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Abstract

Background: The kinematic alignment (KA) technique in total knee arthroplasty (TKA) aims to restore the native
alignment of pre-disease knee joint anatomy. Determining the individualized alignment targets is crucial for pre-
operative planning, which can be set according to different original knee phenotypes. Five most common knee
phenotypes have been categorized for KA-TKA alignment target setting in our previous study. The purpose of this
study was to investigate the distribution of the five phenotypes in advanced OA knee patients and evaluate the
clinical outcomes of this phenotype-oriented KA-TKA using the generic instrument, with particular emphasis on
alignment strategy, surgical technique, survivorship, radiographic and functional outcomes.

Methods: The clinical data of 123 patients (88 women, 35 men) who had undergone 140 TKAs in our hospital were
reviewed. All the TKAs were performed with alignment targets set according to the original phenotypes of the
knee, with the KA method, using the generic total knee instrument. The patients’ demographics, preoperative and
postoperative knee alignment angles, one-year postoperative range of motion (ROM), Oxford knee scores (OKS),
Combined knee society score (CKSS) were collected and analyzed.

Results: The 3 years survivorship was 99.3% for all cause of revision, and 100% with revision other than infection as
the endpoint. The preoperative phenotypes of the knee were as follows: neutral alignment 20.1% (type 1: 3.6%,
type 2: 16.5%), varus alignment 71.2% (type 3: 46.0%, type 4: 25.2%), and valgus alignment (type 5: 8.6%). Using our
protocol, patients with different knee phenotypes could get similar great functional improvement though the
postoperative alignment parameters were significantly different between the knee phenotypes (P < 0.05).

Conclusion: The early outcomes of this phenotype-oriented KA-TKA using generic total knee instruments are
promising. Setting individualized alignment target according to original knee phenotype is rational and practical.
The residual varus alignment did not cause any aseptic loosening in the 3 years follow-up. Long-term survivorship
and functional outcomes need to be evaluated in future studies.
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Background

Though total knee arthroplasty is the definitive surgical
treatment for advanced osteoarthritis of knee (OA knee),
high dissatisfaction rates of up to 20% are still reported
in uncomplicated TKA [1-3]. This high dissatisfaction
rate has raised the question as to whether the aim of
bone resection should be to achieve ideal mechanical
alignment that is appropriate for each patient.

In contrast to the mechanical alignment (MA) method
which aims to create a neutral alignment by cutting the
tibia and femur perpendicular to the mechanical axis [4,
5], the kinematic alignment (KA) method aims to restore
the pre-disease knee joint by resecting bone parallel to the
pre-disease joint line of the femur and tibia [6]. This
method attempts to decrease the anatomical change of
bone, thus potentially minimizing the impact on ligament
balance. Recently a randomized-control study indicated
that KA-TKA led to significant better improvement in
quantitative knee balance than MA-TKA [7]. A 10-year
follow-up study also showed that KA-TKA had excellent
implant survival, yearly revision rate and function level
[8]. However, two problems are often encountered in KA-
TKA operation. First, in patients with very advanced
osteoarthritis, it is difficult to make a precise estimation of
wearing thickness of bone. Second, in patients with severe
malalignment in lower extremities. Placing prosthesis in
mal-aligned axis may compromise the long-term survival.

To achieve more individualized alignment for KA-
TKA, the distribution of knee alignment among patient
populations has been investigated and the most common
five phenotypes have been categorized for the alignment
target setting in our previous study [9]. In our protocol,
more individualized alignment targets were set for each
patient according to the each patient’s knee phenotype.
The KA-TKAs were then performed according to the
preoperative alignment targets. The purpose of this
study was to investigate the distribution of the five phe-
notypes in advanced OA knee patients and evaluate the
functional and radiographic outcomes of this phenotype-
oriented KA-TKA method.

Material and methods
Patient enroliment
This study is a prospective series. The medical and
radiographic records of patients with advanced OA knee
who received TKA in our hospital between August 1st,
2015 to October 31th, 2016 were collected prospectively.
The inclusion criteria were patients with mental health
that could signed the informed consent form and com-
pleted all the functional status questionnaires and mea-
surements of this study. The exclusion criteria were
patients undergone simultaneous bilateral TKA and re-
vised TKA.
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Data collection

All angles of lower extremity alignment were measured on
the long leg radiograph. The hip-knee-ankle angle
(HKAA), knee alignment angle (KAA), tibial joint line ob-
liquity angle (TJLA), lateral distal femur angle (LDFA),
medial proximal tibial angle (MPTA), angle between the
mechanical axis of femur and anatomical axis (AA) were
measured preoperatively [9] (Fig. 1). All measurements
were performed independently by two blinded observers
using the GeoGebra 5.0 software (International GeoGebra
Institute, Austria, 2016). When the measurement value
was different, the revised one was determined after re-
measurement and discussion by the two observers.

The phenotypes of the knee were categorized mainly ac-
cording to the difference of mechanical alignment of the
femur and the tibia (LDFA and MPTA), as described
below:

1. The mechanical alignment of the femur was divided
into varus, neutral, and valgus alignment. Varus was
defined as LDFA =90, neutral as 87° < LDFA <
90°and valgus as LDFA< 87° [9].

