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Abstract
The purpose of this network meta-analysis was to investigate the efficacy and safety of total knee arthroplasty (TKA)
considering seven different surgical approaches. Four databases (PubMed, Cochrane Library, EMBASE, Web of Sci-
ence) were searched for clinical randomized controlled trials (RCTs) involving TKA with different surgical approaches.
STATA 14.0 was used to construct network maps and publication bias graphs and conduct inconsistency tests, net-
work meta-analyses, and surface under the cumulative ranking (SUCRA) calculations. A total of 51 RCTs involving
4061 patients and 4179 knees from 18 countries were included. Among the seven surgical approaches, the mid-
vastus approach (MV) was the top choice to reduce tourniquet use time, the subvastus approach (SV) had the shortest
operation time, the mini-midvastus approach (Mini-SV) was associated with the least amount of time to achieve
straight leg raise (SLR) after surgery, the mini-medial parapatellar approach (Mini-MP) reduced postoperative pain
effects, and the medial parapatellar approach (MP) was the best approach to improve range of motion (ROM). Exclud-
ing the quadriceps-sparing approach (QS), which was not compared, the use of the mini-midvastus (Mini-MV) may
shorten the hospital stay. There were no significant differences in blood loss, postoperative complications, American
Knee Society Score (AKSS) objective, or AKSS functional between the seven surgical approaches (P > 0.05).
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Introduction

Total knee arthroplasty (TKA) utilizes an artificial prosthesis
to replace a severely injured knee that has lost its normal

function, eliminate pain, restore knee stability, and improve qual-
ity of life1. TKA is mainly used for non-suppurative arthritis
(such as rheumatoid arthritis and osteoarthritis), traumatic
arthritis, and so on, which can cause severe knee pain, instability,

and serious daily life disorders in those for whom conservative
treatment has been ineffective or treatment failure cases2. As the
population ages, the prevalence of knee osteoarthritis is increas-
ing3,4. A large number of clinical applications indicate that TKA
is the best treatment for advanced osteoarthritis2,5. Relevant stud-
ies have shown that approximately 90% of patients experience
excellent or good TKA results, and the 10-year survival of the
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prosthesis may reach 96%, significantly improving the quality of
life of patients6,7.

There are abundant studies on different surgical
approaches for TKA in clinical practice, and there is still no
unified conclusion on which surgical approach is rec-
ommended. The medial parapatellar approach (MP) is the
classic approach for TKA. It is safe and easy to conduct and is
widely used in the clinic8. Because the MP requires an incision
in the quadriceps femoris, serious damage to the knee exten-
sor tissue may occur, resulting in postoperative complications,
such as patellar dislocation, subexation, and knee extensor
weakness, delaying early postoperative rehabilitation training
in patients8,9. The subvastus approach (SV) and quadriceps-
sparing approach (QS) are regarded as necessary to preserve
the anatomy in the highly technical approaches. Compared
with the traditional MP, the SV and QS completely retain the
extensor tissue of the knee joint and cause minimal damage to
the blood vessels around the knee joint5. However, studies
have shown that the application of the QS may prolong tour-
niquet time and operation time10. The midvastus approach
(MV) minimizes damage to the peripheral blood vessels and
muscles in the knee and exposes a good surgical field of
view11. Because of the relatively large incision, the traditional
surgical approach is characterized by extensive trauma to the
surrounding tissues of the knee joint. In recent decades, the
concept of minimally invasive surgery has spread rapidly in
the field and has been widely applied to the surgical approach
of TKA. This minimally invasive approach to total knee sur-
gery is a technical improvement and supplement to traditional
knee replacement. It has the advantages of a small skin inci-
sion, minor trauma, and an aesthetically appealing appear-
ance. However, the efficacy and safety of minimally invasive
total knee arthroplasty (MIS-TKA) are still the focus of cur-
rent research. To date, there is still some debate and even
doubt about MIS-TKA.5,12,13 Some researchers believe that the
long-term effects of TKA through minimally invasive incisions
are still unknown and that poor exposure to the surgical field
may lead to problems such as implant fixation, poor align-
ment, and even an increased risk of postoperative infec-
tion12,13. Clinical studies suggest that MIS-TKA, such as the
mini-midvastus approach (Mini-MV) and the mini-medial
parapatellar approach (Mini-MP), shows no significant differ-
ences in terms of blood loss, incision length, operation time,
or hospital stay compared with traditional surgical
approaches14–19. Of course, there are also views that in the
early postoperative period, the Mini-MV has significantly bet-
ter results than the MP in range of motion (ROM), straight
leg raise (SLR), and blood loss.

Although the traditional surgical approach is associated
with certain trauma, its safety and operability have been
guaranteed after years of clinical practice. However, as a newly
developed surgical method, MIS-TKA may still have certain
risks. The use of traditional or minimally invasive surgical
approaches still requires more authoritative, evidence-based
results. We compared the clinical efficacy and safety of com-
monly used TKA approaches directly and indirectly by

conducting a network meta-analysis to provide current data
for decision-making and clinical applications of TKA.

Methods

This meta-analysis of RCTs was performed in accordance
with the PRISMA statements. And this study was regis-

tered on PROSPERO website https://www.crd.york.ac.uk/
PROSPERO/ (registration number CRD42020162704).

Inclusion Criteria
The inclusion criteria are as follows: (i) only clinical random-
ized controlled trials (RCTs) were included; (ii) patients with
knee osteoarthritis who underwent TKA for the first time,
regardless of race, age, sex, height, or weight were included.
Moreover, there was no significant difference in patients’
preoperative basic conditions (age, sex, basic diseases, etc.),
and the type of prosthesis was not limited; (iii) TKA by dif-
ferent surgical approaches was included; (iv) if the study was
a three-arm or four-arm test, all the data of each arm were
recorded; (v) the original data in the literature included at
least one or more of the following indicators and was accu-
rately described in detail: tourniquet duration, operation
duration, blood loss, American Knee Society Score objective
(AKSS objective, �/100 points), American Knee Society
Score functional (AKSS functional, �/100 points), ROM,
visual analogue scale (VAS) score, days to SLR, length of
stay, and complications. The statistical data for continuous
variables were presented as the mean � standard deviation;
and (vi) only studies published in English were included.

Exclusion Criteria
The exclusion criteria were as follows: (i) patients with revision
surgery, knee infection, or severe deformity were excluded;
(ii) reviews, case reports, retrospective studies, and cohort stud-
ies were excluded; (iii) studies with duplicate publications or
data were excluded; and (iv) studies in which the data were
obviously wrong, incomplete, or unclear were excluded.

