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necessary to confirm this observation.

Introduction

Total knee arthroplasty (TKA) is rising due to the increase
in the lifetime expectancy of patients suffering from severe
osteoarthritis (OA) which could be attributed to a more active
lifestyle [1]. TKA is among the safest and most cost-effective
surgeries in orthopedics. It aims to relieve the pain and improve
the functional restoration and the quality of life for patients with
advanced stages of knee OA [1]. Over time, joint reconstruction
surgery has advanced and improved through the adoption of
various techniques and technologies, including less invasive
operative procedures, fast recovery protocols, better pre-intra
and-post-operative management to reduce the need for blood
transfusions, as well as outstanding improvements in navigation
or robotic systems [2-5]. Additionally, modern and more
“friendly” materials have been developed for prosthetic joints
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Abstract — Introduction: There have been controversial studies on the impact of prior knee arthroscopy (KA) on out-
comes of total knee arthroplasty (TKA). The purpose of this comparative study is to investigate the impact of prior KA
of medial meniscus on patients undergoing TKA by evaluating the International Knee Society Score (IKS), the com-
plications, and revisions. Methods: This retrospective study reviewed 84 patients with TKA who had undergone prior
KA of the medial meniscus and compared them to 84 cases, without a history of prior KA as a control group. Outcomes
were assessed with the original IKS scores and complications. The mean follow-up was 8 years. Results: There was no
significant difference between groups with respect to demographics, or pre-operative IKS. The mean pre and postop-
erative IKS was not different between groups. The all-cause reoperation, revision, and complication rates of the KA
group were not significantly higher than those of the control group. Conclusion: The present study seems to reveal that
previous KA of the medial meniscus does not negatively affect a subsequent TKA. Nevertheless, larger studies may be
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[2, 3, 6-8]. It has been reported that previous knee procedures,
such as high tibial osteotomies and osteosynthesis of the tibial
plateau or distal femoral fractures may result in inferior post-
operative outcomes after performing a TKA [9]. Furthermore,
knee arthroscopy (KA) may be frequently performed in patients
with early OA to improve symptomology, but any possible
short-term benefit usually does not persist after one year [10].

There is scarce data regarding the outcomes of primary
TKA in patients who have undergone KA of medial meniscus
pathology such as partial, subtotal, or total medial meniscec-
tomy and/or debridement and meniscal repair. Some studies
suggest that KA prior to TKA may increase complication rates
[11]; however, others do not reveal a negative impact on TKA
outcomes [12].

The purpose of the present study is to compare the out-
comes of patients undergoing TKA after KA for pathologies
of the medial meniscus (study group) to patients undergoing
TKA without prior KA (control group), by evaluating the
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which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.
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Exclusion:

905 primary posterostabilized TKA performed
between January 2007 and April 2016

Knee Osteotomy
Post-traumatic OA
Septic history

Ligamentous surgery
Revision procedure
ATT osteotomy

Patella surgery

340 primary posterostabilized TKA

Matching of gender, age, BMI,
mFTA, ASA score, OA stage

91 TKA after arthroscopy
(Study group)

* Follow-up < 5 years (5)
Death (2)

84 TKA after arthroscopy

(Study group)

92 primary TKA
(Control group)

* Follow-up < 5 years (5)
Death (3)

84 primary TKA
(Control group)

Figure 1. Flowchart depicting the number of the patients (study and control group) enrolled and analyzed in the current study. OA:
osteoarthritis; ATT: anterior tibial tubercle; TKA: total knee arthroplasty; BMI: body mass index (kg/m?); mFTA: mechanical femorotibial

angle; ASA: American Society of Anesthesiologists.

International Knee Society Score (IKS), the complications and
revisions.

Material and methods

The present is a retrospective comparative study of a
prospectively maintained database. A total of 905 patients
who underwent primary TKA from January 2007 to April
2016 at the Orthopaedic Surgery and Sports Medicine Depart-
ment, Croix-Rousse Hospital, University Hospital, Lyon,
France were screened. All patients had a posterior stabilized
type implant system (Corin — HLS KneeTec  ©) according
to the surgeon’s preference and the implant choice commonly
used in this department. Surgery was performed through a med-
ial-midline longitudinal skin incision and a medial parapatellar
or sub-vastus arthrotomy.

