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Abstract
Background Although total knee replacement (TKR) has
been proven a very successful treatment modality for the
end-stage knee osteoarthritis (OA) in obese patients, the
rehabilitation period often is long and painful. Minimal
invasive surgery (MIS) has gained much attention in TKR
promising fast and less painful recovery. However, little is
known about the effectiveness of the technique in the obese
adult population.
Methods One hundred consecutive patients with body mass
index (BMI)>30 kg/m2 and tricompartmental knee OA
were randomly assigned to undergo either standard TKR
(50 patients) or MIS-TKR (50 patients). The patients were
assessed clinically and radiologically before the procedure
and at subsequent postoperative follow-up visits, until
2 years after the operation.
Results Knee society function and pain scores were
significantly higher in MIS group for 3 months following
surgery. Patients after MIS had also lower levels of pain
during hospitalization. Tourniquet time was on average
7 min longer during MIS-TKR (p=0.03) but operative time
was almost equal in both groups (p=0.11). No statistical
significant difference was found between groups regarding
the amount of blood loss (p=0.49) or incidence of
allogeneic blood transfusion (p=0.27). Active straight leg
raising was achieved 2.2 days earlier, on average, after
MIS-TKR (p<0.001). No severe complications or residual
coronal and sagittal imbalance were identified. Component

alignment was in normal limits and similar in both groups.
In MIS group, higher BMI did not have a negative
predictive effect on knee pain and function.
Conclusions MIS is a reliable and safe option in obese
patients undergoing TKR regardless the level of BMI. It is
associated with improved early clinical outcome without
sacrificing radiographic positioning of the implants.

Keywords Total knee replacement . Obesity .

Minimal invasive surgery . Knee society score . Oxinium .

Knee flexion . BMI

Introduction

Obesity has been linked to initiation and development of
knee osteoarthritis and increased incidence of total knee
replacement (TKR) [1]. It was found that the odds ratio for
incident symptomatic knee osteoarthritis (OA) raised
dramatically with increasing of body mass index (BMI)—
taking BMI≤25.5 the odds ratio was 1.0, at BMI=25.5–30
the odds ratio was 3.8, and at BMI>30 the odds ratio
increased to 9.3 [2]. Similarly, each unit in age-adjusted
BMI can raise the prevalence of knee OA by 4% [3].
Although the mechanism by which obesity causes knee OA
remains unclear, it is hypothesized that repetitive applica-
tion of high axial loading forces results in faster degener-
ation of articular cartilage [4]. In addition, excessive fat
may lead to irregular growth of articular cartilage and
inhibition of its repair [4, 5].

Even though perioperative and postoperative complica-
tions may be more frequent in obese people undertaking
TKR, meaningful functional benefits can be seen in terms
of pain, knee mobility, and function [6]. In obese patients,
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higher peak stresses and cyclical loading across the knee
joint pose a theoretical risk for early implant failure and
poor outcome [7]. However, the above concern has not
been clearly demonstrated and the available clinical data
have failed to support that supposition. Probably the lower
activity levels in the obese population could potentially
offset the greater mechanical load due to increased
weight and keep the complication rates within acceptable
values [8, 9].

Minimal invasive surgery (MIS) has been introduced the
last decade in TKR with the aim to decrease the
postoperative pain and need for analgesia, the hospitaliza-
tion time, and the duration of postoperative recovery. These
benefits are achieved through the short skin incision,
limited soft-tissue dissection, and preservation of the
integrity of knee extensor mechanism. On the other hand,
there is a clinical impression that MIS may increase the
risks of wound complications and malpositioning of the
prosthesis due to inadequate visualization of the operative
field [10]. So far, the overall efficacy of the technique in
obese people with end-stage knee OA has not been
conclusively established. The inherent difficulty of apply-
ing the technique in knees with high levels of subcutaneous
fat has precluded its widespread use, as many surgeons are
reluctant to utilize small incisions and extensor mechanism
sparing approaches in obese patients undergoing TKR. The
primary aim of this prospective randomized study was to
compare the clinical and radiologic outcomes between
MIS-TKR and standard TKR in obese population (BMI>
30 kg/m2) with knee OA. The secondary goal was to
identify any differences between different obese BMI
categories in patients receiving MIS-TKR.

