (Fig. 3A, B,
D, G, I, J).

Furthermore, the FB UKA groups had higher scores in
HSS, WOMAC stiffness, WOMAC function, and WOMAC
total scores and a larger maximum flexion angle of the knee
than the TKA groups at the final follow-up (P < 0.05)
(Fig. 3A, C, D, E, H). However, there were no significant dif-
ferences in WOMAC pain, OKS, VAS, KSS pain, KSS func-
tion, and FJS scores at the final 3-year follow-up between the
TKA group and FB UKA group (P < 0.05) (Fig. 3B, F, I, J, K).

TABLE 2 Clinic outcomes of UKA groups (MB UKA and FB UKA) and TKA group

UKA groups (MB and FB) TKA Test statistic P value

N 119 60
Operation time (min) 63.2 (58.2; 68.2) 67.1 (61.4; 73.3) 3.466 <0.001
Intraoperative bleeding (mL) 8.6 (6.8; 10.3) 30.0 (24.9; 35.1) 30.281 <0.001
First walking time without crutches (d) 3.0 (3.0; 4.0) 8.0 (6.0; 10.3) 18.232 <0.001
First time of walking up and down stairs (d) 5.0 (4.0; 6.0) 10.0 (8.8; 12.0) 21.704 <0.001
Incidence of postoperative complications 3/117 2/58 / 1.000

FB, fixed-bearing; MB, mobile-bearing; TKA, total knee arthroplasty; UKA, unicompartmental knee arthroplasty.

TABLE 3 Knee scores of UKA groups (MB UKA and FB UKA) and TKA group ar final 3-year follow-up

UKA groups (MB and FB) TKA Test statistic P value

N 119 60
HSS 89.0 (82.8; 95.0) 85.0 (80.0; 91.0) 2.912 0.004
WOMAC pain 91.0 (87.0; 96.0) 89.0 (84.8; 93.0) 2.084 0.039
WOMAC stiffness 84.0 (81.0; 88.0) 78.0 (74.0; 86.0) 4.134 <0.001
WOMAC function 86.0 (78.0; 91.0) 81.0 (75.8; 89.0) 2.596 0.010
WOMAC total 87.0 (82.0; 93.5) 82.0 (78.0; 89.0) 3.412 0.001
OKS 20.0 (19.0; 22.0) 23.0 (20.0; 24.0) 3.720 0.001
VAS 1.0 (1.0; 2.0) 2.0 (1.0; 2.0) 1.006 0.316
Maximum flexion angle of knee (�) 123.0 (111.5; 127.0) 96.0 (89.0; 108.3) 10.612 0.001
KSS pain 92.0 (88.0; 96.0) 89.0 (85.8; 94.0) 1.982 0.049
KSS function 90.0 (85.0; 96.0) 88.0 (83.0; 94.3) 1.675 0.096
FJS 78.0 (74.0; 85.0) 74.5 (72.0; 81.3) 2.708 0.007

FB, fixed-bearing; HSS, hospital for special surgery knee score; KSS, knee society score; MB, mobile-bearing; OKS, oxford knee score; TKA, total knee
arthroplasty; UKA, unicompartmental knee arthroplasty; VAS, visual analog scale; WOMAC, The Western Ontario and McMaster Universities index.
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Three typical case studies were provided from TKA
group (Fig. 4), MB UKA group (Fig. 5), and FB UKA
group (Fig. 6).

Effective Subgroup Analysis
Further, gender, median age (>63 and <=63), K-L image
level (3 and 4) and maximum flexion angle of knee (>92�

and <=92�) were analyzed by stratification. The analysis
found that the scores of TKA group and UKA groups
(MB UKA and FB UKA) were significantly different, espe-
cially in the maximum flexion angle of knee follow-up,
regardless of age, gender, and disease status, TKA group
scores were far lower than MB and FB groups, while there
was no significant difference between MB and FB groups. It
is found that there is little difference in benefits between MB
group and FB group among different ages, genders, and dis-
ease states. It should be noted that in KSS function follow-
up, MB group has a higher score in the middle and lower
age groups, while FB group has a higher score in the higher
age groups.