Literature Retrieval Strategy
The PubMed, Cochrane Library, EMBASE, and Web of Science
databases were searched, and RCTs involving TKA by all surgi-
cal approaches were included. The retrieval time was from the
establishment of each database to October 2019. And the search
terms were as follows: (“randomized controlled trial” OR “con-
trolled clinical trial” OR “clinical trials as topic” OR random-
ized OR randomized OR randomly OR placebo OR trial) AND
(“total knee arthroplasty” OR “total knee replacement” OR
TKA OR “Knee Replacement Arthroplasties” OR “Knee
Replacement Arthroplasty” OR “Knee Arthroplasty”) AND
(Surgical Approaches OR “conventional TKR approach” OR
“anterior knee approaches” OR standard approaches OR “MIS
TKR” OR “minimally invasive surgery” OR MIS OR “Mini-
mally invasive knee surgery” OR “minimally invasive
approaches” OR “Lateral parapatellar approach” OR subvastus
OR SV OR “southern approach” OR “subvastus approach” OR
“mini-subvastus approaches” OR midvastus OR MV OR

473
ORTHOPAEDIC SURGERY

VOLUME 14 • NUMBER 3 • MARCH, 2022
TOTAL KNEE ARTHROPLASTY

https://www.crd.york.ac.uk/PROSPERO/
https://www.crd.york.ac.uk/PROSPERO/


midvastus approach OR mini-midvastus approach OR Mini-
midvastus OR “quadriceps sparing” OR quadriceps-sparing OR
“Medial paraptellar approach” OR “minimally invasive medial
approaches” OR “mini-medial parapatellar approach” OR
“mini-medial parapatellar” OR “minimally invasive medial par-
apatellar approach”). Each database retrieval strategy can be
found in supplement 1 in Appendix S1.

Literature Screening and Data Extraction
Two orthopaedic surgeons (GH Liang and WY Yang) con-
ducted the literature retrieval, and the preliminary and sec-
ondary screening of the literature was conducted strictly in
accordance with the pre-established inclusion and exclusion
criteria. The two researchers (GH Liang and WY Yang)
extracted the data independently, and a third researcher
(JK Pan) carried out the comparison. In cases of errors or
differences, the third researcher (JK Pan) and corresponding
author (J Liu) assisted in the judgment.

The main data extracted in this study included the
title, first author, publication year, sample size, intervention
measures, age, relevant items for literature quality evaluation,
and relevant outcome indicators of clinical efficacy. For the
outcome indicators with more than two time points of statis-
tical data, referring to relevant statistical theories20 and
Cochrane Handbook recommendation, we extracted the time
point data of the last follow-up as the statistical data source.

Bias Risk Assessment of Included Studies
The Cochrane risk of bias tool was used for quality evalua-
tion21. The tool includes evaluation in seven areas: random
sequence generation, allocation blinding, blinding of partici-
pants, blinding of outcome measures, incomplete outcome
data, selective reporting, and other biases. The risk of bias in
each area was judged to be low, high, or unclear22.

Statistical Analysis
The statistical methods in this network meta-analysis were all
based on the frequency framework, and a random effects model
was used to conduct statistics on the network meta-analysis
results. The evaluation indexes in this study included binomial
variables and continuous variables. The relative risk (RR) was
used to evaluate the effects of binary variables, weighted mean
differences (WMDs) were used to evaluate the effects of contin-
uous variables, and 95% confidence intervals (CIs) of the RRs
and WMDs were calculated. Review Manager 5.3.5 software
(Cochrane Collaboration, Oxford, UK) was used for literature
quality evaluation. STATA 14.0 software (STATA Corporation,
Lakeway, Texas, USA) was used to construct network maps and
publication bias test graphs and to conduct inconsistency tests,
network meta-analyses, and surface under the cumulative rank-
ing (SUCRA) calculations23. To assess the absolute differences
between direct and indirect evidence, we calculated inconsis-
tency factors and 95% CIs for each closed loop in the network24.
This calculation method detected loop inconsistencies with the
ifplot command in STATA. If the lower limit of the 95% CI was
0 or P > 0.05, the direct comparative evidence was considered

very consistent with the indirect comparative evidence. The
estimated variance used to examine heterogeneity (t2) to assess
statistical heterogeneity was calculated. t2 values of approxi-
mately 0.04, 0.16, and 0.36 indicated low, moderate, and high
heterogeneity, respectively25,26. In this study, the SUCRA
method was used to calculate the cumulative ranking probabil-
ity of each treatment scheme. The higher the value of SUCRA,
the better the effect of the intervention23,27.

Results

Literature Screening Process and Results
A total of 1678 relevant studies were obtained in the initial
search of the PubMed (n = 190), EMBASE (n = 477),
Cochrane Library (n = 531), and Web of Science (n = 460)
databases, as well as from manual retrieval (n = 20). After
excluding duplicate literature and applying the inclusion
criteria and exclusion criteria, 51 RCTs15,28-77 were finally
included in this study, of which 4215,29-37,39-47,49-59,62-63,65-67,70-76

were clearly approved by ethics committees, while the approval
of nine was not reported. Two three-arm tests were included in
the analysis, while the remainder were all two-arm tests. A total
of 4061 patients, 4179 knees, and seven surgical approaches,
including MP, MV, SV, QS, Mini-MP, Mini-MV, Mini-SV, were
included. The literature screening process and results are shown
in Figure 1, and the basic information of the included literature
is shown in supplement 2 in Appendix S1.

Quality Evaluation of the Included Literature
ptIn terms of randomization, a total of 29 studies were consid-
ered low risk; two studies did not perform random allocation,
and 20 studies did not specify the method of random alloca-
tion. In terms of allocation blinding, a total of 27 studies cor-
rectly implemented allocation blinding, three studies failed to
achieve allocation blinding, and 21 studies did not report
blinding. Because it is difficult to blind the surgical approach
adopted by the surgeon, the implementation bias was consid-
ered high risk. In terms of measurement bias of outcome indi-
cators, 32 studies were low risk, while 19 studies did not
report the risk. Incomplete data, selective reporting, and other
risks were generally low. In general, among the 357 minor risk
assessments of the 51 studies included in this study, the per-
centages of low risk, unclear risk, and high risk were 67.51%,
16.80%, and 15.69%, respectively. The bias risk assessment
results of the included studies are shown in Figure 2.

Network Map
The network map is shown in Figure 2 and supplement 3 in
Appendix S1. The line between the two points represents evi-
dence for a direct comparison between two surgical
approaches, while the absence of a line indicates that there
was no direct comparison and that results were obtained by
indirect comparison. The thickness of the line indicates the
number of studies using both surgical approaches. The dot
size indicates the total number of cases enrolled in the surgi-
cal approach (Figure 3).
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Network Meta-analysis

Tourniquet Duration
We extracted data on the duration of tourniquet use during
TKA from 18 studies. The results of the network meta-analy-
sis showed that the tourniquet time of the Mini-MV, MP,

Mini-MP, and MV were all shorter than that of the QS, with
statistically significant differences (P < 0.05). The results of
pairwise meta-analysis are shown in Figure 4. The duration
of the Mini-SV was longer than that of the Mini-MP
(WMD = 1.53, 95% CI 0.07–2.99), and the difference was
statistically significant (P < 0.05) (Supplement Table 1 in

Fig. 1 Flow diagram of databases

searched according to PRISMA

guidelines

Fig. 2 Risk of bias graph of all included RCTs
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A B

C D

Fig. 3 Network diagrams depicting direct

evidence used in network meta-analysis.