Methods

Trial Design

The trial was designed as a prospective randomized
controlled study and conducted at our institution after
Local Ethics Committee approval. Since March 2005, 100
consecutive obese patients (BMI>30 kg/m2) with primary
tricompartmental knee osteoarthritis who had been sched-
uled to undergo TKR were considered eligible for the study.
Measurements of weight and height were obtained using a
portable digital scale and a stadiometer. Patients with (1)
medical history of previous knee lesions, infections, or
operations; (2) cancer or irradiation to the knee joint; (3)
rheumatoid or inflammatory arthritis; (4) knee disability
and <90° range of motion (ROM); (5) valgus deformity >
10°; (6) varus deformity >20°; (7) flexion contracture >10°;
(8) neuromuscular deficiency; and (9) cognitive–behavioral
lesions or inability to guarantee postoperative regular

attendance were not amenable for participation in the
study.

Randomization

The patients were counseled by the operating surgeon
regarding the purpose and nature of the trial the day before
the surgery and were enrolled in the study after informed
consent was obtained. They were randomized in two groups
of 50 patients each by using a random number generator
(SPSS, Chicago, Illinois) to receive a standard TKR or a
MIS-TKR. No patients declined randomization or partici-
pation in the study. One patient from MIS group and two
patients from standard group were withdrawn from analy-
sis, as they did not attend all the appointments for different
reasons not related to the study. Other three patients
replaced these excluded patients in accordance with the
randomization procedure, so that 50 patients remained
under investigation in each group. The last patient was
recruited in January 2007. All interventions were performed
by two senior surgeons who were experienced in MIS-TKR
and in the use of the prosthetic model.

Surgical Technique

All procedures were performed under spinal anesthesia. No
intrathecal analgesia, pre-emptive analgesics, or multimodal
pain pathways were used. Postoperatively, the patients
received parenteral and oral medication for pain control.

The standard procedure was performed using a midline
skin incision, extending about 5 to 10 cm into the
quadriceps tendon, and a median parapatellar arthrotomy
with eversion of the patella. Intramedullary instrumentation
was used for femoral alignment, with a 5° valgus cut
selected for all knees. The tibial cut was performed with
extramedullary instrumentation, with a goal for tibial
placement perpendicular to the anteroposterior anatomic
tibial axis and parallel to the anatomic posterior slope.

The MIS technique was performed via a slightly medial
longitudinal skin incision started 2 cm proximal to the
superior pole of the patella and ended 2 cm below the joint
line (Fig. 1). The length of skin incision varied between 9
and 13 cm. Afterwards, a mini-midvastus capsular approach
without patella eversion was used. During the procedure the
knee was flexed and extended as necessary to move the
soft-tissue “mobile window” to allow proximal or distal
exposure. Differential force was also applied on side re-
tractors to facilitate medial and lateral exposure. In
addition, less cumbersome instruments were utilized to
minimize soft-tissue damage. The remaining surgical tech-
nique was similar as with the standard replacement group.

In both groups, the posterior cruciate ligament was
retained and the patella was not resurfaced. The same
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posterior cruciate retaining condylar knee (Genesis II, Smith
and Nephew, Memphis, TN) with an Oxinium femoral
component was used in all cases (Fig. 2). Both femoral and
tibial components were cemented in using third-generation
cementation techniques and a reinfusion suction drain was
placed for 48 h.

