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Background: Medial unicompartmental knee arthroplasty (UKA) and total knee arthroplasty (TKA) are
both viable treatment options for medial osteoarthritis (OA). However, it remains unclear when to choose
for which arthroplasty treatment. Goals of this study were therefore to (1) compare outcomes after both
treatments and (2) assess which treatment has superior outcomes in different patient subgroups.
Methods: In this retrospective cohort study, 166 patients received the RESTORIS MCK Medial UKA and 63
patients the Vanguard TKA and were radiographically matched on isolated medial OA. Western Ontario
and McMaster Universities Arthritis Index scores were collected preoperatively and postoperatively
(mean: 3.0 years, range: 2.0-5.0 years).
Results: Preoperatively, no differences were observed, but medial UKA patients reported better func-
tional outcomes than TKA (89.7 ± 13.6 vs 81.2 ± 18.0, P ¼ .001) at follow-up.Better functional outcomes
were noted after medial UKA in patients younger than age 70 years (89.5 ± 14.2 vs 78.6 ± 20.0, P ¼ .001),
with body mass index below 30 (90.3 ± 11.4 vs 83.6 ± 14.9, P ¼ .005), with body mass index above 30
(88.3 ± 17.5 vs 78.8 ± 21.0, P ¼ .034) and in females (90.6 ± 11.0 vs 78.1 ± 19.4, P ¼ .001) when compared
with TKA. No differences were found in males and older patients between both arthroplasties.
Conclusion: Superior functional outcomes were noted after medial UKA over TKA in patients presenting
with medial OA with these prostheses. Subgroup analyses suggest that medial UKA is the preferred
treatment in younger patients and females while no differences were noted in older patients and males
after medial UKA and TKA. This might help the orthopedic surgeon in individualizing arthroplasty
treatment for patients with medial OA.

© 2016 Elsevier Inc. All rights reserved.
The most common treatment options for medial osteoarthritis
(OA) of the knee are unicompartmental knee arthroplasty (UKA)
and total knee arthroplasty (TKA). UKA is an increasingly popular
treatment option [1-4], conferring advantages such as faster re-
covery [5,6], better range of motion [7], better functional outcomes
[8-11], easier revisions [12], and higher cost-effectiveness [13,14]
when compared with TKA. Because TKA survivorship is reported
to be higher than that of medial UKA [1,2,15], some authors prefer
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TKA over UKA. As a result, medial UKA may be underutilized in the
setting of medial OA [16-18].

With distinct advantages of both treatment options, it is
important to identify which patients may benefit most fromwhich
arthroplasty [19]. To identify the optimal treatment for each indi-
vidual patient, studies are necessary that (1) compare outcomes of
medial UKA with those of TKA, (2) have the same indication of
medial OA for both treatments, and (3) perform subgroup analysis
to individualize treatment. Although several studies showed that
different outcomes can be expected in different patient subgroups
[20-26] and others compared UKA and TKA for the same surgical
indication of medial OA [9,10,27-30], no studies have compared
UKA and TKA outcomes in different patient subgroups.

To determine the optimal arthroplasty treatment for each
patient, the purpose of this study was therefore to compare short-
term patient-reported outcomes between medial UKA and TKA in
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 Copyright ©2021. Elsevier Inc. All rights reserved.



J.P. van der List et al. / The Journal of Arthroplasty 32 (2017) 761e766762
patients with medial OA. The research questions of this study were
(1) which arthroplasty treatment has better functional outcomes
for the indication of medial OA and (2) in which patient should
which arthroplasty be performed? The hypotheses of this retro-
spective study were that (1) medial UKA patients had better
postoperative patient-reported outcomes than TKA patients and (2)
younger patients and patients with lower body mass index (BMI)
would benefit more from medial UKA while older patients and
those with higher BMI would benefit more from TKA due to a lower
activity level.