Complications
One patient in the MB UKA group underwent the operation
6 months postoperatively, which changed the thicker bearing
because of original bearing dislocation by loosening the
movement of the knee. However, no original bearing disloca-
tion was observed in both the FB UKA and TKA groups.

In the FB UKA group, one patient was treated by TKA
replacement two years postoperatively because of the

displacement of the femoral component caused by a fall
injury. The FB UKA group lost one case 1 year postopera-
tively to a car accident.

Furthermore, one patient in the TKA group underwent
revision surgery for infection due to pus at 1.5 years postop-
eratively. This situation may be related to our finding that
there were many osteophytes in the knee joint during the
operation, and it was very difficult to remove
the osteophytes, which leads to more operation time.
Another patient in the TKA group had intermuscular vein
thrombosis by swelling and pain in the left leg 1 week post-
operatively, which was cured after anticoagulation treatment.
All patients completed 3 years of follow-up and statistical
analysis, except for one case in the FB UKA group who died
in a car accident.

Discussion

To our knowledge, this is the first study to compare the
clinical outcomes of patients with non-lateral compart-

ment knee OA who have randomly received MB UKA, FB
UKA, and TKA and show the results of self-reported knee
scores of these patients 3 years postoperatively. The main
result in the present trial is that UKA has the advantages of
a shorter operative time, less bleeding, earlier independent
walking up and down the stairs, a larger knee flexion angle,
higher in HSS, WOMAC pain, WOMAC stiffness, WOMAC
function, WOMAC total, OKS, KSS pain, and FJS scores
than TKA in the treatment of patients with non-lateral com-
partment knee OA, without significant difference in the

Fig 2 Clinic outcomes of mobile-

bearing (MB) unicompartmental knee

arthroplasty (UKA), fixed-bearing

(FB) UKA, and total knee arthroplasty

(TKA) groups. (A) MB UKA group had a

shorter operative time than the TKA

group. (B) MB UKA and FB UKA

groups had less bleeding than TKA

group, but there was no difference

between MB UKA and FB UKA groups.

(C) MB UKA and FB UKA groups had

walked without crutches firstly within

a shorter time period than the TKA

group, but there was no difference

between MB UKA and FB UKA groups.

(D) MB UKA group had walked up and

down the stairs firstly within a shorter

time period than FB UKA and TKA

groups, and FB UKA group had walked

up and down the stairs firstly within a

shorter time period than TKA group.
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Fig 3 Knee scores of mobile-bearing (MB) unicompartmental knee arthroplasty (UKA), fixed-bearing (FB) UKA, and total knee arthroplasty (TKA)

groups at 3-year follow-up. There was no significant difference in all knee scores and maximum flexion angle of knee between MB UKA and FB UKA

groups (A, B, C, D, E, F, G, H, I, J, K). Moreover, MB UKA group had better results in the Western Ontario and McMaster Universities index (WOMAC)

stiffness, WOMAC total, Oxford knee score (OKS), forgotten joint score (FJS), and a larger maximum flexion angle of knee than TKA group (C, E, F, H,

K). However, there were no significant differences in the hospital for special surgery knee score (HSS), WOMAC pain, WOMAC function, visual analog

scale (VAS), knee society score (KSS) pain, and KSS function scores between TKA group and MB UKA group (A, B, D, G, I, J). Furthermore, FB UKA

group had higher scores in HSS, WOMAC stiffness, WOMAC function, and WOMAC total scores and a larger maximum flexion angle of knee than TKA

group (A, C, D, E, H). However, there were no significant differences in WOMAC pain, OKS, VAS, KSS pain, KSS function, and FJS scores between

TKA group and FB UKA group (B, F, I, J, K).
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incidence of postoperative complications. Furthermore, there
was no significant difference in the clinical outcomes and
knee scores between the MB and FB for UKA. These com-
parisons provide important evidence with the existing litera-
ture on the knee scores, curative efficacy, and postoperative
complications, which may help in clinical decision-making
on the three alternative procedures.