(A) Network diagram of tourniquet

duration shows 10 direct comparisons.

(B) Network diagram of operation

duration shows 11 direct comparisons.

(C) Network diagram of the blood loss

shows nine direct comparisons.

(D) Network diagram of the

complications shows nine direct

comparisons. Lines between two nodes

mean there is direct evidence between

two interventions; line thickness

corresponds to the number of studies

and the size of the nodes represents the

total sample size of the treatments

Fig. 4 The forest plots of pairwise meta-

analysis of the tourniquet duration
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Appendix S1). The MV (84.2%) had the maximum SUCRA
value, and the QS had the minimum (1.2%) (Table 1). The
SUCRA diagram corresponding to all the outcome indicators
is shown in supplement 4 in Appendix S1. The above data
analysis indicates that the MV may be the most effective
approach to reduce tourniquet use time during TKA.

Operation Duration
We extracted data on the duration of TKA from 22 studies.
The operation times of the MV, Mini-MP, MP, SV, and
Mini-MV were shorter than that of the QS, and the differ-
ence was statistically significant (P < 0.05). The results of
pairwise meta-analysis are shown in Figure 5. The operation
times of the MV, Mini-MP, MP, and SV were shorter than
that of the Mini-SV, and the difference was statistically sig-
nificant (P < 0.05). The time of the MP was shorter than that

of the Mini-MV (WMD = �0.81, 95% CI �1.42 to �0.20),
and the difference was statistically significant (P < 0.05)
(Supplement Table 1 in Appendix S1). The SV (85.1%) has
the maximum SUCRA value, and the Mini-MP had the min-
imum value (5.9%) (Table 1). The above data analysis indi-
cates that the SV may be the shortest approach for TKA.

Blood Loss
We extracted data on TKA-associated blood loss from
16 studies. The results of the network meta-analysis showed
that there were no significant differences in blood loss
between the different surgical approaches (P > 0.05) (Supple-
ment Table 1 in Appendix S1). The results of pairwise meta-
analysis are shown in Figure 6. The Mini-MP (77.6%) had
the maximum SUCRA value, and the MP had the minimum
value (29.7%) (Table 1).

TABLE 1 The results of SUCRA

Outcome indicators

Surgical approach

Mini-SV SV QS Mini-MV MV Mini-MP MP

Tourniquet duration 25.2% 55.3% 1.2% 42.9% 84.2% 75.2% 66.0%
Operation duration 77.7% 85.1% 56.5% 38.5% 12.5% 5.9% 73.7%
Blood loss 62.4% 43.9% 29.8% 52.3% 54.3% 77.6% 29.7%
Length of stay 24.5% 27.4% — 86.0% 50.6% 85.8% 25.7%
American Knee Society Scores Functional 70.9% 35.7% 55.5% 44.7% 32.7% 78.7% 31.9%
American Knee Society Scores Objective 22.9% 42.6% 69.1% 51.3% 81.9% 46.0% 36.3%
Visual analog scale 60.8% 30.9% 60.9% 43.7% 41.9% 89.5% 22.3%
Range of motion 16.8% 68.8% 44.7% 49.7% 74.5% 13.3% 82.4%
Straight leg raise 99.2% 51.9% 80.5% 45.0% 17.3% 47.2% 8.8%
Complications 68.4% 23.6% 75.9% 59.1% 35.5% 66.7% 20.8%

Fig. 5 The forest plots of pairwise meta-

analysis of the operation duration
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AKSS Functional
We extracted AKSS functional data from 18 studies at the
last follow-up after TKA. The results of the network meta-
analysis showed that there were no significant differences in
the AKSS functional at the last follow-up after each surgical
approach (P > 0.05) (Supplement Table 1 in Appendix S1).
The results of pairwise meta-analysis are shown in Figure 7.

The Mini-MP (78.7%) had the maximum SUCRA value, and
the MP had the minimum value (31.9%) (Table 1).

AKSS Objective
We extracted the AKSS objective at the last follow-up after
TKA from 19 studies. The results of the network meta-
analysis showed that there were no significant differences in

Fig. 6 The forest plots of pairwise meta-

analysis of the blood loss

Fig. 7 The forest plots of pairwise meta-

analysis of the AKSS functional
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the AKSS objective at the last follow-up after each surgical
approach (P > 0.05) (Supplement Table 1 in Appendix S1).
The results of pairwise meta-analysis are shown in Figure 8.
The MV (81.9%) had the maximum SUCRA value, and the
Mini-SV had the minimum value (22.9%) (Table 1).

VAS Score
The VAS score at the last follow-up after total knee replace-
ment was extracted from 16 studies. The VAS scores of patients
who underwent MP was higher than that of patients who
underwent the Mini-MP (WMD = 0.87, 95% CI 0.13–1.61),
and the Mini-MP was more effective in alleviating postopera-
tive pain than the MP (P > 0.05) (Supplement Table 1 in
Appendix S1). The results of pairwise meta-analysis are shown
in Figure 9. The Mini-MP (89.5%) had the maximum SUCRA
value, and the MP had the minimum value (22.3%) (Table 1).
The above data analysis shows that the Mini-MP is the most
effective approach to reduce postoperative pain.

Days to SLR
We extracted data from 11 studies on the number of days
required for SLR after TKA. Considering the Mini-SV group
as the control group, the MP, MV, Mini-MV, Mini-MP, and
SV groups all required more days for SLR than the Mini-SV
group, and the difference was statistically significant
(P < 0.05). Considering the QS group as the control group,
the number of days required for SLR in the MP and MV
groups was more than that in the QS group, with a statisti-
cally significant difference (P < 0.05). The number of days
required for SLR after the MP was higher than that after the
SV (WMD = 1.05, 95% CI 0.24–1.85) (Supplement Table 1

in Appendix S1). The results of pairwise meta-analysis are
shown in Figure 10. The Mini-SV (99.2%) had the maximum
SUCRA value, and the MP had the minimum value (8.8%)
(Table 1). The above data analysis indicates that the Mini-SV
may be the approach with the least number of days required
for SLR after surgery.