Patients

Patients, with a history of KA, due to medial meniscus
pathology, such as partial, subtotal, or total medial meniscec-
tomy and/or debridement and meniscal repair, over 18 years
old, having undergone TKA due to OA, without any prior open
procedures, such as high-tibial or distal femoral osteotomies,
internal fixation of proximal tibia fractures or any arthroscopic
procedure that involved the cruciate, collateral or the lateral
meniscus were included in the study. Furthermore, patients
undergoing KA due to isolated chondral lesions were not
included. Patients with less than 5 years of follow-up were also
excluded (Figure 1).

Initially, 905 patients with a posterior stabilized TKA were
found. After excluding the cases with prior surgeries (except
KA for medial meniscus), as well as cases of infection and
post-traumatic OA, a total of 340 were identified. The groups

(study group: with prior KA for medial meniscus pathology,
control group: without any prior surgery) were matched for
gender, age, body mass index (BMI), mechanical femoro-tibia
angle (mFTA), ASA score, OA stage (according to Ahlbdck’s
classification [13]). At that point, 91 patients were included in
the study and 92 in the control group. After excluding those
with less than 5 years of follow-up and those who had passed
away the final groups were comprised of 84 patients each.

The mean age of the study group was 68.9 (SD = 7.4) and
of the control group 69.1 (SD = 9.1). All patients presented
knee osteoarthritis of the medial femorotibial compartment.
Arthroscopic procedures included partial, subtotal, or total med-
ial meniscectomy and/or debridement and meniscal repair. All
84 patients of the study group were evaluated clinically and
radiographically at a mean follow-up of 8.4 years (+2.1). The
control group consisted of patients who did not have any KA
and underwent TKA during the same period. A total of 84
patients were identified with a mean follow-up of 8.1 years
(=1.8).

All patients were evaluated at the outpatient clinic and
underwent thorough clinical examination and radiographic
evaluation. Patients were assessed for their symptoms, their
range of motion, implant stability, and alignment (objective
part) and also for their satisfaction, expectations, and functional
activities (subjective component). The IKS [14, 15] was com-
pleted. Clinical follow-up was routinely performed at approxi-
mately 6 weeks, 1 year, 5 years postoperatively, and every
5 years thereafter. The outcomes included the IKS, all-cause
revision, and all re-operation.

Statistical analysis

Statistical analysis was performed with the online environ-
ment EasyMedStat® (http://www.easymedstat.com; Neuilly-
SurSeine; France). The distribution of continuous variables
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Table 1. Demographic of the cohort.
Study group (n = 84)* Control group (n = 84)* p-value

Age at surgery (year) 68.9 + 7.4 [45.9-85] 69.1 = 9.1 [46.9-87.9] n.s.
Follow-up (year) 8.4 £2.1[5.1-14.1] 8.1 £ 1.8 [5.4-13.8] n.s.
Sex (female) 50/84 (59.5%) 52/84 (61.9%) n.s.
BMI 29.6 = 5.3 [20.9-44.5] 29.3 + 4.8 [19.8-41] n.s.
ASA score n.s.

-1 11 (13.1%) 9 (10.7%)

-2 46 (54.7%) 43 (51.2%)

-3 24 (28.6%) 28 (33.3%)

-4 3 (3.6%) 4 (4.8%)
OA stage (Ahlback) n.s.

-1 0 0

-2 7 (8.3%) 9 (10.7%)

-3 55 (65.5%) 52 (61.9%)

-4 22 (26.2%) 23 (27.4%)
Preoperative mFTA (°) 173.2 £ 4.5 [161-179] 172.7 + 5.8 [156-179] n.s.
Preoperative IKS score

— Knee 53.8 + 15.1 [15-86] 55.8 = 12.9 [17-80] n.s.

— Function 64.7 = 16.9 [10-100] 60.6 = 20 [0-90] n.s.

— Total 118.6 + 26 [39-159] 114.9 + 29.4 [0-160] n.s.

# Data are presented as mean + standard deviation [minimum-maximum] or number (proportion).
BMI: body mass index (kg/m*); ASA: American Society of Anesthesiologists; mFTA: mechanical femorotibial angle; IKS: International Knee

Society, n.s.: non-significant.

was averaged as range and standard deviation. Statistical signif-
icance was considered at p < 0.05 for all tests.