Patellofemoral Diseases Have Little to No Effect in MB
UKA and FB UKA
Since Kozinn and Scott proposed the indication of UKA in
1989, pre-existing patellofemoral arthropathy has been
widely considered as a contraindication by many surgeons15.
However, the majority of studies reported that patellofemoral
diseases have little to no effect on revision rates and out-
comes in MB UKA designs17, 34–37. Here, we found that in
comparison with TKA, even more than 58.33% cases of the
MB UKA group showed shorter operative time, less bleeding,
better knee function, similar postoperative complications,
and better results in WOMAC stiffness, WOMAC total,

OKS, and FJS scores, which included both medial compart-
mental knee OA and patellofemoral OA. Previous studies on
FB UKAs reported that patellofemoral OA has little impact
on knee scores, revision rates, and outcomes18, 23, 38–40. We
also found that, compared to TKA, even more than 60.0%
cases of the FB UKA group also showed shorter operative
time, less bleeding, better knee function, similar postopera-
tive complications, and higher scores in HSS, WOMAC stiff-
ness, WOMAC function, and WOMAC total scores, which
included both medial compartmental knee OA and
patellofemoral OA in this research. Therefore, expanding the
indications of UKA from anterior medial knee OA to non-
lateral compartmental knee OA may be possible, and further
research to support the findings is needed.

The Clinical Efficacies and Knee Scores Between UKA
(Including MB UKA and FB UKA) and TKA
Here, the patients who underwent UKA had obvious advan-
tages of earlier functional recovery and had a larger maxi-
mum flexion angle of the knee than the patients who

Fig 4 The 68-year-old female patient with non-lateral compartment knee unicompartmental osteoarthritis (OA) was allocated to the total knee

arthroplasty (TKA) group randomly. (A) Preoperative anteroposterior X-ray image. (B) Preoperative lateral X-ray image. (C) The TKA prosthesis was fixed

intraoperatively. (D) Postoperative anteroposterior X-ray image. (E) Postoperative lateral X-ray image. (F) Anteroposterior X-ray image at 3-year follow-

up. (G) lateral X-ray image at 3-year follow-up.
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underwent TKA in the 3-year follow-up period. This finding
is consistent with Hauer’s report41, which stated that patients
who underwent UKA were associated with a higher activity
level, higher quality of life, and greater ROM than patients
who underwent TKA in a 2.3-year follow-up period. Casper1

also found that UKA provided significantly greater improve-
ment in the knee functions than TKA. Kievit42 detected that
the patients who underwent UKA returned to work signifi-
cantly sooner after surgery than patients who underwent
TKA. There is a very important reason that anterior cruciate
ligament and PCL and lateral meniscus of knee joint could
be preserved in UKA procedures, with reduced bleeding. On
one hand, these ligaments and meniscus structures could be
involved in the joint kinematics and improve the flexion by
promoting the rollback43, and the cruciate ligaments, as
mechanoreceptors44, could detect body kinesthesia and pro-
proception45, 46. On the other hand, it could be suggested
that patients who underwent TKA were more likely to suffer
from quadricep avoidance than patients who underwent
UKA during gait, resulting in a reduced knee flexion angle

(i.e. “stiff knee”) during mid-stance47, 48 and abnormal knee
flexion/extension moment patterns49.

The Clinical Efficacies and Knee Scores Between MB
UKA, FB UKA, and TKA
Moreover, both the MB UKA and FB UKA were significantly
associated with higher postoperative WOMAC stiffness and
total scores than TKA, and FB UKA also had higher postop-
erative WOMAC function scores than TKA, without any sig-
nificant difference in the WOMAC pain score among the
three surgical procedures. A prospective study by
Noticewala50, which compared 128 patients who underwent
TKA and 70 patients who underwent UKA with a mean
follow-up of 3.0 years for UKA and 2.9 years for TKA, found
that patients who underwent UKA showed significantly
larger improvements in WOMAC pain and function scores
than patients who underwent TKA; even though the UKA
types in this study were not indicated, this result is consistent
with ours on the postoperative WOMAC function scores.

Fig 5 The 65-year-old female patient with non-lateral compartment knee unicompartmental osteoarthritis (OA) was allocated to mobile-bearing

(MB) unicompartmental knee arthroplasty (UKA) group randomly. (A) Preoperative anteroposterior X-ray image. (B) Preoperative lateral X-ray image. (C)

The MB UKA prosthesis was fixed intraoperatively. (D) Postoperative anteroposterior X-ray image. (E) Postoperative lateral X-ray image.