ROM
We extracted ROM data at the last follow-up after TKA from
24 studies. Considering the MP group as the control group,
the ROMs in the Mini-SV and Mini-MP groups were greater
than that in the MP group at the last postoperative follow-up,
with a statistically significant difference (P < 0.05) (Supplement
Table 1 in Appendix S1). The results of pairwise meta-analysis
are shown in Figure 11. MP (82.4%) had the maximum
SUCRA value, and the Mini-MP had the minimum value
(13.3%) (Table 1). The above data analysis shows that the MP
has the best effect on improving the ROM after TKA.

Length of Stay
We extracted data on the length of hospital stay after TKA
from 14 studies. The results of the network meta-analysis
showed that considering MP as the control group, the hospital
stays in the Mini-SV and Mini-MP groups were shorter than
that in the MP group, with a statistically significant difference
(P < 0.05) (Supplement Table 1 in Appendix S1). The Mini-
MV (86.0%) had the maximum SUCRA value, and the Mini-
SV had the minimum value (24.5%) (Table 1). The results of
pairwise meta-analysis are shown in Figure 12. The above data
analysis shows that the Mini-MV is the best approach to
shorten the hospitalization time of patients with TKA.

Fig. 8 The forest plots of pairwise meta-

analysis of the AKSS objective
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Complications
We extracted data on TKA-associated complications from
18 studies. The results of the network meta-analysis
showed that there were no significant differences in the
incidence rates of postoperative complications among the
different surgical approaches (P > 0.05) (Supplement Table
1 in Appendix S1). The QS (75.9%) had the maximum

SUCRA value, and the SV had the minimum value (23.6%)
(Table 1).

Quality of the Evidence Domains
We tested for inconsistencies in the closed loop formed by
interventions involving all outcome measures. The inconsis-
tency factor (IF) between each characteristic cycle factor

Fig. 9 The forest plots of pairwise meta-

analysis of the VAS

Fig. 10 The forest plots of pairwise

meta-analysis of the SLR
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detection, P values of the test of inconsistency, and loop het-
erogeneity parameters (t2) are presented in supplement 6 in
Appendix S1. Our results showed that the t2 values of all
outcome indicators were <0.04, indicating that the compara-
tive data of all the outcome indicators had low heterogeneity.
The 95% CIs and P values of the inconsistency between the
direct and indirect evaluation results indicated that in

addition to blood loss, length of hospital stay, and ROM, the
closed-loop consistency of the other outcome indicators was
improved. Direct and indirect comparisons had little effects
on the results of the whole network meta-analysis, and the
statistical results of the network meta-analysis were highly
reliable (the statistical results are shown in supplement 5 in
Appendix S1). We constructed a funnel chart to compare

Fig. 11 The forest plots of pairwise

meta-analysis of the ROM

Fig. 12 The forest plots of pairwise

meta-analysis of the length of stay
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and adjust all outcome indicators (Figure 13 and supplement
6 in Appendix S1). The results suggest that tourniquet dura-
tion, blood loss, length of hospital stay, VAS score, ROM,
and the corresponding funnel points on the funnel plot are
roughly symmetrical based on the zero line, and the angle
between the adjusted auxiliary line and the zero line is rela-
tively small, so it is likely that there is no serious publication
bias. However, the points on the funnel chart corresponding
to the operation time, SLR, AKSS objective, and AKSS func-
tional are asymmetric based on the zero line, and the angle
between the adjusted auxiliary line and the zero line is
slightly increased; therefore, there may be some publication
bias. The results should be interpreted with caution.

Discussion

This study is the first systematic review and network
meta-analysis of the intraoperative and postoperative

clinical efficacy and safety of seven surgical approaches for
TKA. This study compared the outcomes of seven surgical
approaches (categorized as traditional incisions or minimally
invasive incisions) for TKA and made up for the limitation
of a lack of RCTs for certain surgical approaches in previous
traditional meta-analyses. Each surgical approach (regardless
of traditional approach or minimally invasive approach) has
advantages and disadvantages. We should choose the appro-
priate surgical approach from the perspective of the patient
and clinical practice while considering the economic burdens
of the different surgical approaches. The main findings of
this network meta-analysis are as follows.

Discussion of Approaches on Operation-Related Indexes

Influence on Tourniquet Duration
The tourniquet time in the QS was longer than that in the Mini-
MV (WMD = 2.34, 95% CI 0.71–3.97), MP (WMD = 2.88,

95% CI 1.49–4.26), Mini-MP (WMD = 3.11, 95% CI 1.80–4.41),
and MV (WMD = 3.82, 95% CI 1.03–6.61). The Mini-SV took
longer than the Mini-MP (WMD = 1.53, 95% CI 0.07–2.99),
and the differences were statistically significant. According to the
SUCRA statistics, the MV may be the best approach to reduce
tourniquet use time. An RCT64 showed that compared with the
MP, the use time of the tourniquet in the MV was significantly
reduced (P = 0.029 < 0.05), consistent with the SUCRA results
calculated in the current study.

Influence on Operation Time
The MV (WMD = �2.22, 95% CI �3.78 to �0.66), Mini- MP
(WMD = �1.48, 95% CI �2.48 to �0.47), MP (WMD = �1.90,
95% CI �2.83 to �0.97), SV (WMD = �1.88, 95% CI �3.43 to
�0.34), and Mini-MV (WMD = �1.09, 95% CI �2.10 to �0.08)
all had shorter operation times than the QS. The MV
(WMD = �1.97, 95% CI �3.51 to �0.43), Mini-MP
(WMD = �1.22, 95% CI �2.12 to �0.32), MP (WMD = �1.64,
95% CI �2.54 to �0.74), and SV (WMD = �1.63, 95% CI
�3.16 to �0.10) all required shorter operation times than the
Mini-SV. The MP (WMD = �0.81, 95% CI �1.42 to �0.20)
was shorter than the Mini-MV, and the above differences
were statistically significant. According to the SUCRA statis-
tics, the SV may be the least time-consuming option for TKA.
From the above results, we know that, as a whole, the opera-
tion time of traditional surgical approaches is relatively shorter
than that of minimally invasive approaches. Because mini-
mally invasive surgery requires only a small incision, the
exposed surgical field is less than that of a traditional incision,
increasing technical difficulty for the surgeon; thus, the opera-
tion time may be increased12. Our statistical results indicate
that the SV with a conventional incision may be the approach
that requires the least surgical time. The results of a prospec-
tive clinical study77 showed that the SV required less surgical
time, consistent with our findings.

Fig. 13 Comparison-adjusted funnel plot of

tourniquet duration
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Effect on Blood Loss
The statistical results showed that there were no significant
differences in TKA-associated blood loss between the seven
different surgical approaches. Our results showed that there
were no significant differences in intraoperative blood loss
between the seven surgical approaches included in the study;
this result is in contrast with the traditional belief that blood
loss in the large-incision approach is generally greater than
that in the minimally invasive approach. Because the mini-
mally invasive approach requires precise surgical techniques
and has a poor visual field, it may prolong the operation
time and increase blood loss78. Many clinical studies15,18,79

have reported no significant differences in blood loss
between minimally invasive and conventional surgical
approaches, between the Mini-MV and Mini-MP, and
between the MV and SV.

