
CORR INSIGHTS1

CORR Insights1: Bariatric Orthopaedics: Total Knee
Arthroplasty in Super-obese Patients (BMI [ 50 kg/m2).
Survivorship and Complications

Adam J. Schwartz MD

Received: 18 July 2013 / Accepted: 31 July 2013 / Published online: 9 August 2013

� The Association of Bone and Joint Surgeons1 2013

Where Are We Now?

A Workgroup of the American Association of Hip and Knee

Surgeons recently published an evidence-based review of

obesity and total joint arthroplasty (TJA) [1]. This well-

designed literature review clearly outlines the proportions of

this epidemic, and the data presented, frankly, are staggering.

The article points out that more than half of patients currently

undergoing TJA are obese, and this number is likely to

increase. Numerous studies are cited demonstrating obesity

to be related to early development of aseptic loosening and

infection [2–4, 6–9], as well as poorer functional outcomes

following TKA [5, 10, 11]. The Workgroup concluded that

compared to a normal-weight population, the degree of

functional improvement among obese patients following

TJA is smaller than observed in nonobese populations, and

that the risks of surgery in this patient population may out-

weigh the benefits, particularly for the morbidly (BMI [ 40)

and super-obese (BMI [ 50).

Where Do We Need to Go?

The present study by Mont et al. is an important step

toward an improved understanding of the complex rela-

tionship between obesity and TJA. The ‘‘super-obese’’ are

a particularly challenging subset of patients, both from a

medical and technical standpoint, and as shown in this

review, the results of TKA in this group can be inconsis-

tent. The authors of this multicenter study point out that

while the risks of aseptic loosening and implant failure

appeared not to increase in the super-obese group, the

super-obese patients demonstrated less improvement in

functional results and higher rates of medical and surgical

complications. This finding perhaps underscores our cur-

rent level of understanding of the relationship between

obesity and TKA: while knee arthroplasty is an effective

treatment for end-stage arthritis, the question remains, at

what cost? In light of the varied literature, there are many

important questions currently left unanswered: (1) Can we

improve upon BMI and develop a more ‘‘arthroplasty-

appropriate’’ measure of obesity? Such a classification

system would not only account for height and weight, but

may also include distribution of weight, depth of fat at the

surgical site, and joint-specific mobility and functional

limitations. Such a definition may allow us to detect dif-

ferences that perhaps go unnoticed with the less-specific

BMI. (2) Does improvement of medical comorbidities

independent of obesity prior to surgical intervention result
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in improved outcomes or reduction in complications?

(3) How do we communicate our concerns to our patients

in a nonthreatening, productive manner that will lead either

to the patient losing weight and addressing his/her related

comorbidities, or that may result in the super-obese patient

opting out of the procedure altogether? (4) Do factors exist

that would allow us to identify patients likely to be

receptive to and/or benefit from our efforts to address their

obesity? (5) If we are to refuse arthroplasty to morbidly

obese patients based upon the previously cited literature,

what alternatives can we offer? These patients are fre-

quently in severe pain, and in the absence of conventional

treatment, will likely seek unconventional treatment

elsewhere.

How Do We Get There?

Well-designed prospective studies with clearly defined

treatment groups that control for medical comorbidities and

other risk factors would be a welcome addition to a topic

now lacking in Level 1 evidence. A clear definition of

‘‘orthopaedic obesity,’’ and perhaps even a joint-specific

definition, is needed. This could be established through

continued examination of existing retrospective data sim-

ilar to that presented by the current study. Once

established, this new definition should be used to create a

clear consensus on the question of ‘‘how big is too big?’’

Finally, we should embrace the reality that this is a

growing problem, and that obese patients are often looking

to us not only as their surgeons, but also as their physicians.

We should establish open lines of communication with our

medical and surgical colleagues experienced in the treat-

ment of bariatric patients, in order to generate a rational

risk-benefit analysis. We should identify subsets of patients

who are able to play an active role in their own care,

specifically those who have the ability to improve their risk

profiles. As quality and outcome measures become more

widely utilized in the current healthcare environment, it is

vital that orthopaedic surgeons act as leaders in the effort

toward an improved understanding of the association

between obesity and complications after TJA.
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6. Jämsen E, Nevalainen P, Eskelinen A, Huotari K, Kalliovalkama

J, Moilanen T. Obesity, diabetes, and preoperative hyperglycemia

as predictors of periprosthetic joint infection: a single-center

analysis of 7181 primary hip and knee replacements for osteo-

arthritis. J Bone Joint Surg Am. 2012;94:e101.

7. Namba RS, Inacio MC, Paxton EW. Risk factors associated with

surgical site infection in 30,491 primary total hip replacements.

J Bone Joint Surg Br. 2012;94:1330–1338.

8. Ritter MA, Davis KE, Meding JB, Pierson JL, Berend ME,

Malinzak RA. The effect of alignment and BMI on failure of total

knee replacement. J Bone Joint Surg Am. 2011;93:1588–1596.

9. Schwarzkopf R, Thompson SL, Adwar SJ, Liublinska V, Slover

JD. Postoperative complication rates in the ‘‘super-obese’’ hip

and knee arthroplasty population. J Arthroplasty. 2012;27:

397–401.

10. Smith BE, Askew MJ, Gradisar IA Jr, Gradisar JS, Lew MM. The

effect of patient weight on the functional outcome of total knee

arthroplasty. Clin Orthop Relat Res. 1992;237–244.

11. Stickles B, Phillips L, Brox WT, Owens B, Lanzer WL. Defining

the relationship between obesity and total joint arthroplasty. Obes

Res. 2001;9:219–223.

3532 Schwartz Clinical Orthopaedics and Related Research1

123

http://dx.doi.org/10.1007/s11999-013-2923-9

	CORR Insightsreg: Bariatric Orthopaedics: Total Knee Arthroplasty in Super-obese Patients (BMI greaterthan 50 kg/m2). Survivorship and Complications
	Where Are We Now?
	Where Do We Need to Go?
	How Do We Get There?
	References