(F) Anteroposterior X-ray image at 3-year follow-up. (G) Lateral X-ray image at 3-year follow-up.
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Interestingly, there were no significant differences, not
only in the WOMAC pain score among the patients who
underwent MB UKA, FB UKA, and TKA in the final follow-
up, but also in the VAS and KSS pain scores among the
patients who underwent the three surgical procedures.
The similar pain scores in this study showed that all the
three surgical procedures have a good analgesic effect.
Another study51 also indicated that the UKA group had no
statistically significant difference in pain scores (VAS and
KSS) compared to the TKA group. Furthermore, all the knee
scores were significantly higher in the 3-year follow-up than
in the preoperative period among the three groups in this
study.

Furthermore, the FJS scores of the UKA groups
(MB UKA and FB UKA) are higher than those of the TKA
group in the final follow-up, which is consistent with reports
by Kim52 and Zuiderbaan53 within a 2-year follow-up period.
Other prospective studies5 with a 1-year follow-up period
also suggest that patients who underwent UKA are less aware
of their joint replacements than patients who underwent
TKA for medial knee OA.

There is No Significant Difference in the Clinical
Outcomes and Knee Scores of MB UKA and FB UKA
This trial confirmed that there is no significant difference
in the clinical outcomes (except for the first time in walk-
ing up and down the stairs) and knee scores between
patients who underwent MB UKA and FB UKA in the
3-year follow-up period. A randomized controlled radio
stereometric analysis54 within a 2-year follow-up period
showed that MB and FB tibial components have similar
good fixation and clinical improvement. Both groups
experienced a statistically significant and clinically rele-
vant55 improvement in knee pain and function from
being poor preoperatively to good up to 12 months post-
operatively. Moreover, some systematic reviews and
meta-analyses2, 13, 56 indicated that no differences exist
between the MB and FB modes in revision rates, compli-
cations, and knee function. A recent meta-analysis57

showed that no significant differences were observed
between the MB and FB UKA groups in radiolucency,
revision rate, and complications, such as arthritis progres-
sion, aseptic loosening, and postoperative pain. Therefore,

Fig 6 The 63-year-old female patient with non-lateral compartment knee unicompartmental osteoarthritis (OA) was allocated to fixed-bearing (FB)

unicompartmental knee arthroplasty (UKA) group randomly. (A) Preoperative anteroposterior X-ray image. (B) Preoperative lateral X-ray image. (C) The

FB UKA prosthesis was fixed intraoperatively. (D) Postoperative anteroposterior X-ray image. (E) Postoperative lateral X-ray image. (F) Anteroposterior

X-ray image at 3-year follow-up. (G) Lateral X-ray image at 3-year follow-up.
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the meta-analysis demonstrated that both prostheses pro-
vide excellent clinical outcomes and patient survival rate
with unicompartmental knee OA.

Limitations of the Study
There are a number of limitations in this trial. First, it was
not multi-centered and did not have a large sample size. Sec-
ond, the average follow-up time of this study was approxi-
mately 3 years, which is relatively short-term and needs to
be further extended. Third, there was a relatively large differ-
ence in the number of cases between the UKA groups
(MB UKA and FB UKA groups) and the TKA group in the
primary comparison, which may have led to statistical bias
in the results. Fourth, the next step requires a large-sample,

multicenter, randomized, double-blind study with longer
follow-up time.

Conclusion
This randomized controlled trial suggests that MB UKA, FB
UKA, and TKA had significantly higher knee scores in the
3-year follow-up than in the preoperative period for patients
with non-lateral compartmental knee OA. Relatively, UKA
results in shorter operative time, less bleeding, better knee
function, similar complications, better results in HSS,
WOMAC pain, WOMAC stiffness, WOMAC function,
WOMAC total, OKS, KSS pain and higher FJS score than
TKA during the 3-year follow-up period. Meanwhile, there
was no significant difference in clinical efficiencies and knee
scores between MB UKA and FB UKA.

