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INTRODUCTION: 
Obesity has long been considered a relative contraindication to medial unicompartmental knee arthroplasty (mUKA). 
However, with improved implants and techniques, this criteria for UKAs have been challenged. This study aimed to 
assess the association of BMI with (i) healthcare utilization and (ii) patient reported outcome measures (PROMs) in 
patients undergoing mUKA. 
METHODS: 
We prospectively enrolled 886 patients who underwent mUKA from 2016 to 2022 at a tertiary academic center in the 
USA. Patients were assigned into five groups based on their BMI before surgery: normal (18.5-24.9kg/m2), overweight 
(25-29.9), obese I (30-34.9), obese II (35-39.9), and obese III group (≥ 40). Outcomes included length of stay (LOS), 
discharge disposition (DD), 90-day readmission, 90-day ED visits, 1-year and 2-year reoperation, and 1-year PROMs: 
Knee disability and Osteoarthritis Outcome Score for Pain (KOOS Pain), Physical function Shortform (KOOS PS), and 
Joint Replacement (KOOS JR). Achievement of the Minimal Clinically Important Difference (MCID) and Patient 
Acceptable Symptom State (PASS) threshold were assessed for each PROMs subscales. Multivariable regression 
models were used to compare outcomes. For LOS, DD, readmission, 1-year reoperation, 2-year reoperation, and 
mortality, no modeling was done due to the small event sizes and will be summarized by BMI below/above 35. All tests 
were two sided, assuming a significant level of 0.05. Cohort characteristics can be found in Table 1.  
RESULTS: 
There were no significant differences in LOS (p=0.627), DD (p=1.0), and 90-day readmissions after mUKA (p=0.783) 
between patients with BMI below and above 35 (Table 2). Similarly, there were no significant differences in 2-year 
reoperation rates between BMI <35 (4.2%) and BMI ≥ 35 (3.8%). 1-year mortality in this entire cohort was 0% (Table 2). A 
large majority of patients in each BMI group achieved MCID and PASS thresholds (Table 3). After adjusting for possible 
confounders, BMI was not associated with failing to achieve MCID in any of the KOOS subscales (Table 3). Similarly, BMI 
was not associated with PASS threshold failure in any of the KOOS domains (Table 5). Satisfaction at 1-year 
postoperatively was not significantly associated with BMI (p=0.6) (Table 5).  
DISCUSSION AND CONCLUSION: 
BMI does not significantly impact healthcare utilization, reoperation rates, or clinically significant improvements in knee 
pain and function following mUKA. Obese and morbidly obese patients reported similar levels of improvement as those 
with normal BMI. Therefore, using BMI as a relative contraindication for mUKA may be unwarranted based on these 
outcomes. Future research should focus on long-term implant survivorship and identifying risk factors for revisions in this 
patient population.

 

 

 

 
 

 