Results
Demographics

After performing a matching process to address demo-
graphic inhomogeneity, excluding patients lost to follow-up,
and to reduce confounding variable bias, 84 patients with a
prior history of KA of the medial meniscus (study group) were
included, and 84 patients in the matched control group during
this same time frame (Figure 1). The mean follow-up was
84 + 2.1 years (5.1-14.1) and 8.1 + 1.8 years (5.4-13.8) for
the study group and control, respectively.

Table 1 shows the demographic characteristics of the
patients. In the study group, 8.3% had stage II OA, followed
by 65.5% 1II and 26.2% IV. In the control group, the patients
were classified as stages II, III and IV, in 10.7%, 61.9% and
27.4% respectively. The weight-bearing full-length lower limb
(hip—knee—ankle) imaging measured the mFTA angle and
showed no significant difference between the two groups.
The mean time interval for the study group between KA and
TKA was 3.6 years + 2.4 (range from 0.9 to 17 years).

IKS score

Preoperatively, the mean IKS knee score did not differ for
both groups [53.8 + 15.1 (range, 15-86) and 55.8 + 12.9 (range,
17-80), respectively]. Also, the mean IKS functional score
showed no difference between the groups [64.7 = 16.9
(10-100) vs 60.6 £ 20 (0-90)]. In the postoperative follow-up,
the mean IKS knee score was 89.4 + 10.1 [range, 57-100]

for the study group and 88.4 + 12.4 [range, 51-100] for the con-
trol group. Similarly, the mean IKS functional score was
79.4 = 20.3 [range, 20-100] vs 80.7 £ 22.3 [range, 0—100]
respectively. The change in IKS knee and functional score from
pre-operative to most recent follow-up score was not signifi-
cantly different between the two groups.

The study group had better post-operative than preoperative
IKS knee and functional scores (89.4 + 10.1, p = 0.01 and
79.4 = 20.3, p = 0.03). Additionally, the control group had also
a higher post-operative improvement in IKS knee and function
scores (88.4 + 12.4, p = 0.02 and 80.7 + 22.3, p = 0.04 respec-
tively). All results are presented in Table 2

Complications, revisions, and reoperations

At the mean follow-up of 8.4 + 2.1 years, we identified 6
postoperative complications, including 3 periprosthetic joint
infections and another 3 stiffness cases, in the study group
(7.1% cases in this group). A second surgical intervention with
a prosthetic component replacement was performed in 3 cases
(3.6%). At the mean post-operative follow-up of 8.1 + 1.8 years
8 complications, including 4 cases of stiffness, 2 of prosthetic
joint infection, 1 of patellar tendon rupture and 1 of patella baja,
were identified in the control group (9.5% of cases). Three
cases underwent revision surgery (3.6%). Regarding the risk
of revision and the risk of reoperation, we observed that there
was no statistical difference between the study and control
group (Table 3).

Discussion

Limited information exists on the results of initial total
knee arthroplasty (TKA) in individuals who previously had
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Table 2. Clinical outcomes.

IKS score type Study group® Control group® p-value
Preoperative
— Knee 53.8 = 15.1 [15-86] 55.8 + 12.9 [17-80] n.s.
— Function 64.7 + 16.9 [10-100] 60.6 = 20 [0-90] n.s.
— Total 118.6 + 26 [39-159] 114.9 + 29.4 [0-160] n.s.
Postoperative
— Knee 89.4 + 10.1 [57-100] 88.4 + 12.4 [51-100] n.s.
— Function 79.4 + 20.3 [20-100] 80.7 = 22.3 [0-100] n.s.
— Total 168.8 + 25.4 [92-200] 169.1 £ 31.9 [51-200] n.s.
Improvement
— Knee 34.2 + 16.7 [—11-80] 33.1 = 17.2 [-3-100] n.s.
— Function 14.2 £ 19.3 [-35-60] 19.2 £ 27.2 [-55-100] n.s.
— Total 48.4 £ 28.4 [—18-124] 52.3 + 37.4 [—-45-200] n.s.
p value
— Knee 0.01 0.02
— Function 0.03 0.04
— Total 0.04 0.03
IKS: International Knee Score; n.s.: non-significant.
? Data are presented as mean * standard deviation [minimum-maximum] or number (proportion).
Table 3. Complications and revisions outcomes.
Study group (n = 84)? Control group (n = 84)* p-value
Postoperative complications 6 (7.1%) 8 (9.5%) n.s.
Revision implant 3 (3.6%) 3 (3.6%) n.s.