References
1. Casper DS, Fleischman AN, Papas PV, Grossman J, Lonner JH.
Unicompartmental knee arthroplasty provides significantly greater improvement in
function than total knee arthroplasty despite equivalent satisfaction for isolated
medial compartment osteoarthritis. J Arthroplasty, 2019, 34: 1611–1616.
2. Ko YB, Gujarathi MR, Oh KJ. Outcome of unicompartmental knee arthroplasty:
a systematic review of comparative studies between fixed and mobile bearings
focusing on complications. Knee Surg Relat Res, 2015, 27: 141–148.
3. Neufeld ME, Albers A, Greidanus NV, Garbuz DS, Masri BA. A comparison of
mobile and fixed-bearing unicompartmental knee arthroplasty at a minimum
10-year follow-up. J Arthroplasty, 2018, 33: 1713–1718.
4. Lum ZC, Lombardi AV, Hurst JM, Morris MJ, Adams JB, Berend KR. Early out
comes of twin peg mobile-bearing unicompartmental knee arthroplasty compared
with primary total knee arthroplasty. Bone Joint J, 2016, 98-B: 28–33.
5. Peersman G, Verhaegen J, Favier B. The forgotten joint score in total and
unicompartmental knee arthroplasty: a prospective cohort study. Int Orthop,
2019, 43: 2739–2745.
6. Goh GS-H, Bin Abd Razak HR, DKJ T, Chia SL, Lo NN, Yeo SJ.
Unicompartmental knee arthroplasty achieves greater flexion with no difference in
functional outcome, quality of life, and satisfaction vs total knee arthroplasty
in patients younger than 55 Years. A propensity score-matched cohort analysis.
J Arthroplasty, 2018, 33: 355–361.
7. Kalbian IL, Tan TL, Rondon AJ, et al. Reduced opioid requirements following
unicompartmental knee arthroplasty compared with total knee arthroplasty. Bone
Joint J, 2019, 101: 22–27.
8. Arias-de la Torre J, Valderas JM, Evans JP, et al. Differences in risk of revision
and mortality between total and unicompartmental knee arthroplasty. The
influence of hospital volume. J Arthroplasty, 2019, 34: 865–871.
9. Danford N, Grosso M, Heller MS, et al. Which do patients prefer,
unicompartmental or total knee arthroplasty? J Clin Orthop Trauma, 2018, 9:
292–294.
10. Tan MWP, Ng SWL, Chen JY, Liow MHL, Lo NN, Yeo SJ. Long-term functional
outcomes and quality of life at minimum 10-year follow-up after fixed-bearing
unicompartmental knee arthroplasty and total knee arthroplasty for isolated
medial compartment osteoarthritis. J Arthroplasty, 2020, 34: 1269–1276.
11. Chang SH, Lee CC, Lin CY, Kuo YF, Jiang CC, Chen YC. Analysis of the
following related surgeries of unicompartmental knee arthroplasty and total knee
arthroplasty: a Taiwanese National Health Insurance research database
population-based study. Biomed Res Int, 2020, 2020: 9713726.
12. Han SB, Song SY, Shim JH, Shin YS. Risk of a complete exchange or failure
in total knee arthroplasty and unicompartmental knee arthroplasty: a nationwide
population-based cohort study from South Korea. Arch Orthop Trauma Surg,
2020, 141: 477–488.
13. Cao Z, Niu C, Gong C, Sun Y, Xie J, Song Y. Comparison of fixed-bearing and
mobile-bearing unicompartmental knee arthroplasty: a systematic review
and meta-analysis. J Arthroplasty, 2019, 34: 3114–3123.
14. Zhang W, Wang J, Li H, Wang W, George DM, Huang T. Fixed- versus mobile-
bearing unicompartmental knee arthroplasty: a meta-analysis. Sci Rep, 2020, 10:
19075.
15. Kozinn SC, Scott R. Unicondylar knee arthroplasty. J Bone Joint Surg Am,
1989, 71: 145–150.
16. Hernigou P, Deschamps G. Patellar impingement following unicompartmental
arthroplasty. J Bone Joint Surg Am, 2002, 84-A: 1132–1137.
17. Hamilton TW, Pandit HG, Maurer DG, et al. Anterior knee pain and evidence
of osteoarthritis of the patellofemoral joint should not be considered