Physiotherapy and use of a continuous passive move-
ment machine was initiated on the first day after surgery.
Weight bearing with an assistive device along with active
and active-assisted ROM exercises were also begun at the
same time and progressed as tolerated by the patient.
Prophylactic antibiotics were administrated for 48 h. Par-
ticularly, all patients received 1.5 gr cefuroxime 20–30 min
before the skin incision and every 8 h thereafter. Thrombo-
prophylaxis consisted of low molecular weight heparin in
combination with compression stockings worn for 6 weeks
after surgery. All patients planned to be discharged on the
sixth postoperative day.

Study Outcome Variables

The patients were scheduled to be assessed preoperatively
and at subsequent postoperative follow-up visits (2 weeks,
1 month, 3 months, 6 months, 1 year, and 2 years) by
outcomes questionnaires completed by the patient without
the surgeons present and by clinical evaluation by an
independent observer. These data were used to obtain Knee
Society Score (KSS) for pain and function [11]. Knee
flexion was determined using a goniometer.

Weight-bearing anteroposterior and lateral knee radio-
graphs were received for measuring the preoperative and
postoperative alignment. Our criteria of normality regarding
the coronal alignment of the components were 93–98° for
the femur and 87–93° for the tibia. In sagittal plane, the
relevant normal values for the femoral and tibial (posterior
slope) components were 87–93° and 86–90°, respectively

[12]. The normal tibiofemoral angle was considered to be
3–7° of valgus [8]. Plain X-rays were also scrutinized for
signs of implant loosening or failure and polyethylene wear.
Patellar skyline views were additionally used to grossly
assess patellar tilt and/or dislocation.

Besides, we recorded any complications including deep
vein thrombosis (DVT) and wound problems such as
persistent drainage, fat, and skin edge necrosis, cellulitis
and infection. A wound infection was considered to be
superficial if it resolved with oral antibiotics alone and deep
if a re-operation or revision procedure was required. All
cases of DVT were confirmed by duplex ultrasonography.

The measured intraoperative variables were the length of
skin incision, skin-to-skin operative time, and tourniquet
time. The latter was defined as the time from cuff inflation
before skin incision to its release after cementing of
prosthesis and prior to wound closure.

During patient hospitalization, the total volume of
suction drainage collected and the incidence of allogeneic
blood transfusion were recorded. The time to do an
unassisted straight leg raising maneuver was also evaluated.
This has been used as a marker for return of quadriceps
function. Patients were also asked to rate the pain intensity
using a visual analog scale (VAS) pain score ranging from 0
(no pain) to 10 (unbearable pain).

Statistical Analysis

Statistical evaluation was carried out with use of the SPSS
software package (SPSS 16.0, Chicago, Illinois). Chi-square
test was used for comparing nominal variables and t test for
numeric variables. Statistical significance was assumed for
p<0.05. All values given in the results are presented as
mean with standard deviation (SD) and range in brackets.

Fig. 2 Intraoperative view of knee prosthesis in MIS group. The joint
can be adequately visualized by flexing and extending the knee in
different angles (“mobile window”). The femoral component is made
from oxidized zirconium

Fig. 1 Skin incision in MIS technique. Its length remains below
13 cm and it is performed in the medial side of the patella
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Results

Clinical Evaluation

The two groups were comparable concerning the baseline
variables of age, gender, affected limb, BMI, and standing
tibiofemoral alignment of the leg (Table 1).

The length of skin incision was significantly shorter in
MIS group compared to standard group (p<0.001). Tour-
niquet time was on average 7 min longer in MIS group (p=
0.03). However, the skin-to-skin time was almost equal in
both groups (p=0.11). No statistical significant difference
was found in the estimated blood loss (from the drains; p=
0.49) or incidence of allogeneic blood transfusion (p=0.27).
Hospitalization time was similar in both groups (p=0.27) as
few patients stayed more than 6 days after the operation.
Active straight leg raising was achieved 2.2 days earlier, on
average, in the MIS group (p<0.001; Table 2).

Knee flexion was greater in MIS group even 6 weeks
postoperatively. After that time point, no difference was
found between the groups (Fig. 3a). Although flexion
contracture or lag of extension were seen in three patients in
standard group and in two patients in MIS group (p=0.65),

they did not interfere with knee function as the relevant
values were less than 10°.