# Data are presented as mean *+ standard deviation [minimum-maximum] or number (proportion).

undergone knee arthroscopy for medial meniscus, including
partial, subtotal, or complete removal, as well as repair. While
certain studies propose that prior knee arthroscopy might
heighten the risk of complications during TKA, contrasting
research findings suggest no adverse effects on TKA outcomes
[9, 10]. The objective of this study was to compare the out-
comes of TKA in two groups: one comprising patients who
had undergone prior KA for medial meniscus pathologies
(study group) and the other consisting of patients undergoing
TKA without prior KA (control group). The evaluation
included examining the IKS, complications, and revision rates.
The main findings of the study are that patients with previous
KA due to medial meniscus pathology and subsequent TKA
have similar functional outcomes, complications, and revision
rates compared to those without previous KA, with more than
8 years of follow-up.

This study has some limitations. Firstly, it is of a retrospec-
tive nature with relatively small samples originating from a
single center. Furthermore, this study did not evaluate the
optimum time interval between TKA and KA and did not
sub- analyze the impact of different procedures, such as menis-
cectomy compared to meniscus repair, on the outcome of TKA.
This information was not available due to the retrospective
nature of the study. Nevertheless, it includes more than 5 years
of follow-up and a matched comparison between the two groups
adding valuable insights to this debatable issue in the literature.

It has been reported that previous open knee interventions
like high tibial osteotomies are correlated with inferior

functional and clinical outcomes in patients undergoing TKA
when compared with those of primary TKA without previous
procedures [16-18]. Moreover, TKA patients with prior ante-
rior cruciate ligament (ACL) reconstruction have also exhibited
inferior outcomes. In particular, a recent retrospective study by
Watters et al. of 122 patients undergoing TKA with a prior
history of anterior cruciate ligament (ACL) reconstruction
found a higher risk of early re-operation [19].

On the other hand, there is only data on the results of TKA
following non-ligamentous KA, such as debridement and par-
tial meniscectomy [11, 12, 20, 21]. KA is considered minimally
invasive; however, it could lead to post-operative complications
such as further cartilaginous damage, arthrofibrosis, adhesions,
infections, or cardiovascular problems [22]. In this retrospective
cohort study, we suggest that prior KA for medial meniscus
pathology should not be considered a risk factor for revision
surgery to subsequent TKA.

In the present work, patients with or without previous KA
of medial meniscus and subsequent TKA improved the IKS
score following TKA, but they did not reveal significant differ-
ences in functional outcomes at the final follow-up. Similar to
the present study, Viste et al. [12] retrospectively reviewed
480 TKAs with or without a prior non-ligamentous history of
KA, including debridement, loose body removal, partial menis-
cectomy, and chondroplasty. They reported similar Knee
Society Score (KSS) among the groups at the most recent
follow-up. Piedade et al. performed a retrospective cohort
study of 60 patients undergoing TKA after knee arthroscopic
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debridement compared to the control group [23]. The authors
reported no difference in the pre- and post-operative IKS knee
score for both groups.

On the other hand, some studies have shown the negative
impact of previous KA on the functional outcomes of a primary
TKA. Hu et al. [24] performed a retrospective matched cohort
study of 68 patients (70 knees) who underwent TKA following
KA for debridement with a mean follow-up period of 3.2 years.
They emphasized that prior KA is associated with reduced
functional outcomes or increased risks of revision and compli-
cations following TKA. Moreover, a retrospective propensity
score matching-based control study reviewed 92 primary TKAs
with a history of prior KA due to meniscus tears, chondroma-
lacia or ACL injury from 2013 to 2017 showing that prior
KA is associated with worse clinical outcomes in patients with
prior KA, especially in males and those with prior KA for ACL
injury [20]. Barton et al. [25], in a retrospective review of 186
patients who underwent TKA and subdivided to TKA within
six months and within six to twelve months of KA, concluded
that there is a negative impact on functional outcomes (Oxford
Knee Score) of the subsequent TKA which seems to be time
dependent. They also state that TKA should not be routinely
performed within six months of KA.