contraindications to mobile-bearing unicompartmental knee arthroplasty: a
15-year follow-up. Bone Joint J, 2017, 99-B: 632–639.
18. Lim JW, Chen JY, Chong HC, Pang HN, Tay DKJ, Yeo SJ. Pre-existing
patellofemoral disease does not affect 10-year survivorship in fixed bearing
unicompartmental knee arthroplasty. Knee Surg Sports Traumatol Arthrosc,
2019, 27: 2030–2036.
19. Alexander J, Adams BS, Gregory S, Kazarian BS, Jess H, Lonner MD.
Preoperative patellofemoral chondromalacia is not a contraindication for fixed
bearing medial unicompartmental knee arthroplasty. J Arthroplasty, 2017, 32:
1786–1791.
20. Goodfellow JW, O’Connor J. Clinical results of the Oxford knee. Surface
arthroplasty of the tibiofemoral joint with a meniscal bearing prosthesis. Clin
Orthop Relat Res, 1986, 205: 21–42.
21. Beard DJ, Pandit H, Gill HS, Hollinghurst D, Dodd CA, Murray DW. The
influence of the presence and severity of pre-existing patellofemoral degenerative
changes on the outcome of the Oxford medial unicompartmental knee
replacement. J Bone Joint Surg Br, 2007, 89: 1597–1601.
22. Beard DJ, Pandit H, Ostlere S, Jenkins C, Dodd CA, Murray DW. Pre-operative
clinical and radiological assessment of the patellofemoral joint in
unicompartmental knee replacement and its influence on outcome. J Bone Joint
Surg Br, 2007, 89: 1602–1607.
23. Burger JA, Kleeblad LJ, Laas N, Pearle AD. The influence of preoperative
radiographic patellofemoral degenerative changes and malalignment on
patellofemoral-specific outcome scores following fixed-bearing medial
unicompartmental knee arthroplasty. J Bone Joint Surg Am, 2019, 101:
1662–1669.
24. Lu F, Yan Y, Wang W, Zhang Q, Guo W. Does patellofemoral osteoarthritis
affect functional outcomes and survivorship after medial unicompartmental knee
arthroplasty? A meta-analysis. J Orthop Surg Res, 2020, 15: 58.
25. Mortensen JF, Rasmussen LE, Østgaard SE, et al. Randomized clinical trial of
medial unicompartmental versus total knee arthroplasty for anteromedial tibio-
femoral osteoarthritis. The study-protocol. BMC Musculoskelet Disord, 2019,
20: 119.
26. Koppens D, Stilling M, Munk S, et al. Low implant migration of the SIGMA
medial unicompartmental knee arthroplasty. Knee Surg Sports Traumatol
Arthrosc, 2018, 26: 1776–1785.
27. Larsen K, Hansen TB, Thomsen PB, Christiansen T, Soballe K. Cost-
effectiveness of accelerated perioperative care and rehabilitation after total hip
and knee arthroplasty. J Bone Joint Surg Am, 2009, 91: 761–772.
28. Larsen K, Sorensen OG, Hansen TB, Thomsen PB, Soballe K. Accelerated
perioperative care and rehabilitation intervention for hip and knee replacement is
effective: a randomized clinical trial involving 87 patients with 3 months of follow-
up. Acta Orthop, 2008, 79: 149–159.
29. Insall JN, Ranawat CS, Aglietti P, Shine J. A comparison of four models
of total knee-replacement prostheses. J Bone Joint Surg Am, 1976, 58:
754–765.
30. Bellamy N, Buchanan WW, Goldsmith CH, et al. Validation study of WOMAC:
a health status instrument for measuring clinically important patient relevant
outcomes to antirheumatic drug therapy in patients with osteoarthritis of the hip
or knee. J Rheumatol, 1988, 15: 1833–1840.
31. Insall JN, Dorr LD, Scott RD, Scott WN. Rationale of the knee society clinical
rating system. Clin Orthop Relat Res, 1989, 248: 13–14.
32. Bremnersmith AT, Ewings P, Weale AE. Knee scores in a ‘normal’ elderly
population. Knee, 2004, 11: 279–282.