Knee society function and pain scores were significantly
higher in MIS group for 3 months after surgery but were
equalized thereafter (Fig. 3b, c). The MIS group had also
less pain in the first 6 days after TKR. Two weeks
postoperatively, the pain intensity was virtually identical
in both groups (p=0.25; Fig. 3d).

No severe intraoperative problems were encountered and
none of the patients undergoing MIS required conversion to
a standard approach. In two knees in MIS group, partial
avulsion of the insertion of the patellar ligament from tibial
tubercle occurred without jeopardizing the integrity of
extensor mechanism.

The overall postoperative complication rate was low and
comparable in both groups (p=0.68). Distal DVT was
recognized in three cases in MIS group and in two cases in
standard group. No cases of proximal DVT or pulmonary
embolism were identified. One patient in MIS group and
two patients in standard group had increased wound
drainage that resolved without any specific treatment. Joint
hematoma and erythema, which raised a concern of
infection, were identified in two patients in MIS group

Table 2 Clinical parametersa

Variable MIS group Standard group P value (t test)

Incision length (cm) 12.1±0.8 (9 to 13) 21±2.2 (18 to 25) <0.001b

Tourniquet time (min) 85.2±13.5 (60 to 110) 78.3±10 (60 to 100) 0.03b

Skin-to-skin time (min) 112.7±12.3 (85 to 135) 107.5±12.6 (75 to 135) 0.11c

Blood loss (mL) 585±175.8 (200 to 1,000) 615±150 (350 to 900) 0.49c

Blood transfusion (units) 1.1±0.9 (0 to 3) 1.4±0.7 (0 to 3) 0.29c

Hospitalization time (days) 6.1±0.6 (6 to 10) 6.3±1.6 (6 to 12) 0.27c

Time to straight leg raising (days) 2.1±0.6 (1 to 4) 4.3±1.1 (2 to 6) <0.001b

a Data are given as mean with standard deviation (SD) and range (min and max) in brackets
b Statistically significant (95% confidence interval)
c Non-statistically significant (95% confidence interval)

Table 1 Patient demographics

Variable MIS group Standard group P value

Age (years)a 70.1 (45 to 85) 71.2 (53 to 81) 0.32 (t test)c

Gender (male/female)b 4/46 6/44 0.74 (Chi-square test)c

Bone mass index (BMI)a 34.6 (30.9 to 42.1) 34.2 (30.4 to 41.8) 0.79 (t test)c

Side (right–left)b 29/21 23/27 0.32 (Chi-square test)c

Tibiofemoral angle (degrees)d −1.40 (−8 to 11) −1.10 (−4 to 2) 0.63 (t test)c

a Data are given as mean with range (min and max) in brackets
b Data are given as number of patients
c Non-statistically significant (95% confidence interval)
d Negative values denoted varus alignment
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and in one patient in standard group. These were transient
and were effectively treated with antibiotics without
compromising knee motion or patient rehabilitation.

Radiologic Evaluation

In standard TKR group, the average tibiofemoral alignment
was improved from 1.1° varus [SD±1.5, (range, −6° to 2°)]
preoperatively to 4.2° valgus [SD±1.2, (range, 2° to 8°)]
postoperatively (p<0.001). Similarly, in MIS-TKR group
the tibiofemoral alignment was shifted from 1.4° varus [SD±
2.7, (range, −8° to 4°)] before the operation to 4.8° valgus
[SD±1.6, (range, 1° to 7°)] after the operation (p<0.001).
However, there were no differences in postoperative align-
ment between the two groups (p=0.1).

There were no significant differences between the groups
with regard to the position of the femoral and tibial
components in coronal and sagittal planes (Table 3).
Neither any radiolucency around femoral and tibial compo-

nents nor lateral dislocation or subluxation of the patella
was identified in any of the operated cases (Fig. 4).