Discussion of Approaches on Postoperative Clinical
Efficacy

Days to SLR
The MP (WMD = 3.82, 95% CI 2.51–5.12), MV
(WMD = 3.65, 95% CI 2.12–5.17), Mini-MV (WMD = 2.95,
95% CI 0.89–5.02), Mini-MP (WMD = 2.86, 95% CI 1.73–
4.00), and SV (WMD = 2.77, 95% CI 1.24–4.29) groups
required more days to achieve postoperative straight leg eleva-
tion than the Mini-SV group. The MP (WMD = 2.58, 95% CI
0.68–4.48) and MV (WMD = 2.41, 95% CI 0.35–4.47) groups
required more days for straight leg elevation than the QS
group. The MP (WMD = 1.05, 95% CI 0.85) group required
more days for straight leg elevation than the SV group, and
the above differences were statistically significant. According to
the SUCRA statistics, the Mini-SV may require the shortest
amount of time to straight leg elevation after TKA. One of the
advantages of minimally invasive surgical approaches is that
the incision is small, which can make patients feel that the
operation is simple and promote positive attitudes80. A meta-
analysis81 showed that straight leg elevation took less time after
the Mini-SV, consistent with our findings.

Length of Stay
The Mini-SV (WMD = �1.35, 95% CI �2.23 to �0.47) and
Mini-MP (WMD = �1.37, 95% CI �2.35 to �0.38) groups
had shorter hospital stays than the MP group. According to
the SUCRA statistics, the Mini-MV may be the best option
to reduce length of stay. A clinical study36 showed that the
hospital stay in the Mini-MV group was significantly shorter
than that in the MP group, consistent with our findings.

The VAS score in the MP (WMD = 0.87, 95% CI
0.13–1.61) group was higher than that in the Mini-MP
group, and the difference was statistically significant.
According to the SUCRA statistics, the Mini-MP may be the
best option for relieving pain after TKA. A clinical study45

with a 5-year follow-up showed that the Mini-MP reduced
the postoperative VAS score more than the MP, which may
be related to the smaller incision.

ROM
Considering the MP group as the control group, the Mini-
SV (WMD 0.79, 95% CI 0.07–1.51) and Mini-MP
(WMD = 0.77, 95% CI 0.31–1.22) groups had greater knee
ROM than the MP group. According to the statistical results
of SUCRA, the MP may be the best option to improve post-
operative knee ROM. The MP can provide a good surgical
field of vision and a relatively large operating space, while a
minimally invasive surgical approach is associated with poor
exposure of the surgical field48; thus, it is more ideal for
prosthesis implantation. We hypothesized that this would be
beneficial for the recovery of knee motion at a later stage.
The results showed32 that the ROM after the MP was greater
than that after the SV, and the general trend was consistent
with our results.

AKSS Objective and AKSS Functional
The results of this network meta-analysis showed that there
were no significant differences between the AKSS objective and
AKSS functional at the last follow-up after TKA by seven sur-
gical approaches. The AKSS objective and AKSS functional
reflected the overall effect after TKA, indicating that regardless
of which approach was used for TKA, the effect on the recov-
ery of knee function at a later stage was the same, which was
consistent with two published meta-analyses18,79.

Safety
The impact of the approach on clinical safety was evaluated.
The results of the network meta-analysis showed that there
were no significant differences in the incidence of complica-
tions (such as thrombus and prosthesis looseness) among the
seven surgical approaches after TKA. According to the
SUCRA statistics, the QS may be the safest approach for
TKA, with the least complications. Since there were no sta-
tistically significant differences in the incidence of complica-
tions after TKA by the seven surgical approaches, the results
of the SUCRA rankings should be interpreted with caution.

Limitations
This network meta-analysis has several limitations. First,
individual-approach RCT-related research has decreased reli-
ability because the network meta-analysis as a whole has a
certain influence. Second, according to the inclusion and
exclusion criteria of this study, QS-related RCTs were not
included in the length of hospitalization evaluation, and the
length of hospitalization associated with the QS was not
compared with the six other approaches. If new clinical
results emerge, we will update the relevant outcome indica-
tors as necessary. Third, the basic diseases of the included
cases and the characteristics of each population were not
considered in this study. Moreover, there were certain differ-
ences in the pain thresholds of the patients, which may lead
to certain bias in the evaluation of individual outcome indi-
cators (such as VAS scores and ROM). Fourth, the last
follow-up time of the outcome indicators in some studies
was not consistent, which may have had a certain influence
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on the relevant outcome indicators. Fifth, there was a lack of
economic burdens, incision lengths, and other comparative
evaluations. Among the literature included in this study,
there were few studies that considered economic burden and
incision length comparisons, so they were difficult to evalu-
ate, and a network meta-analysis was not carried out, which
is also content to be added to subsequent studies.

Conclusions

This network meta-analysis showed that among the seven
surgical approaches, the MV was the best choice to

reduce the tourniquet use time, the SV required the shortest
operation time, the Mini-SV was associated with the least
amount of time to achieve straight leg elevation after surgery,
the Mini-MP reduced postoperative pain effects, and the MP
was the best approach to improve ROM. Excluding the QS,
which was not compared, the use of the Mini-MV may
shorten the hospital stay. There were no significant differ-
ences in blood loss, the AKSS objective, or AKSS functional
between the seven surgical approaches. There was no

significant difference in the incidence of postoperative com-
plications between the seven surgical approaches.

Acknowledgements

None.

Conflict of Interest

The authors declare that they have no competing
interests.

Data Availability Statement
The datasets generated during and/or analyzed during the
current study are available from the corresponding author
on reasonable request.