Several studies have also suggested that previous KA,
encompassing medial et lateral meniscectomies, debridement,
or washouts, loose body removals and ACL debridement
combined with meniscectomy, resulted in higher rates of post-
operative complications, revisions and periprosthetic joint
infection of the subsequent TKA [11, 25, 26]. The present com-
parative study revealed that the complication rate was 7.1% and
9.5% (p > 0.05) for the study (patients with prior KA) and the
control group (patients without history of KA or open proce-
dure), respectively. Additionally, revisions were found to be
equivalent between the two groups at a rate of 3.6% for a mean
follow-up of more than 8 years. Lubowitz et al. [27] reported
similar complication rates, ranging from 7.2% to 8.1% for
TKA without and with ipsilateral KA debridement. In a more
recent study, Gu et al. [11] showed an association between
prior KA for debridement, medial tear of meniscus or chondro-
malacia, and complications after TKA. They also found that
revision rates were significantly associated with prior KA at
2-year follow-up.

It is of paramount importance to examine the time-
dependent impact of KA upon outcomes ensuing TKA. In this
investigation, the mean time interval between KA and TKA
was 3.6 years + 2.4 (range from 0.9 to 17 years). The optimal
time to perform TKA following KA is controversial. A study
by Werner et al. [28] concluded that the incidence of infection,
stiffness, and venous thromboembolism was higher in patients
who underwent TKA within six months after knee arthroscopy
compared with the patients in the control group. Similarly,
Barton et al. [25] yielded that the interval period was a crucial
factor for favorable results. They demonstrated that the func-
tional outcomes were significantly reduced when TKA was
performed within 6 months. In contrast, there was no significant
difference when the patients underwent TKA between six
months and 12 months after KA. On the contrary, Piedade
et al. [23] did not reveal a direct correlation between KA and

TKA interval to postoperative complications or failures with
a mean interval of 53 months. According to Viste et al. [9] time
interval between previous non-ACL arthroscopic procedures
and TKA did not reveal any increased risk of infection or other
complications and revision procedures.

This work primarily investigates the impact of prior KA for
medial meniscus pathology on TKA, revealing that it may not
pose a significant risk factor for revision surgery. However, it is
of note that other types of KA, such as those involving the cru-
ciate ligaments, are both menisci or other entities. Several stud-
ies have demonstrated that TKA in a previous ACL
reconstruction is associated with a notable increased risk of
complications, extended duration of surgery procedures, and a
higher need for revision components [17, 27]. A recent retro-
spective study showed that patients with previous medial and
lateral meniscectomy might experience inferior short-term func-
tional outcomes following TKA [28]. Conversely, the outcomes
of the varied nature of arthroscopic knee interventions, such as
debridement for OA, washouts, or loose body removals seem to
yield conflicting results in the existing literature. Some authors
report no discernible differences in outcomes [10, 19] while
others suggest a decline in patients’ outcomes afterwards a
TKA [9, 23]. While the present study focuses on medial menis-
cus pathology, further comprehensive investigations are
required to elucidate whether the observed trends hold true
for a broader spectrum of knee arthroscopic meniscal proce-
dures, ensuring a more comprehensive understanding of their
impact on TKA.

Conclusion

The present study seems to demonstrate that previous KA
on the medial meniscus, including partial, subtotal, or total
medial meniscectomy and/or debridement and meniscal repair,
does not have a negative impact on a future TKA, in terms of
functional outcomes, complications, and revision rates. Many
patients undergoing TKA have had KA in the past and more
data and large prospective comparative studies are needed to
determine the possible impact that a previous KA could have
on TKA.

Conflict of interest

The authors declare that they have no relevant financial or
non-financial interests related to this work.

VG, AS, AV, CK, CB: declare that they have no conflict of
interest.

ES: Institutional research support from Corin.

SL: Consultant for Stryker, Smith and Nephew, Heraeus,
Depuy Synthes. Institutional research support to Lepine and
Amplitude. Editorial Board for Journal of Bone and Joint
Surgery (Am).

Funding

This research did not receive any specific funding.



6 V. Giovanoulis et al.: SICOT-J 2024, 10, 5

Ethical approval

Ethical approval was not required.