MIS and BMI

MIS group was further evaluated according to the level of
BMI. Twenty-six patients had a BMI between 30 and 34.99
(obese), 21 patients between 35 and 39.99 (severely obese),
and three patients more than 40 (morbidly obese). Howev-
er, higher BMI was not related to inferior outcome in terms
of knee flexion (Fig. 5a), KSS pain and function score
(Fig. 5b, c), and postoperative pain (Fig. 5d) during all time
points.

Discussion

According to study results, obesity cannot be considered a
contraindication for MIS-TKR as the complication rates are

Fig. 3 Comparison of mean a knee flexion, b knee society pain score, c knee society function score, and d visual analog scale (VAS) pain score
for the groups of MIS-TKR and standard TKR. Error bars show the 95% confidence interval. *p<0.05 indicates statistical significance
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very low and similar to that measured using a standard knee
replacement technique. Minimal invasive approach is
associated with less postoperative pain and higher clinical
outcome scores compared to standard approach without
leading to implant malpositioning. However, the functional
benefits are somewhat temporarily as the values of outcome
variables are generally equalized between both groups at
3 months following TKR.

Laskin [13] reported that MIS-TKR in patients with
BMI>30 provided good results and no modification in the
standard mini-midvastus approach was required for obser-
vation of the knee and implantation of the components.
Although patients with BMI<30 had better knee motion,
this failed to reach significance. Neither the Knee Society
Scores nor the implant and entire limb alignment showed
statistical significant differences between obese and non-
obese patients. The procedure was also successful in six
morbidly obese patients (BMI>40) despite the 2–3-cm
extension of the midvastus split into the vastus medialis
obliquus muscle. No extensor lag or quadriceps atrophy
was reported and the knee flexion was 110° at 6 weeks
postoperatively. Total blood loss and amounts of analgesics
required were virtually the same compared with patients
with a BMI<40. Similarly, we found that in obese MIS
population group, increased BMI (>35) was not a predictor
of poorer outcome with regards to knee pain and function
during the first 2 years after surgery.

It seems that even in obese patients, soft tissue and
muscle pliability allow a successful MIS-TKR [13, 14].
Scuderi et al. [14] noted that BMI could not be used in an
algorithmic fashion to predict candidates for MIS-TKR.
Agletti et al. [15] mentioned that fat distribution and
consistency were probably more important and reliable
factors in identifying candidates for mini-incision
approaches. The authors believed that obese patients with
relatively thin lower limbs and elastic tissues were suitable
for short incisions. They suggested that limb length should
be also taken under consideration as short, fatty lower limbs
might often not eligible for this technique, even if there
were no absolute guidelines in this regard. Likewise,
Dalury and Dennis [10] indicated that short, muscular,

and obese legs constituted a problem at the time of MIS-
TKR. Lozano et al. [12, 16] reported that the anthropo-
metric characteristics of the limb might also affect the
difficulty of a knee replacement. They advocated that the
diameter of the knee in the suprapatellar and anterior
tibial tubercle regions and its relationship with the limb
length should be determined to predict the degree of
surgical difficulty. In our study, MIS was not associated
with major surgical difficulties as no conversion to a
standard approach was taken place and the incidence of
wound problems or implant malpositioning was almost
negligible.

The overall value of MIS in the outcome of TKR and the
duration of its benefits are still debatable due to the variety
of available data. Some authors have proved the superiority
of MIS against traditional approaches in terms of knee

Fig. 4 Postoperative a anteroposterior and b lateral radiographs of a
right knee 2 years after MIS-TKR. Implants position in relation to
anatomical axis has been shown in coronal and sagittal planes. The
presented values are in normal limits

Table 3 Component alignmenta

Variable MIS group Standard group P value (t test)

Femoral component alignment (degrees) Coronal plane 95.1±0.9 (94 to 97) 95±0.7 (93 to 96) 0.62b