Supporting Information
Additional Supporting Information may be found in the
online version of this article on the publisher’s web-site:

Appendix S1: Web appendix: Supplementary materials

References
1. Delanois RE, Mistry JB, Gwam CU, Mohamed NS, Choksi US, Mont MA.
Current epidemiology of revision total knee arthroplasty in the United States.
J Arthroplasty, 2017, 32: 2663–8.
2. Souza J, Ferreira R, de Lima A, Filho d SACP, de Albuquerque P. Clinical
demographic characteristics of total knee arthroplasty in a UNIVERSITY hospital.
Acta Ortop Bras, 2016, 24: 300–3.
3. Richmond JC. Surgery for osteoarthritis of the knee. MedClinNAm, 2009, 93:
213–22.
4. Romanini E, Decarolis F, Luzi I, Zanoli G, Venosa M, Laricchiuta P, et al. Total
knee arthroplasty in Italy: reflections from the last fifteen years and projections
for the next thirty. Int Orthop, 2019, 43: 133–8.
5. Tzatzairis T, Fiska A, Ververidis A, Tilkeridis K, Kazakos K, Drosos GI.
Minimally invasive versus conventional approaches in total knee
replacement/arthroplasty: a review of the literature. J Orthop, 2018, 15: 459–66.
6. Viganò R, Marega L, Breemans E, Mir�o RL. A systematic literature review of
the Profix in primary total knee arthroplasty. Acta Orthop Belg, 2012, 78: 55–60.
7. Shukla H, Nair SR, Thakker D. Role of telerehabilitation in patients following
total knee arthroplasty: evidence from a systematic literature review and meta-
analysis. J Telemed Telecare, 2017, 23: 339–46.
8. Aslam MA, Sabir AB, Tiwari V, Abbas S, Tiwari A, Singh P. Approach to Total
knee replacement: a randomized double blind study between medial Parapatellar
and Midvastus approach in the early postoperative period in Asian population.
J Knee Surg, 2017, 30: 793–7.
9. Kelly MJ, Rumi MN, Kothari M, Parentis MA, Bailey KJ, Parrish WM, et al.
Comparison of the vastus-splitting and median parapatellar approaches for
primary total knee arthroplasty: a prospective, randomized study. J Bone Joint
Surg Am, 2006, 88: 715–20.
10. Lin WP, Lin J, Horng LC, Chang SM, Jiang CC. Quadriceps-sparing, minimal-
incision total knee arthroplasty: a comparative study. J Arthroplasty, 2009, 24:
1024–32.
11. Schroer WC, Diesfeld PJ, Reedy ME, LeMarr AR. Evaluation of complications
associated with six hundred mini-subvastus total knee arthroplasties. J Bone
Joint Surg Am, 2007, 89(Suppl 3):76–81.
12. Moretti B, Vitale E, Esposito A, Colella A, Cassano M, Notarnicola A.
Comparison of pain perception between open and minimally invasive surgery in
total knee arthroplasty. Int J Gen Med, 2010, 3: 297–304.
13. Gandhi R, Smith H, Lefaivre KA, Davey JR, Mahomed NN. Complications after
minimally invasive total knee arthroplasty as compared with traditional incision
techniques: a meta-analysis. J Arthroplasty, 2011, 26: 29–35.
14. Kazarian GS, Siow MY, Chen AF, Deirmengian CA. Comparison of quadriceps-
sparing and medial parapatellar approaches in total knee arthroplasty: a meta-
analysis of randomized controlled trials. J Arthroplasty, 2018, 33: 277–83.
15. Heekin RD, Fokin AA. Mini-midvastus versus mini-medial parapatellar
approach for minimally invasive total knee arthroplasty: outcomes pendulum is at
equilibrium. J Arthroplasty, 2014, 29: 339–42.
16. Costa CR, Johnson AJ, Harwin SF, Mont MA, Bonutti PM. Critical review of
minimally invasive approaches in knee arthroplasty. J Knee Surg, 2013, 26:
41–50.

17. Curtin B, Yakkanti M, Malkani A. Postoperative pain and contracture following
total knee arthroplasty comparing parapatellar and subvastus approaches.
J Arthroplasty, 2014, 29: 33–6.
18. Liu HW, Gu WD, Xu NW, Sun JY. Surgical approaches in total knee
arthroplasty: a meta-analysis comparing the midvastus and subvastus to the
medial peripatellar approach. J Arthroplasty, 2014, 29: 2298–304.
19. Teng Y, Du W, Jiang J, Gao X, Pan S, Wang J, et al. Subvastus versus medial
parapatellar approach in total knee arthroplasty: meta-analysis. Orthopedics,
2012, 35: e1722–31.
20. Doi SA, Barendregt JJ, Khan S, Thalib L, Williams GM. Advances in the meta-
analysis of heterogeneous clinical trials I: the inverse variance heterogeneity
model. Contemp Clin Trials, 2015, 45: 130–8.
21. Higgins JP, Altman DG, Gøtzsche PC, Jüni P, Moher D, Oxman AD, et al. The
Cochrane Collaboration’s tool for assessing risk of bias in randomised trials.
BMJ, 2011, 343: d5928.
22. Feng Q, Zhou A, Zou H, Ingle S, May MT, Cai W, et al. Quadruple versus triple
combination antiretroviral therapies for treatment naive people with HIV:
systematic review and meta-analysis of randomised controlled trials. BMJ, 2019,
366: l4179.
23. Chaimani A, Higgins JP, Mavridis D, Spyridonos P, Salanti G. Graphical tools
for network meta-analysis in STATA. PLoS One, 2013, 8: e76654.
24. van Valkenhoef G, Dias S, Ades AE, Welton NJ. Automated generation of
node-splitting models for assessment of inconsistency in network meta-analysis.
Res Synth Methods, 2016, 7: 80–93.
25. Turner RM, Davey J, Clarke MJ, Thompson SG, Higgins JP. Predicting the
extent of heterogeneity in meta-analysis, using empirical data from the Cochrane
database of systematic reviews. Int J Epidemiol, 2012, 41: 818–27.
26. Da Costa BR, Juni P. Systematic reviews and meta-analyses of randomized
trials: principles and pitfalls. Eur Heart J, 2014, 35: 3336–45.
27. White IR. Network meta-analysis. Stata J, 2015, 15: 951–85.
28. Aglietti P, Baldini A, Sensi L. Quadriceps-sparing versus mini-subvastus
approach in total knee arthroplasty. Clin Orthop Relat Res, 2006, 452: 106–11.
29. Bäthis H, Perlick L, Blum C, Lüring C, Perlick C, Grifka J. Midvastus approach
in total knee arthroplasty: a randomized, double-blinded study on early
rehabilitation. Knee Surg Sports Traumatol Arthrosc, 2005, 13: 545–50.
30. Bonutti PM, Zywiel MG, Ulrich SD, Stroh DA, Seyler TM, Mont MA. A
comparison of subvastus and midvastus approaches in minimally invasive total
knee arthroplasty. J Bone Joint Surg Am, 2010, 92: 575–82.
31. Bourke MG, Jull GA, Buttrum PJ, Fitzpatrick PL, Dalton PA, Russell TG.
Comparing outcomes of medial parapatellar and subvastus approaches in total
knee arthroplasty: a randomized controlled trial. J Arthroplasty, 2012, 27:
347–353.e1.
32. Bridgman SA, Walley G, MacKenzie G, Clement D, Griffiths D, Maffulli N. Sub-
vastus approach is more effective than a medial parapatellar approach in primary
total knee arthroplasty: a randomized controlled trial. Knee, 2009, 16: 216–22.
33. Chiang H, Lee CC, Lin WP, Jiang CC. Comparison of quadriceps-sparing
minimally invasive and medial parapatellar total knee arthroplasty: a 2-year follow-
up study. J Formos Med Assoc, 2012, 111: 698–704.