Materials and Methods

Following Institutional Review Board approval (No. 2013-056), a
search in the database of the senior author was performed for pa-
tients who underwent medial UKA or TKA between January 2008
and October 2013. Patients were included in the medial UKA cohort
when (1) they underwent medial UKA surgery for the indication of
OA, (2) a tibial onlay implant was used, (3) they had an intact
anterior cruciate ligament, and (4) minimum 2-year and maximum
5-year follow-up score was available. Patients were included in the
TKA cohort when (1) they underwent TKA surgery for the indica-
tion of OA and (2) minimum2-year andmaximum5-year follow-up
was available. After inclusion, patients were radiographically
matched using the KellgreneLawrence (KL) score for all 3 com-
partments [31]. Patients were excluded from either cohort if (1)
there was significant lateral compartment OA (ie, quantified by a KL
score of >1) or (2) there was severe patellofemoral OA (ie, quanti-
fied by a KL score of >2). By excluding these patients, 2 cohorts
were created with patients who underwent either uni-
compartmental or total knee replacement for medial OA (Fig. 1).
Patients were not matched by age, BMI, or gender since the goal of
this study was to compare outcomes of UKA and TKA in these
subgroups and matching by these factors may lead to a selection
bias.

All surgeries were performed by the senior author (A.D.P.). The
preference of the senior authorwas to performUKA in the setting of
Fig. 1. On the left 2 images, the preoperative and postoperative anteroposterior radiogr
arthroplasty. On the right 2 images, the preoperative and postoperative anteroposterio
unicompartmental knee arthroplasty.
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medial OA. However, patients were explained the advantages and
disadvantages of both treatments and were encouraged to make
their own decision to either receive UKA or TKA, which they did in
all cases. Medial UKA surgery was performed using a robotic-
assisted technique (MAKO Surgical Corp, Ft. Lauderdale, FL) [32-
34]. Patients who preferred UKA received a RESTORIS MCK
Medial Onlay implant (MAKO Surgical Corp; Fig. 1). TKA surgery
was performed using computed tomographyebased computer
navigation-assisted technique [35]. Patients who preferred TKA
received a posterior stabilized Vanguard Total Knee (Biomet, War-
saw, IN; Fig. 1). Cementationwas used in both medial UKA and TKA
surgery. The patella was resurfaced in all TKA surgeries. No patients
were intraoperatively converted from UKA to TKA surgery.

Preoperative and postoperative Western Ontario and McMaster
Universities Arthritis Index (WOMAC) scores were routinely and
prospectively collected. The WOMAC score is a questionnaire that
consists of 24 Likert scale questions and is validated for knee OA
[36,37]. This questionnaire reports overall outcome (all 24 ques-
tions) and the subdomains pain (5 questions), stiffness (2
questions), and function (17 questions). The overall score and
subdomain scores were indexed with 0 as worst possible score and
100 as best possible score.

For this retrospective analysis, 166 medial UKA patients were
included, of which 56 completed preoperative surveys and all 166
completed postoperative surveys (mean follow-up 2.8 years; range
2.0-5.0 years). Of a cohort of 239 patients, 63 TKA patients met the
inclusion criteria and were included, of which 32 completed pre-
operative surveys and all 63 completed postoperative surveys
(mean follow-up 3.3 years; range 2.0-5.0 years). Demographic and
radiological data collected were age, BMI, gender, side, OA severity
of all 3 compartments using the KL score, and preoperative and
postoperative alignment. This is shown in Table 1.

All patients were plotted in a scatter plot graph using Microsoft
Excel 2011 (Microsoft Corp, Redmond, WA) with either BMI or age
on the horizontal axis and total WOMAC score on the vertical axis.
Trend lines were added, and the intersection points of the trend
lines were used as a cutoff point for further analysis. This resulted in
aphs are shown of a patient with medial osteoarthritis that underwent total knee
r radiographs are shown of a patient with medial osteoarthritis that underwent
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Table 1
Patient Demographics of Patients Undergoing Medial UKA and TKA.

Patient
Characteristics

N Medial UKA
(n ¼ 166);
Mean (±SD)

N TKA (n ¼ 63);
Mean (±SD)

P Value

Age (y) 166 64.9 (±9.2) 63 65.6 (±8.9) .576
BMI (kg/m2) 154 29.2 (±5.3) 60 31.5 (±5.6) .005
Gender (M:F) 166 93:73 63 30:33 .255
Side (R:L) 166 82:84 63 29:34 .649
Follow-up (y) 166 2.8 (±1.0) 63 3.3 (±1.3) .003
OA severity MC 166 3.1 (±0.7) 63 3.5 (±0.5) <.001
OA severity LC 166 0.7 (±0.7) 63 0.8 (±0.7) .123
OA severity PFC 140 0.7 (±0.7) 63 1.2 (±0.6) <.001

UKA, unicompartmental knee arthroplasty; TKA, total knee arthroplasty; SD, stan-
dard deviation; BMI, bodymass index; OA, osteoarthritis; MC, medial compartment;
LC, lateral compartment; PFC, patellofemoral compartment.
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a BMI cutoff value of 30 kg/m2, as is also used by the World Health
Organization [38] to define obesity (>30 kg/m2) and resulted in an
age cutoff of 70 years.