Saggital plane 89.7±1.1 (87 to 92) 89.7±1 (87 to 92) 0.91b

Tibial component alignment (degrees) Coronal plane 89.3±1.5 (85 to 95) 89.2±1 (87 to 90) 0.72b

Saggital plane 87.8±0.9 (86 to 90) 88±0.7 (87 to 89) 0.23b

a Data are given as mean with standard deviation (SD) and range (min and max) in brackets
b Non-statistically significant (95% confidence interval)
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function and ROM for 6 weeks to 3 months [17], others
even for 1 year [18], and others have been unable to
identify any detectable differences [10]. However, all the
studies have demonstrated that MIS has been associated
with 1–4 days faster return of active straight leg raising and
less pain or narcotic analgesic requirement during the
immediate postoperative period [10, 17, 19].

Due to shorter incision and limited knee arthrotomy
during MIS, the immediate postoperative blood loss and
transfusion requirements are expected to be lower than after
standard approach [20]. However, this assumption was not
confirmed in the current study. Our result was in agreement
with that obtained by Laskin et al. [13] who found that the
estimated total blood loss (from the drains) did not
significantly defer between the two study groups [713 mL
(SD±289 mL) for the MIS group and 573 mL (SD±
171 mL) for the standard group (p=0.04)]. We believe that
as bleeding from the cut cancellous bone constitutes a
major source of blood loss in knee arthroplasty, the length
of skin incision or the extent of soft-tissue dissection may
not primarily influence the total drain output [21]. More-
over, visualization and ligation of all the bleeding points
especially from the posterior and lateral capsule is quite
difficult even during the standard approaches. Apart from

all the standardized ways to reduce postoperative bleeding
such as use of bone cement or firmly applied dressing, the
application of autologous transfusion drains can further
reduce the requirement for donor blood products [21, 22].

Minimal invasive knee approaches have been largely
accused for increasing the tourniquet time and frequency of
wound complications. Dalury and Dennis [10] and Tenholder
et al. [20] did not find any differences in tourniquet time
between MIS-TKR and traditional TKR while Kim [23] and
Kolisek et al. [24] reported significant difference in this
variable between the two techniques. In spite of this, the total
operative time may be equalized among the two treatment
groups, as wound closure after MIS is faster and easier [10,
25]. It has been also proposed that wound problems should
be more frequent in patients undergoing MIS-TKR as the
skin is under excessively high tension throughout the
procedure [24]. However, the majority of published trials,
including this one, have failed to verify such an association
[14, 20, 25, 26].

Although in the current study the implants were not
malpositioned and there was no residual coronal or sagittal
imbalance, exposure difficulties may raise concerns regard-
ing the accurate orientation of the components, mainly on
the tibial side. Dalury and Dennis [10] found four out of 30

Fig. 5 Line graphs comparing mean a knee flexion, b knee society
pain score, c knee society function score and d visual analog scale
(VAS) pain score after MIS-TKR in obese patients with BMI<35 and
BMI≥35. As only three patients had BMI≥40 but no higher than 42.1,

only two (<35 and ≥35) instead of three (<35, 35–40 and ≥40) BMI
categories were used. Error bars show the 95% confidence interval.
No statistical significant difference is evident at all time points
(overlap of the 95% confidence intervals)
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tibial components to be malaligned (>4° from the mechan-
ical axis). Aglietti et al. [27] recorded that in seven out of
55 knees that were operated with less invasive TKR, the
tibial component showed a medial shift of 3 to 5 mm
compared to the resected bone surface. According to
authors, this was probably related to component under-
sizing attributable to limited intraoperative visualization
of the posterolateral corner of the tibial plateau. We
believe that the optimal use of soft-tissue “mobile
window” from medial to lateral and from superior to
inferior as necessary in association with administration
of smaller instrumentation and cutting guides can sub-
stantially decrease the applying undue tension to the skin
and capsular tissues and facilitate a satisfactory knee
exposure.