484
ORTHOPAEDIC SURGERY

VOLUME 14 • NUMBER 3 • MARCH, 2022
TOTAL KNEE ARTHROPLASTY



34. Cho KY, Kim KI, Umrani S, Kim SH. Better quadriceps recovery after
minimally invasive total knee arthroplasty. Knee Surg Sports Traumatol Arthrosc,
2014, 22: 1759–64.
35. Chotanaphuti T, Ongnamthip P, Karnchanalerk K, Udombuathong P.
Comparative study between 2 cm limited quadriceps exposure minimal invasive
surgery and conventional total knee arthroplasty in quadriceps function:
prospective randomized controlled trial. J Med Assoc Thai, 2008, 91: 203–7.
36. Hernandez-Vaquero D, Noriega-Fernandez A, Suarez-Vazquez A. Total knee
arthroplasties performed with a mini-incision or a standard incision. Similar
results at six months follow-up. BMC Musculoskelet Disord, 2010, 11: 27.
37. Varela-Egocheaga JR, Su�arez-Su�arez MA, Fern�andez-Vill�an M, Gonz�alez-
Sastre V, Varela-G�omez JR, Rodríguez-Merch�an C. Minimally invasive subvastus
approach: improving the results of total knee arthroplasty: a prospective,
randomized trial. Clin Orthop Relat Res, 2010, 468: 1200–8.
38. Engh GA, Holt BT, Parks NL. A midvastus muscle-splitting approach for total
knee arthroplasty. J Arthroplasty, 1997, 12: 322–31.
39. Essving P, Axelsson K, Otterborg L, Spännar H, Gupta A, Magnuson A, et al.
Minimally invasive surgery did not improve outcome compared to conventional surgery
following unicompartmental knee arthroplasty using local infiltration analgesia: a
randomized controlled trial with 40 patients. Acta Orthop, 2012, 83: 634–41.
40. Guy SP, Farndon MA, Conroy JL, Bennett C, Grainger AJ, London NJ. A prospective
randomised study of minimally invasive midvastus total knee arthroplasty compared
with standard total knee arthroplasty. Knee, 2012, 19: 866–71.
41. Han I, Seong SC, Lee S, Yoo JH, Lee MC. Simultaneous bilateral MIS-TKA
results in faster functional recovery. Clin Orthop Relat Res, 2008, 466: 1449–53.
42. Hirschmann MT, Hoffmann M, Krause R, Jenabzadeh RA, Arnold MP,
Friederich NF. Anterolateral approach with tibial tubercle osteotomy versus
standard medial approach for primary total knee arthroplasty: does it matter.
BMC Musculoskelet Disord, 2010, 11: 167.
43. Huang AB, Wang HJ, Yu JK, Yang B, Ma D, Zhang JY. Are there any clinical
and radiographic differences between quadriceps-sparing and mini-medial
Parapatellar approaches in Total knee arthroplasty after a minimum 5 years of
follow-up. Chin Med J (Engl), 2015, 128: 1898–904.
44. Huang Z, Shen B, Ma J, Yang J, Zhou Z, Kang P, et al. Mini-midvastus versus
medial parapatellar approach in TKA: muscle damage and inflammation markers.
Orthopedics, 2012, 35: e1038–45.
45. Huang AB, Wang HJ, Yu JK, Yang B, Ma D, Zhang JY. Optimal patellar
alignment with minimally invasive approaches in total knee arthroplasty after a
minimum five year follow-up. Int Orthop, 2016, 40: 487–92.
46. Stevens-Lapsley JE, Bade MJ, Shulman BC, Kohrt WM, Dayton MR. Minimally
invasive total knee arthroplasty improves early knee strength but not functional
performance: a randomized controlled trial. J Arthroplasty, 2012, 27: 1812–
1819.e2.
47. Dayton MR, Bade MJ, Muratore T, Shulman BC, Kohrt WM, Stevens-
Lapsley JE. Minimally invasive total knee arthroplasty: surgical implications for
recovery. J Knee Surg, 2013, 26: 195–201.
48. Jung YB, Lee YS, Lee EY, Jung HJ, Nam CH. Comparison of the modified
subvastus and medial parapatellar approaches in total knee arthroplasty. Int
Orthop, 2009, 33: 419–23.
49. Juosponis R, Tarasevicius S, Smailys A, Kalesinskas RJ. Functional and
radiological outcome after total knee replacement performed with mini-midvastus or
conventional arthrotomy: controlled randomised trial. Int Orthop, 2009, 33: 1233–7.
50. Karpman RR, Smith HL. Comparison of the early results of minimally invasive
vs standard approaches to total knee arthroplasty: a prospective, randomized
study. J Arthroplasty, 2009, 24: 681–8.
51. Koh IJ, Kim MW, Kim MS, Jang SW, Park DC, In Y. The Patient’s perception
does not differ following subvastus and medial parapatellar approaches in total
knee arthroplasty: a simultaneous bilateral randomized study. J Arthroplasty,
2016, 31: 112–7.
52. Kolisek FR, Bonutti PM, Hozack WJ, Purtill J, Sharkey PF, Zelicof SB, et al.
Clinical experience using a minimally invasive surgical approach for total knee
arthroplasty: early results of a prospective randomized study compared to a
standard approach. J Arthroplasty, 2007, 22: 8–13.
53. Lai Z, Shi S, Fei J, Wei W. Total knee arthroplasty performed with either a mini-
subvastus or a standard approach: a prospective randomized controlled study with a
minimum follow-up of 2 years. Arch Orthop Trauma Surg, 2014, 134: 1155–62.
54. Li Z, Cheng W, Sun L, Yao Y, Cao Q, Ye S, et al. Mini-subvastus versus
medial parapatellar approach for total knee arthroplasty: a prospective
randomized controlled study. Int Orthop, 2018, 42: 543–9.
55. Liebensteiner MC, Krismer M, Koller A, Semenitz B, Mayr E. Does minimally
invasive total knee arthroplasty improve isokinetic torque. Clin Orthop Relat Res,
2012, 470: 3233–9.
56. Lin SY, Chen CH, Fu YC, Huang PJ, Lu CC, Su JY, et al. Comparison of the
clinical and radiological outcomes of three minimally invasive techniques for total
knee replacement at two years. Bone Joint J, 2013, 95-B: 906–10.