86
ORTHOPAEDIC SURGERY

VOLUME 14 • NUMBER 1 • JANUARY, 2022
KNEE SCORES IN NON-LATERAL UKA PATIENTS



33. Behrend H, Giesinger K, Giesinger JM, Kuster MS. The forgotten joint as the
ultimate goal in joint arthroplasty validation of a new patient-reported outcome
measure. J Arthroplasty, 2012, 27: 430–436.
34. Kang SN, Smith TO, Sprenger De Rover WB, Walton NP. Pre-operative
patellofemoral degenerative changes do not affect the outcome after medial
Oxford unicompartmental knee replacement. J Bone Joint Surg Br, 2011, 93:
476–478.
35. Pandit H, Jenkins C, Gill HS, Dodd CA, Murray DW. Unnecessary
contraindications for mobile bearing unicompartmental knee replacement. J Bone
Joint Surg Br, 2011, 93: 622–628.
36. Berend KR, Lombardi AV Jr, Morris MJ, Hurst JM, Kavolus JJ. Does
preoperative patellofemoral joint state affect medial unicompartmental
arthroplasty survival? Orthopedics, 2011, 32: 679.
37. Song MH, Kim BH, Ahn SJ, Yoo SH, Kang SW, Oh KT. Does the appearance
of the patellofemoral joint at surgery influence the clinical result in medial
unicompartmental knee arthroplasty? Knee, 2013, 20: 457–460.
38. Deckard ER, Jansen K, Ziemba-Davis M, Sonn KA, Meneghini RM. Does
patellofemoral disease affect outcomes in contemporary medial fixed-bearing
unicompartmental knee arthroplasty? J Arthroplasty, 2020, 35: 2009–2015.
39. Berger Y, Ftaita S, Thienpont E. Does medial patellofemoral osteoarthritis
influence outcome scores and risk of revision after fixed-bearing unicompartmental
knee arthroplasty? Clin Orthop Relat Res, 2019, 477: 2041–2047.
40. Adams AJ, Kazarian GS, Lonner JH. Preoperative patellofemoral
chondromalacia is not a contraindication for fixed-bearing medial
unicompartmental knee arthroplasty. J Arthroplasty, 2017, 32: 1786–1791.
41. Hauer G, Sadoghi P, Bernhardt GA, et al. Greater activity, better range of
motion and higher quality of life following unicompartmental knee arthroplasty: a
comparative case–control study. Arch Orthop Trauma Surg, 2020, 140: 231–237.
42. Kievit AJ, Kuijer PPFM, de Haan LJ, et al. Patients return to work sooner after
unicompartmental knee arthroplasty than after total knee arthroplasty. Knee Surg
Sports Traumatol Arthrosc, 2020, 28: 2905–2916.
43. Thompson SA, Liabaud B, Nellans KW, Geller JA. Factors associated with
poor outcomes following unicompartmental knee arthroplasty: redefining the
“classic” indications for surgery. J Arthroplasty, 2013, 28: 1561–1564.
44. Zhang K, Mihalko WM. Posterior cruciate mechanoreceptors in osteoarthritic
and cruciate-retaining TKA retrievals: a pilot study. Clin Orthop Relat Res, 2012,
470: 1855–1859.
45. Hogervorst T, Brand RA. Mechanoreceptors in joint function. J Bone Joint
Surg, 1998, 80: 1365–1378.