Statistical analysis was performed using SPSS, version 21 (SPSS
Inc, Armonk, NY). Independent t tests for continuous data and
chi-square tests for nominal data were used to compare patient
demographic data. Independent t tests were used to compare
preoperative and postoperative functional outcomes between
medial UKA and TKA for analysis and subgroup analyses. All tests
were 2 sided, and a significance of P < .05 was considered
significant.

Sample size calculation showed that 42 medial UKA and 17 TKA
patients were necessary to show a clinically significant 10.0
WOMAC score difference, using a standard deviation of 12.5 (pre-
liminary data), an alpha of 0.05, power of 80%, and an enrollment
ratio of 2.5:1. This was sufficient for all subgroup analyses. This
enrollment ratio was chosen because of the larger number of
patients that underwent medial UKA compared with TKA.
Results

With regard to demographic data, no differences were seen in
age, gender, side, and lateral compartment OA severity (Table 1).
TKA patients had a higher BMI (31.5 ± 5.6 vs 29.2 ± 5.3; P ¼ .005),
and more severe OA of the medial (3.5 ± 0.5 vs 3.1 ± 0.7, P < .001),
and patellofemoral compartment (1.2 ± 0.6 vs 0.7 ± 0.7, P < .001)
compared with medial UKA patients (Table 1).

Preoperatively, no differences in pain, stiffness, or functionwere
observed between medial UKA and TKA (55.5 ± 14.3 and
52.3 ± 15.1, respectively, P ¼ .316). Postoperatively, medial UKA
Table 2
Preoperative and Postoperative WOMAC Scores After Medial UKA and TKA for the
Indication of Isolated Medial Osteoarthritis.

WOMAC Scores Medial UKA TKA P Value

N Mean (±SD) N Mean (±SD)

Preoperative total 56 55.5 (±14.3) 32 52.3 (±15.1) .316
Preoperative pain 56 56.2 (±15.9) 32 50.3 (±16.1) .103
Preoperative stiffness 56 49.8 (±18.6) 32 44.3 (±22.4) .224
Preoperative function 56 55.2 (±15.0) 32 53.7 (±16.4) .474
Postoperative total 163 89.7 (±13.6) 63 81.2 (±18.0) .001
Postoperative pain 163 92.1 (±12.4) 63 81.7 (±18.8) <.001
Postoperative stiffness 163 83.5 (±19.1) 63 76.7 (±21.4) .020
Postoperative function 163 90.0 (±13.5) 63 81.6 (±18.2) .001

WOMAC, Western Ontario and McMaster Universities Arthritis Index; UKA, uni-
compartmental knee arthroplasty; TKA, total knee arthroplasty; SD, standard
deviation.
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patients reported better overall outcomes (89.7 ± 13.6 vs
81.2 ± 18.0, P ¼ .001), less pain, less stiffness, and better function
compared with TKA patients (Table 2).

Subgroup Analysis

In patients younger than 70 years, medial UKA patients reported
better overall outcomes (89.5 ± 14.2 vs 78.6 ± 20.0, P ¼ .001), less
pain, less stiffness, and better function than TKA patients. In pa-
tients older than 70 years, however, no statistically significant or
clinically relevant differences between medial UKA and TKA were
observed in overall outcome (90.3 ± 12.0 and 87.7 ± 9.3,
respectively, P ¼ .410) or subdomain scores (Table 3).

In patients with BMI below 30, medial UKA patients reported
better overall outcomes (90.3 ± 11.4 vs 83.6 ± 14.9, P ¼ .005), less
pain, less stiffness, and better function compared with those un-
dergoing TKA. In patients with BMI above 30, patients undergoing
medial UKA also reported better overall outcomes (88.3 ± 17.5 vs
78.8 ± 21.0, P¼ .034), less pain, and better functionwhen compared
with patients undergoing TKA (Table 4).