57. Liu H, Mei X, Zhang Z, Sun J. Mini-midvastus versus mini-medial parapatellar
approach in simultaneous bilateral total knee arthroplasty with 24-month follow-
up. Acta Orthop Traumatol Turc, 2015, 49: 586–92.
58. Lüring C, Beckmann J, Haiböck P, Perlick L, Grifka J, Tingart M. Minimal
invasive and computer assisted total knee replacement compared with the
conventional technique: a prospective, randomised trial. Knee Surg Sports
Traumatol Arthrosc, 2008, 16: 928–34.
59. Maestro A, Suarez MA, Rodriguez L, Guerra C, Murcia A. The midvastus
surgical approach in total knee arthroplasty. Int Orthop, 2000, 24: 104–7.
60. Shukla R, Mahajan P, Singh M, Jain RK, Kumar R. Outcome of total knee
replacement via two approaches in Indian scenario. J Knee Surg, 2017, 30:
174–8.
61. Dabboussi N, Sakr M, Girard J, Fakih R. Minimally invasive total knee
arthroplasty: a comparative study to the standard approach. N Am J Med Sci,
2012, 4: 81–5.
62. Nestor BJ, Toulson CE, Backus SI, Lyman SL, Foote KL, Windsor RE. Mini-
midvastus vs standard medial parapatellar approach: a prospective, randomized,
double-blinded study in patients undergoing bilateral total knee arthroplasty.
J Arthroplasty, 2010, 25: 5–11.
63. Niki Y, Matsumoto H, Hakozaki A, Kanagawa H, Toyama Y, Suda Y. Clinical
and radiographic outcomes of minimally invasive total knee arthroplasty through a
lateral approach. Knee Surg Sports Traumatol Arthrosc, 2011, 19: 973–9.
64. Nutton RW, Wade FA, Coutts FJ, van der Linden ML. Short term recovery of
function following total knee arthroplasty: a randomised study of the medial
parapatellar and midvastus approaches. Art Ther, 2014, 2014: 173857.
65. Pescador D, Moreno AA, Blanco JF, García I. Long-term analysis of minimally
invasive surgery in knee arthroplasty. Acta Ortop Mex, 2011, 25: 353–8.
66. Pongcharoen B, Yakampor T, Charoencholvanish K. Patellar tracking and
anterior knee pain are similar after medial parapatellar and midvastus
approaches in minimally invasive TKA. Clin Orthop Relat Res, 2013, 471:
1654–60.
67. Schroer WC, Diesfeld PJ, Reedy ME, LeMarr AR. Mini-subvastus approach for
total knee arthroplasty. J Arthroplasty, 2008, 23: 19–25.
68. Siramanakul C, Sriphirom P. Comparison of clinical and radiographic
outcomes between minimally invasive lateral approach and mini-midvastus
approach in total knee arthroplasty. J Med Assoc Thai, 2012, 95(Suppl 10):
S53–7.
69. Tasker A, Hassaballa M, Murray J, Lancaster S, Artz N, Harries W, et al.
Minimally invasive total knee arthroplasty; a pragmatic randomised controlled trial
reporting outcomes up to 2year follow up. Knee, 2014, 21: 189–93.
70. Thienpont E. Faster quadriceps recovery with the far medial subvastus
approach in minimally invasive total knee arthroplasty. Knee Surg Sports
Traumatol Arthrosc, 2013, 21: 2370–4.
71. Thienpont E. Faster recovery after minimally invasive surgery in total knee
arthroplasty. Knee Surg Sports Traumatol Arthrosc, 2013, 21: 2412–7.
72. Tomek IM, Kantor SR, Cori LA, Scoville JM, Grove MR, Morgan TS, et al. Early
patient outcomes after primary total knee arthroplasty with quadriceps-sparing
subvastus and medial parapatellar techniques. J Bone Joint Surg Am, 2014, 96:
907–15.
73. Walter F, Haynes MB, Markel DC. A randomized prospective study evaluating
the effect of patellar eversion on theearly functional outcomes in primary total
knee arthroplasty. J Arthroplasty, 2007, 22: 509–14.
74. Watanabe T, Muneta T, Ishizuki M. Is a minimally invasive approach superior
to a conventional approach for total knee arthroplasty? Early outcome and 2- to
4-year follow-up. J Orthop Sci, 2009, 14: 589–95.
75. Weinhardt C, Barisic M, Bergmann EG, Heller KD. Early results of subvastus
versus medial parapatellar approach in primary total knee arthroplasty. Arch
Orthop Trauma Surg, 2004, 124: 401–3.
76. Zhang Z, Gu B, Zhu W, Zhu L, Li Q, Du Y. Minimally invasive and computer-
assisted total knee arthroplasty versus conventional technique: a prospective,
randomized study. Eur J Orthop Surg Traumatol, 2014, 24: 1475–9.
77. Masjudin T, Kamari Z. A comparison between subvastus and midvastus
approaches for staged bilateral total knee arthroplasty:a prospective, randomised
study. Malays Orthop J, 2012, 6: 31–6.
78. Stevens-Lapsley JE, Bade MJ, Shulman BC, Kohrt WM, Dayton MR. Minimally
invasive total knee arthroplasty improves early knee strength but not functional
performance. J Arthroplasty, 2012, 27: 1812–9.
79. Smith TO, King JJ, Hing CB. A meta-analysis of randomised controlled trials
comparing the clinical and radiological outcomes following minimally invasive to
conventional exposure for total knee arthroplasty. Knee, 2012, 19: 1–7.
80. Avci CC. Minimal invasive midvastus versus standard parapatellar approach
in total knee arthroplasty. Acta Orthop Traumatol Turc, 2013, 47: 1–7.
81. Wu Y, Zeng Y, Bao X, Xiong H, Hu Q, Li M, et al. Comparison of mini-
subvastus approach versus medial parapatellar approach in primary total knee
arthroplasty. Int J Surg, 2018, 57: 15–21.

485
ORTHOPAEDIC SURGERY

VOLUME 14 • NUMBER 3 • MARCH, 2022
TOTAL KNEE ARTHROPLASTY


	 Comparisons of the Efficacy and Safety of Total Knee Arthroplasty by Different Surgical Approaches: A Systematic Review an...
	Introduction
	Methods
	Inclusion Criteria
	Exclusion Criteria
	Literature Retrieval Strategy
	Literature Screening and Data Extraction
	Bias Risk Assessment of Included Studies
	Statistical Analysis

	Results
	Literature Screening Process and Results
	Quality Evaluation of the Included Literature
	Network Map
	Network Meta-analysis
	Tourniquet Duration
	Operation Duration

	Blood Loss
	AKSS Functional
	AKSS Objective
	VAS Score
	Days to SLR
	ROM
	Length of Stay
	Complications
	Quality of the Evidence Domains

	Discussion
	Discussion of Approaches on Operation-Related Indexes
	Influence on Tourniquet Duration
	Influence on Operation Time
	Effect on Blood Loss

	Discussion of Approaches on Postoperative Clinical Efficacy
	Days to SLR
	Length of Stay
	ROM
	AKSS Objective and AKSS Functional

	Safety
	Limitations

	Conclusions
	Acknowledgements
	Conflict of Interest
	Data Availability Statement

	References