46. Migliorini F, Tingart M, Niewiera M, Rath B, Eschweiler J. Unicompartmental
versus total knee arthroplasty for knee osteoarthritis. Eur J Orthop Surg
Traumatol, 2019, 29: 947–955.
47. McClelland JA, Webster KE, Feller JA, Menz HB. Knee kinematics during
walking at different speeds in people who have undergone total knee
replacement. Knee, 2011, 18: 151–155.
48. Friesenbichler B, Item-Glatthorn JF, Wellauer V, Maffiuletti NA. Short- term
functional advantages after medial unicompartmental versus total knee
arthroplasty. Knee, 2018, 25: 638–643.
49. Chassin EP, Mikosz RP, Andriacchi TP, Rosenberg AG. Functional analysis of
cemented medial unicompartmental knee arthroplasty. J Arthroplasty, 1996, 11:
553–559.
50. Noticewala MS, Geller JA, Lee JH, Macaulay W. Unicompartmental knee
arthroplasty relieves pain and improves function more than total
knee arthroplasty. J Arthroplasty, 2012, 27: 99–105.
51. Arirachakaran A, Choowit P, Putananon C, Muangsiri S, Kongtharvonskul J. Is
unicompartmental knee arthroplasty (UKA) superior to total knee arthroplasty
(TKA)? A systematic review and meta-analysis of randomized controlled trial. Eur J
Orthop Surg Traumatol, 2015, 25: 799–806.
52. Kim MS, Koh IJ, Choi YJ, Lee JY, In Y. Differences in patient-reported
outcomes between unicompartmental and total knee arthroplasties: a propensity
score-matched analysis. J Arthroplasty, 2017, 32: 1453–1459.
53. Zuiderbaan HA, van der List JP, Khamaisy S, et al. Unicompartmental knee
arthroplasty versus total knee arthroplasty: which type of artificial joint do
patients forget? Knee Surg Sports Traumatol Arthrosc, 2017, 25: 681–686.
54. Koppens D, Rytter S, Munk S, et al. Equal tibial component fixation of a
mobile-bearing and fixed-bearing medial unicompartmental knee arthroplasty:
a randomized controlled RSA study with 2-year follow-up. Acta Orthop, 2019, 12:
575–581.
55. Beard DJ, Harris K, Dawson J, et al. Meaningful changes for the Oxford hip
and knee scores after joint replacement surgery. J Clin Epidemiol, 2015, 68:
73–79.
56. Peersman G, Stuyts B, Vandenlangenbergh T, Cartier P, Fennema P. Fixed-
versus mobile-bearing UKA: a systematic review and meta-analysis. Knee Surg
Sports Traumatol Arthrosc, 2015, 23: 3296–3305.
57. Huang F, Wu D, Chang J, et al. A comparison of mobile- and fixed-bearing
unicompartmental knee arthroplasties in the treatment of medial knee
osteoarthritis: a systematic review and meta-analysis of 1,861 patients. J Knee
Surg, 2021, 34: 434–443.

87
ORTHOPAEDIC SURGERY

VOLUME 14 • NUMBER 1 • JANUARY, 2022
KNEE SCORES IN NON-LATERAL UKA PATIENTS


	 Knee Scores of Patients with Non-Lateral Compartmental Knee Osteoarthritis Undergoing Mobile, Fixed-Bearing Unicompartment...
	Introduction
	Methods and Materials
	Inclusion Criteria
	Exclusion Criteria
	Randomized and Parallel Blinded

	Surgical Procedure
	TKA Group
	Anesthesia and Position
	Approach and Exposure
	Pathological Changes, Resection
	Fixation or Placement of Prosthesis
	Reconstruction

	MB UKA Group
	Anesthesia and Position
	Approach and Exposure
	Pathological Changes, Resection
	Fixation or Placement of Prosthesis
	Reconstruction

	FB UKA Group
	Anesthesia and Position
	Approach and Exposure
	Pathological Changes, Resection
	Fixation or Placement of Prosthesis
	Reconstruction
	Perioperative Management
	Fast-Track Surgery Program
	Follow-Up and Data Collection

	The Operative Time
	Intraoperative Bleeding
	The Time Point of Walking Without Crutches for the First Time
	The Walking Up and Down the Stairs Independently After the Operation for the First Time
	Postoperative Complications

	Clinical Evaluation
	Hospital for Special Surgery Knee Score (HSS)
	The Western Ontario and McMaster Universities Index (WOMAC)
	Knee Society Score (KSS)
	Visual Analog Scale (VAS)
	Oxford Knee Score (OKS)

	The Maximum Flexion Angle of the Knee
	The Forgotten Joint Score (FJS)

	Statistical Analyses

	Results
	Patient Characteristics
	Follow-Up
	General Results of Primary Comparison
	Functional Outcomes of Primary Comparison
	General Results of Secondary Comparison
	Functional Outcomes of Secondary Comparison
	Effective Subgroup Analysis
	Complications

	Discussion
	Patellofemoral Diseases Have Little to No Effect in MB UKA and FB UKA
	The Clinical Efficacies and Knee Scores Between UKA (Including MB UKA and FB UKA) and TKA
	The Clinical Efficacies and Knee Scores Between MB UKA, FB UKA, and TKA
	There is No Significant Difference in the Clinical Outcomes and Knee Scores of MB UKA and FB UKA
	Limitations of the Study
	Conclusion

	References