With regard to gender, females undergoing medial UKA re-
ported significantly better overall outcomes (90.6 ± 11.0 vs
78.1 ± 19.4, P ¼ .001), less pain, less stiffness, and better function
compared with females undergoing TKA. However, no statistically
significant or clinically relevant differences were seen in overall
outcomes (89.0 ± 15.3 and 84.5 ± 16.0, respectively, P ¼ .170) or
subdomain scores between males undergoing medial UKA and TKA
(Table 5). When looking at the role of gender in patients younger
than 70 years, it was also noted that females younger than 70 years
undergoing medial UKA reported significantly better outcomes
(90.1 ± 11.7 vs 75.8 ± 20.7, P ¼ .003), less pain, less stiffness, and
better function when compared with females younger than 70
years undergoing TKA. Similarly, no differences were seen in males
undergoing medial UKA and TKA (Table 6).

Discussion

The main findings of this study were that, in the setting of
medial OA, patients undergoing medial UKA reported better func-
tional outcomes compared with TKA and that medial UKA was the
preferred treatment in (1) younger patients, (2) females, and (3)
this is independent from BMI. Medial UKA and TKA resulted in
similar outcome scores in patients older than 70 years and males.
To our knowledge, no other study has directly compared functional
outcomes of UKA and TKA in different patient subgroups while
radiographically matching the cohorts.
Table 3
Postoperative WOMAC Scores After Medial UKA and TKA for the Indication of
Isolated Medial Osteoarthritis Stratified by Age.

Age Medial UKA TKA P Value

N Mean (±SD) N Mean (±SD)

<70
Postoperative total 118 89.5 (±14.2) 45 78.6 (±20.0) .001
Postoperative pain 118 92.1 (±12.5) 45 79.3 (±20.9) <.001
Postoperative stiffness 118 82.5 (±19.5) 45 74.3 (±23.3) .023
Postoperative function 118 89.9 (±14.2) 45 78.9 (±20.1) .001

�70
Postoperative total 48 90.3 (±12.0) 18 87.7 (±9.3) .410
Postoperative pain 48 92.1 (±12.4) 18 87.8 (±10.5) .196
Postoperative stiffness 48 86.1 (±14.3) 18 82.8 (±14.3) .491
Postoperative function 48 90.3 (±12.0) 18 90.3 (±10.1) .556

WOMAC, Western Ontario and McMaster Universities Arthritis Index; UKA,
unicompartmental knee arthroplasty; TKA, total knee arthroplasty; SD, standard
deviation.
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Table 4
Postoperative WOMAC Scores After Medial UKA and TKA for the Indication of Iso-
lated Medial Osteoarthritis Stratified by BMI.

BMI Medial UKA TKA P Value

N Mean (±SD) N Mean (±SD)

<30
Postoperative total 97 90.3 (±11.4) 28 83.6 (±14.9) .012
Postoperative pain 97 92.1 (±13.0) 28 83.0 (±16.0) .003
Postoperative stiffness 97 83.5 (±19.1) 28 76.5 (±19.6) .091
Postoperative function 97 90.6 (±11.3) 28 84.7 (±15.1) .027

�30
Postoperative total 57 88.3 (±17.5) 32 78.8 (±21.0) .034
Postoperative pain 57 91.6 (±12.5) 32 80.0 (±21.8) .009
Postoperative stiffness 57 83.2 (±20.1) 32 75.9 (±23.6) .123
Postoperative function 57 88.6 (±17.4) 32 78.8 (±21.1) .029

WOMAC, Western Ontario and McMaster Universities Arthritis Index; UKA, uni-
compartmental knee arthroplasty; TKA, total knee arthroplasty; BMI, body mass
index; SD, standard deviation.

Table 6
Postoperative WOMAC Scores After Medial UKA and TKA for the Indication of
Isolated Medial Osteoarthritis Stratified by Gender in Patients Younger Than 70 y.

Gender Medial UKA TKA P Value

N Mean (±SD) N Mean (±SD)

Males <70 y
Postoperative total 62 88.9 (±16.2) 20 82.0 (±18.9) .114
Postoperative pain 62 91.2 (±14.1) 20 83.0 (±20.2) .104
Postoperative stiffness 62 83.8 (±20.3) 20 79.5 (±19.6) .413
Postoperative function 62 89.5 (±15.9) 20 82.1 (±18.9) .089

Females <70 y
Postoperative total 56 90.1 (±11.7) 25 75.8 (±20.7) .003
Postoperative pain 56 93.1 (±10.6) 25 76.4 (±21.3) .001
Postoperative stiffness 56 81.2 (±18.6) 25 70.1 (±25.5) .031
Postoperative function 56 90.3 (±12.1) 25 76.3 (±21.0) .004