All procedures were performed in accordance with the
ethical standards of the institutional and/or national research
committee, the 1964 Helsinki Declaration and its later amend-
ments, or comparable ethical standards. Data collection and
analysis were carried out in accordance with MR004 Reference
Methodology from the Commission Nationale de I'Informatique
et des Libertés (Ref. 2226075) obtained the 19 April 2022.

Informed consent

Written informed consent was obtained from all patients
and/or families.

Authors contributions

V. Giovanoulis: Conceptualization, methodology, data
curation, writing an original draft. A. Schmidt: Data curation,
writing, reviewing, and editing. A. Vasiliadis: Conceptualiza-
tion, data curation, writing, reviewing. C. Koutserimpas:
conceptualization, writing, reviewing, and editing. C. Batailler:
writing, reviewing, and editing. S. Lustig: conceptualization,
supervision, validation, writing, reviewing, and editing. E.
Servien: conceptualization, methodology, data curation, supervi-
sion, validation, writing, reviewing, and editing.

References

1. Kurtz S, Mowat F, Ong K, Chan N, Lau E, Halpern M (2005)
Prevalence of primary and revision total hip and knee arthro-
plasty in the United States from 1990 through 2002. J Bone
Joint Surg Am 87, 1487-1497.

2. Lustig S, Sappey-Marinier E, Fary C, Servien E, Parratte S,
Batailler C (2021) Personalized alignment in total knee
arthroplasty: current concepts. SICOT J 7, 19.

3. Kalavrytinos D, Koutserimpas C, Kalavrytinos I, Dretakis K
(2020) Expanding robotic arm-assisted knee surgery: the first
attempt to use the system for knee revision arthroplasty. Case
Rep Orthop 2020, 4806987.

4. Besiris GT, Koutserimpas C, Karamitros A, Karaiskos I,
Tsakalou D, Raptis K, Kourelis K, Paxinos O, Kotsirakis A,
Vlasis K (2020) Topical use of tranexamic acid in primary total
knee arthroplasty: a comparative study. G Chir 41, 126-130.

5. Kouyoumdjian P, Mansour J, Assi C, Caton J, Lustig S,
Coulomb R (2020) Current concepts in robotic total hip
arthroplasty. SICOT J 6, 45.

6. Deroche E, Batailler C, Swan J, Sappey-Marinier E, Neyret P,
Servien E, Lustig S (2022) No difference between resurfaced
and non-resurfaced patellae with a modern prosthesis design: a
prospective randomized study of 250 total knee arthroplasties.
Knee Surg Sports Traumatol Arthrosc 30, 1025-1038.

7. Burki H, von Knoch M, Heiss C, Drobny T, Munzinger U
(1999) Lateral approach with osteotomy of the tibial tubercle in
primary total knee arthroplasty. Clin Orthop Relat Res 362,
156-161.

8. Thorlund JB, Juhl CB, Roos EM, Lohmander LS (2015)
Arthroscopic surgery for degenerative knee: systematic review
and meta-analysis of benefits and harms. BMJ 350.

9. Gu A, Malahias MA, Cohen JS, Richardson SS, Stake S,
Blevins JL, Sculco PK (2020) Prior knee arthroscopy is
associated with increased risk of revision after total knee
arthroplasty. J Arthroplasty 35, 100-104.

10. Viste A, Abdel MP, Ollivier M, Mara KC, Krych AJ, Berry DJ
(2017) Prior knee arthroscopy does not influence long-term total
knee arthroplasty outcomes and survivorship. J Arthroplasty 32,
3626-3631.

11. Ahlbick S (1968) Osteoarthrosis of the knee. A radiographic
investigation. Acta Radiol Diagn (Stockh) 277, 7-72.

12. Insall JN, Dorr LD, Scott RD, Scott WN (1989) Rationale of the
knee society clinical rating system. Clin Orthop Relat Res 248,
13-14.

13. Debette C, Parratte S, Maucort-Boulch D, Blanc G, Pauly V,
Lustig S, Servien E, Neyret P, Argenson JN (2014) Adaptation
francaise du nouveau score de la Knee Society dans 1’arthro-
plastie de genou. Rev Chir Orthopédique Traumatol 100, 387—
391.