The major limitations of the study were the relatively
short follow-up period and the low number of morbidly
obese patients. The follow-up for this study was 2 years
because only early differences between the groups were of
interest. As no major technical problems or side effects
were encountered, the replacements done using the MIS
approach are expected to have the same longevity seen by
other knee replacements done using the traditional incision.
The morbidly obese patients participating in the study
represented only a small proportion of patients selected for
TKR (three in MIS group and two in standard group).
Therefore, they were not amenable to further statistical
analysis. Another limitation of the study is the fact that the
correlation between MIS and BMI was evaluated only in
obese BMI classes. A future study based on all BMI
categories will better clarify the clinical significance of
obesity on the outcome of MIS-TKR.

In conclusion, obesity per se is not a contraindication to
MIS-TKR, regardless the level of BMI. The technique
can be effectively applied in obese patients (BMI>30)
without expecting any unmanageable intraoperative diffi-
culties or increased complication rates. Although knee
mobility and function, patient satisfaction, and pain relief
are considerably greater after MIS approach, the total
benefits are usually temporary. Therefore, the decision for
proceeding to a MIS or a standard TKR should be
individualized based more on physician experience and
patients’ expectations or preferences rather than on leg
fat distribution.

References

1. Gillespie GN, Porteous AJ. Obesity and knee arthroplasty. Knee.
2007;14:81–6.

2. Oliveria SA, Felson DT, Cirillo PA, et al. Body weight, body mass
index, and incident symptomatic osteoarthritis of the hand, hip,
and knee. Epidemiology. 1999;10:161–6.

3. Sahyoun NR, Hochberg MC, Helmick CG, et al. Body mass
index, weight change, and incidence of self-reported physician-
diagnosed arthritis among women. Am J Public Health. 1999;
89:391–4.

4. Changulani M, Kalairajah Y, Peel T, et al. The relationship
between obesity and the age at which hip and knee replacement is
undertaken. J Bone Joint Surg Br. 2008;90:360–3.

5. Flugsrud GB, Nordsletten L, Espehaug B, et al. Risk factors for
total hip replacement due to primary osteoarthritis: a cohort study
in 50, 034 persons. Arthritis Rheum. 2002;46:675–82.

6. Vincent HK, Vincent KR, Lee LW, et al. Effect of obesity on
inpatient rehabilitation outcomes following total knee arthroplasty.
Clin Rehabil. 2007;21:182–90.

7. Amin AK, Patton JT, Cook RE, et al. Does obesity influence the
clinical outcome at five years following total knee replacement for
osteoarthritis? J Bone Joint Surg Br. 2006;88:335–40.

8. Krushell RJ, Fingeroth RJ. Primary total knee arthroplasty in
morbidly obese patients: a 5- to 14-year follow-up study. J
Arthroplasty. 2007;22:77–80.

9. Spicer DD, Pomeroy DL, Badenhausen WE, et al. Body mass
index as a predictor of outcome in total knee replacement. Int
Orthop. 2001;25:246–9.

10. Dalury DF, Dennis DA. Mini-incision total knee arthroplasty can
increase risk of component malalignment. Clin Orthop Relat Res.
2005;440:77–81.

11. Insall JN, Dorr LD, Scott RD, et al. Rationale of the knee
society clinical rating system. Clin Orthop Relat Res. 1989;
248:13–4.

12. Lozano LM, Segur JM, Macule F, et al. Intramedullary versus
extramedullary tibial cutting guide in severely obese patients
undergoing total knee replacement: a randomized study of 70
patients with body mass index >35 kg/m2. Obes Surg. 2008;
18:1599–604.

13. Laskin RS. Minimally invasive total knee arthroplasty: the results
justify its use. Clin Orthop Relat Res. 2005;440:54–9.

14. Scuderi GR, Tenholder M, Capeci C. Surgical approaches in mini-
incision total knee arthroplasty. Clin Orthop Relat Res. 2004;
428:61–7.