WOMAC,Western Ontario andMcMaster Universities Arthritis Index; UKA indicates
unicompartmental knee arthroplasty; TKA, total knee arthroplasty; SD, standard
deviation.
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Several limitations are, however, present in this study. First of
all, this study is not a matched patient cohort but a radiographically
matched cohort for medial OA and therefore differences existed in
BMI and preoperative OA grades of medial and patellofemoral
compartment. Patients were not matched for age, gender, and BMI
since this may create a selection bias in the subgroup analysis since
patients would then be excluded for these analyses. However, since
BMI was higher in the TKA group, one should be careful on the
conclusion of the general comparison of UKA and TKA since BMI
could be a confounder in this analysis [24,39,40]. On the other
hand, it was noted that the preference for an arthroplasty option in
this studywas not depended on BMI (Table 4). It was also noted that
OA severity of the medial and patellofemoral compartment was
higher in the TKA group. This was not considered relevant since
patellofemoral OA of mild severity does not influence outcomes in
medial UKA patients [24,41,42], the patella was resurfaced in TKA
procedure, and the medial compartment is replaced in both pro-
cedures. It was therefore also not surprising that no preoperative
differences in WOMAC scores were found between both groups.
Finally, the 6-month difference in follow-up time between both
groups was not considered clinically relevant.

A second limitation was that not all patients completed the
preoperative WOMAC scores, which made it impossible to assess
the improvement of functional outcome scores. To our opinion,
however, enough patients completed the preoperative question-
naires to use in this study when looking at the sample size
calculation and size of standard deviations. Third, this study is a
retrospective study, which has its limitations due to the nature of
Table 5
Postoperative WOMAC Scores After Medial UKA and TKA for the Indication of
Isolated Medial Osteoarthritis Stratified by Gender.

Gender Medial UKA TKA P Value

N Mean (±SD) N Mean (±SD)

Males
Postoperative total 93 89.0 (±15.3) 30 84.5 (±16.0) .170
Postoperative pain 93 92.1 (±14.1) 30 85.7 (±17.2) .087
Postoperative stiffness 93 84.1 (±20.1) 30 80.1 (±17.3) .332
Postoperative function 93 89.4 (±15.0) 30 84.8 (±16.2) .155

Females
Postoperative total 73 90.6 (±11.0) 33 78.1 (±19.4) .001
Postoperative pain 73 93.4 (±9.9) 33 78.2 (±19.8) <.001
Postoperative stiffness 73 82.8 (±17.8) 33 73.6 (±24.3) .030
Postoperative function 73 90.6 (±11.4) 33 78.7 (±19.7) .002

WOMAC, Western Ontario and McMaster Universities Arthritis Index; UKA,
unicompartmental knee arthroplasty; TKA, total knee arthroplasty; SD, standard
deviation.
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the study, including that it was not possible to assess the activity
level of the patients or the ligamentous status of the anterior cru-
ciate ligament. Despite these limitations, this study is the first to
compare functional outcomes in different patient subgroups after
medial UKA with TKA for the same indication. This study is, to our
opinion, relevant for the orthopedic surgeon since it simulates the
choice of UKA or TKA for a specific patient presenting with medial
OA.

It was noted that patients undergoing medial UKA reported
better functional outcomes than patients undergoing TKA. These
findings echo those of several studies in the existing literature
[9,10,27,43-45]. Yang et al [27] were the first to compare medial
UKA with TKA in the setting of medial OA. They found less blood
loss, quicker rehabilitation, and lower hospital costs in the medial
UKA group at 6-month follow-up. Similarly, Manzotti et al [9]
compared outcomes of medial UKA and TKA in patients matched
by preoperative OA severity. The authors also reported no preop-
erative differences in functional outcomes but better postoperative
functional scores in patients undergoing medial UKA. Finally,
Newman et al [10] performed a randomized clinical trial in patients
with medial OA undergoing either medial UKA or TKA in which
they found that more patients going medial UKA reported excellent
function than TKA patients at long-term follow-up. These studies
suggest that, similar to the findings of this present study, functional
outcomes after medial UKA are superior to those of TKA in the
setting of medial OA. Interestingly, Willis-Owen et al [14] not only
found superiority in functional outcomes of medial UKA over TKA
but also found that medial UKA was more cost-effective. Several
other studies have compared cost-effectiveness of medial UKA and
TKA in different age groups (eg, younger than 55, 55-65, 65-75
years and older than 75 years) [13,46-48]. Data in this study suggest
that further cost-effectiveness would be valuable in other groups
based on patient characteristic.