14. Nelson CL, Saleh KJ, Kassim RA, Windsor R, Haas S, Laskin
R, Sculco T (2003) Total knee arthroplasty after varus
osteotomy of the distal part of the femur. J Bone Joint Surg
Am 85, 1062-1065.

15. Parvizi J, Hanssen AD, Spangehl MJ (2004) Total knee
arthroplasty following proximal tibial osteotomy: risk factors
for failure. J Bone Joint Surg Am 86, 474-479.

16. Luceri F, Tamini J, Ferrua P, Ricci D, Batailler C, Lustig S,
Servien E, Randelli PS, Peretti GM (2020) Total knee
arthroplasty after distal femoral osteotomy: a systematic review
and current concepts. SICOT J 6, 35.

17. Watters TS, Zhen Y, Martin JR, Levy DL, Jennings JM, Dennis
DA (2017) Total knee arthroplasty after anterior cruciate
ligament reconstruction: not just a routine primary arthroplasty.
J Bone Joint Surg Am 99, 185-189.

18. Ma J-N, Li X-L, Liang P, Yu S-L (2021) When can total knee
arthroplasty be safely performed following prior arthroscopy?
BMC Musculoskelet Disord 22, 2.

19. Issa K, Naziri Q, Johnson AJ, Pivec R, Bonutti PM, Mont MA
(2012) TKA results are not compromised by previous arthro-
scopic procedures. J Knee Surg 25, 161-164.

20. Mayr HO, Stoehr A (2016) Complications of knee arthroscopy.
Orthopade 45, 4-12.

21. Piedade SR, Pinaroli A, Servien E, Neyret P (2009) Is previous
knee arthroscopy related to worse results in primary total
knee arthroplasty? Knee Surg Sports Traumatol Arthrosc 17,
328-333.

22. Hu F, Chen X, Wu Y, Liu W (2020) Prior knee arthroscopy
effects on subsequent total knee arthroplasty: a protocol of
match-controlled study. Medicine (Baltimore) 99, e19844.

23. Barton SB, McLauchlan GJ, Canty SJ (2017) The incidence and
impact of arthroscopy in the year prior to total knee arthroplasty.
Knee 24, 396-401.

24. Zhang LY, Cui CM, Min JK, Cao YQ, Cai JY (2021) Does
prior arthroscopic procedure impact outcomes of knee arthro-
plasty? A systematic review and meta-analysis. Eur Rev Med
Pharmacol Sci 25, 4459-4469.

25. Lubowitz JH, Bartolozzi AC, Czernecki J, Booth R (1997) Does
prior arthroscopy affect total knee 274 arthroplasty results?
J Arthrosc Relat Surg 13, 408—409.



26.

217.

V. Giovanoulis et al.: SICOT-J 2024, 10, 5 7

Werner BC, Burrus MT, Novicoff WM, Browne JA (2015)
Total knee arthroplasty within six months after knee arthroscopy
is associated with increased postoperative complications. J
Arthroplasty 30, 1313-1316.

Alessio-Mazzola M, Placella G, Zagra L, Leone O, Di Fabio N,
Moharamzadeh D, Salini V (2023) Previous anterior cruciate
ligament reconstruction influences the complication rate of total

28.

knee arthroplasty: a systematic review and meta-analysis.
EFORT Open Rev 11, 854-864.

Khan IA, DeSimone CA, Sonnier JH, Vaile JR, Mazur DW,
Freedman KB, Fillingham YA (2023) Prior meniscectomy in
patients undergoing primary total knee arthroplasty is associated
with worse short-term outcomes. J Arthroplasty 38, 7 Suppl 2,
S187-S193.

Cite this article as: Giovanoulis V, Schmidt A, Vasiliadis AV, Koutserimpas C, Batailler C, Lustig S & Servien E (2024) Prior medial
meniscus arthroscopy is not associated with worst functional outcomes in patients undergoing primary total knee arthroplasty: A retrospective
single-center study with a minimum follow-up of 5 years. SICOT-J 10, 5




	Introduction
	Material and methods
	Patients
	Statistical analysis
	Results
	Demographics
	IKS score
	Complications, revisions, and reoperations

	Discussion
	Conclusion
	Conflict of interest
	Funding
	Ethical approval
	Informed consent
	Authors contributions
	References