15. Aglietti P, Baldini A, Giron F, et al. Minimally invasive total knee
arthroplasty: is it for everybody? HSS J. 2006;2:22–6.

16. Lozano LM, Nunez M, Segur JM, et al. Relationship between
knee anthropometry and surgical time in total knee arthro-
plasty in severely and morbidly obese patients: a new
prognostic index of surgical difficulty. Obes Surg. 2008;18:
1149–53.

17. Laskin RS, Beksac B, Phongjunakorn A, et al. Minimally
invasive total knee replacement through a mini-midvastus
incision: an outcome study. Clin Orthop Relat Res. 2004;
428:74–81.

18. Haas SB, Manitta MA, Burdick P. Minimally invasive total knee
arthroplasty: the mini midvastus approach. Clin Orthop Relat Res.
2006;452:112–6.

19. Seon JK, Song EK. Navigation-assisted less invasive total
knee arthroplasty compared with conventional total knee
arthroplasty: a randomized prospective trial. J Arthroplasty.
2006;21:777–82.

20. Tenholder M, Clarke HD, Scuderi GR. Minimal-incision total
knee arthroplasty: the early clinical experience. Clin Orthop Relat
Res. 2005;440:67–76.

21. Rama KR, Apsingi S, Poovali S, et al. Timing of tourniquet
release in knee arthroplasty. Meta-analysis of randomized,
controlled trials. J Bone Joint Surg Am. 2007;89:699–705.

22. Jones AP, Harrison M, Hui A. Comparison of autologous
transfusion drains versus no drain in total knee arthroplasty. Acta
Orthop Belg. 2007;73:377–85.

1640 OBES SURG (2010) 20:1633–1641



23. Kim YH, Kim JS, Kim DY. Clinical outcome and rate of
complications after primary total knee replacement performed
with quadriceps-sparing or standard arthrotomy. J Bone Joint Surg
Br. 2007;89:467–70.

24. Kolisek FR, Bonutti PM, Hozack WJ, 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.

25. Haas SB, Cook S, Beksac B. Minimally invasive total knee
replacement through a mini midvastus approach: a comparative
study. Clin Orthop Relat Res. 2004;428:68–73.

26. Tria AJ Jr, Coon TM. Minimal incision total knee arthroplasty:
early experience. Clin Orthop Relat Res. 2003;416:185–90.

27. Aglietti P, Baldini A, Sensi L. Quadriceps-sparing versus mini-
subvastus approach in total knee arthroplasty. Clin Orthop Relat
Res. 2006;452:106–11.

OBES SURG (2010) 20:1633–1641 1641


	Is Obesity a Contraindication for Minimal Invasive Total Knee Replacement? A Prospective Randomized Control Trial
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Methods
	Trial Design
	Randomization
	Surgical Technique
	Study Outcome Variables
	Statistical Analysis

	Results
	Clinical Evaluation
	Radiologic Evaluation
	MIS and BMI

	Discussion
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 600
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e5c4f5e55663e793a3001901a8fc775355b5090ae4ef653d190014ee553ca901a8fc756e072797f5153d15e03300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc87a25e55986f793a3001901a904e96fb5b5090f54ef650b390014ee553ca57287db2969b7db28def4e0a767c5e03300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020d654ba740020d45cc2dc002c0020c804c7900020ba54c77c002c0020c778d130b137c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor weergave op een beeldscherm, e-mail en internet. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for on-screen display, e-mail, and the Internet.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <FEFF004a006f0062006f007000740069006f006e007300200066006f00720020004100630072006f006200610074002000440069007300740069006c006c0065007200200037000d00500072006f006400750063006500730020005000440046002000660069006c0065007300200077006800690063006800200061007200650020007500730065006400200066006f00720020006f006e006c0069006e0065002e000d0028006300290020003200300031003000200053007000720069006e006700650072002d005600650072006c0061006700200047006d006200480020>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing false
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