To our knowledge, this study is unique in directly comparing
outcomes of both arthroplasties in different patient subgroups
following the same radiographic indication. It was noted that in
patients younger than 70 years, significantly better functional
outcomes were noted in patients undergoing medial UKA
compared with TKA but that no differences were found in patients
older than 70 years (Table 3). The inferior outcomes in younger TKA
patients have previously been reported by Keeney et al [49], who
found that younger patients undergoing TKA had significantly
worse functional Knee Society Score and WOMAC score compared
with older patients undergoing TKA. Furthermore, Parvizi et al [50]
assessed the outcome of TKA in young patients in a multicenter
study. They reported that in 661 young patients undergoing TKA,
 Surgery from ClinicalKey.com by Elsevier on October 20, 
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33% reported pain, 41% stiffness, 33% swelling or tightness, and 54%
difficulty with stairs. The results of this present study suggest that
medial UKA may be the preferred treatment in patients younger
than 70 years with medial OA. A likely explanation for this phe-
nomenonmay be the higher demand of younger and active patients
in combination with several UKA advantages over TKA, including
better range of motion [7,51] and better return to sports [52-54]. In
older patients, the results suggest that functional outcomes are
satisfying following both procedures without a preference for 1
type of arthroplasty. In these patients, several factors such as pa-
tient expectations, level of daily activity, patients' health, and
revision rates may bemore important for the treatment choice [19].

Another interesting finding in this study was the difference in
outcomes after UKA and TKAwith regard to gender. This has, to our
knowledge, not been reported before in the literature [55,56].
When reviewing the included patients, no differences between
males and females existed in age, BMI, or OA severity that could
explain the differences found in this study. Furthermore, it seems
that the lower outcome scores in females undergoing TKA are
responsible for these differences since outcomes in gender are
similar after UKA (Table 5) and since these differences are also seen
when only analyzing patients younger than 70 years (Table 6). Two
studies have, to our knowledge, compared outcomes after UKA
[55,56]. Lustig et al [56] reported that no differences in Knee Society
Score after UKA between 40 males and 40 females while Kuipers
et al [55] could not detect gender to be a significant predictor of
failure in a regression analysis in 437 patients undergoing medial
UKA. The inferior outcomes in females after TKA compared with
males may be explained by the fact that implant designs are
designed according to the male aspect of the femoral condyle
[57,58]. Since the knee is significantly smaller and has different
ratios in females compared with males, usage of a nonegender-
specific prosthesis might cause pain and inferior outcomes in fe-
males after TKA [49,57-59]. Although clearly more research is
needed in this field of interest, results in this study suggest that a
different preference for treatment options might exist for males
and females and that medial UKA may be the preferred treatment
in females with medial OA.

There has been much debate on the role of BMI on outcomes of
knee arthroplasties. Several studies have shown that a higher BMI
has a negative effect on the functional outcomes of both UKA
[22,60,61] and TKA [39,40] while several other studies have re-
ported that BMI does not influence outcomes of these procedures
[62-67]. Although the outcome scores were indeed slightly lower in
the higher BMI groups (Table 4), this present study did not assess
the role of BMI on functional outcomes but rather assessed a
possible preference of 1 arthroplasty treatment over the other in
different BMI groups. It was found in this present study that for
both groups, medial UKA resulted in significant better outcomes
when compared with TKA (Table 4). These results suggest that BMI
itself may not be the most relevant factor in the decision which
arthroplasty to choose for a patient with medial OA since the out-
comes of medial UKA are superior to TKA in both BMI groups. In our
thorough literature review, only 1 study could be identified that
reported outcomes in high and low BMI in both UKA and TKA [64].
Since no direct comparative analysis was performed and the sur-
gical indications were not standardized, it was not possible to
compare the results. Further studies and preferably randomized
clinical trials are therefore needed to assess these differences in
patients with similar indications.

In conclusion, the results of this study show that for patients
with medial OA better functional outcomes were reported after
UKA than TKA at short-term follow-up with these prostheses.
Subgroup analyses suggest that medial UKA is the preferred
treatment in females and in patients younger than 70 years, and
Downloaded for Anonymous User (n/a) at Hospital for Special Sur
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that this is independent of BMI. In patients older than 70 years and
males, both treatment options had equivalent results. This might
help the orthopedic surgeon in further individualizing arthroplasty
treatment in patients presenting with medial OA.
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