2. The mechanical alignment of the tibia was defined
as varus, neutral and valgus alignment of the tibia.
Varus was defined as MPTA < 87° and neutral as
90° > MPTA =87° and valgus as MPTA =90".

Based on the above different alignments of tibia and
femur, five most common knee phenotypes could be cat-
egorized (Fig. 2), as described by our previous study [9]:
Type 1 knee had neutral alignments in lower limb, the
femur and the tibia (Mean HKAA: 0.6°, LDFA 88.0°,
MPTA 87.0°). Type 2 knee also had a neutral alignment
of the lower limb, but a high degree of joint obliquity of
the knee (Mean HKAA: -0.4°, LDFA 85.0°, MPTA 85.1°).
Type 3 knee had a varus alignment of the lower limb,
but the distal femur remained valgus or neutral (Mean
HKAA 4.2°, LDFA 88.0°, MPTA 83.5 °). The main cause
of varus alignment of the lower limb was due to prox-
imal tibia varus alignment. Type 4 knee had concomitant
varus alignment of the tibia and femur (Mean HKAA
5.6°, LDFA 91.4°, MPTA 85.2°). A high degree of varus
lower limb alignment and lateral bowing of the femur
are usually observed in this type of knee. Type 5 knee
had a valgus alignment of the lower limb with femur
exhibiting a valgus alignment, but the tibia had a neutral
or valgus alignment (Mean HKAA: -4.2°, LDFA 84.6°,
MPTA 88.8°). Patients with valgus tibia alignment
(MPTA290°) were included in type 5 knee for their
number was very small and the operation method was
similar to type 5 knee [9]. The lower limb alignment was
valgus, which was mainly contributed by the femur.

We set different alignment targets for LDFA and
MPTA according to each original phenotype of the knee.
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Fig. 1 Measured Coronal Knee Alignment Angles. The five angles were defined as the following: a The Hip—knee—ankle angle (HKAA): the angle
between the mechanical axis of the femur and the tibia. The value of HKAA was defined as positive in varus alignment. b Lateral distal femoral
angle (LDFA): the lateral angle between the mechanical axis of the femur and the distal femur joint line, which is defined as the connection of
the lowest points of the medial and lateral femoral condyle. ¢ Medial proximal tibial angle (MPTA): the medial angle between the mechanical axis
of the tibia and the proximal tibia joint line, which is defined as the connection of the lowest points of the medial and lateral tibial plateau. d
Angle between the femoral anatomical axis and the mechanical axis (AA-MA): the angle between the mechanical axis and the anatomical axis of
the femur. e Knee alignment angle (KAA): the angle between the anatomical axis of the femur and the anatomical axis of the tibia in the short
film of the knee. The value of KAA was defined as positive in varus alignment and as negative in valgus alignment. f Tibial joint line angle (TJLA):
the angle formed by the parallel line to the floor and the proximal tibia joint line. If the two lines intersect with an angle on the lateral side of
the leg, it is a medial open angle. If two lines intersect with an angle on the medial side of the leg, it is a lateral open angle. Lateral open angle is
presented as a positive value, medial open angles as a negative angle. g Joint Line Convergence Angle (JLCA): the angle between the knee joint
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The preoperative planning, surgical technique, pain
management, and rehabilitation program were as
follows.

Preoperative planning

We first determined the original phenotype of the knee
according to the alignment of the tibia and femur as de-
scribed above. For type 1 knee, which has a neutral
alignment and transverse joint line, we cut the distal
femur and proximal tibia parallel to the original joint
line. No adjustment of alignment was made. For type 2
knee, which is characterized by a high oblique joint line,
we adjusted the LDFA and MPTA 2-3° to decrease the
joint line obliquity. The target of LDFA and MPTA was
set at 87°. For type 3 knee, which has a high degree tibia
varus, we cut the distal femur according to the original
joint line, and the target of tibia alignment adjustment
for MPTA was 85-87°. For type 4 knee, which is

characterized by a concomitant varus tibia and femur,
the femur usually has lateral bowing with LDFA> 95°.
We adjusted the LDFA to 90-93° and the MPTA to 85—
87° to correct the varus alignment of the lower limb. For
type 5 knee, which has a valgus femur, the target of
LDFA was set at 87°, and the target of MPTA was set at
90°. The targets of alignment adjustment for each
phenotype are described in Fig. 3.

Intraoperative surgical technique

All surgeries were performed by a team lead by single
experienced surgeon utilizing a posterior stabilized knee
(Zimmer Biomet, LPS flex, Warsaw Indiana, USA) using
midline skin incision with a medial parapatellar arthrot-
omy. After removal of all the osteophytes, the superficial
and deep medial collateral ligaments were released for
better exposure. The distal femur was first resected to
achieve the target LDFA. A designed cutting guide was
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Fig. 2 The five most common knee phenotypes categorized according to the difference of mechanical alignment of the femur and the tibia
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used to evaluate the thickness of the distal femur cut
(Fig. 4). In a varus knee, the ideal distal femur cut should
be 7mm and 9 mm for the medial and lateral sides, re-
spectively. If adjustment of the distal femur cut is made,
each 1° change requires a cut of 0.65-0.7 mm [10]. The
thickness of bone cut should be measured again until
the target range is achieved. Then, the knee was flexed
to 90°. The femoral axial rotation was set parallel to the
preoperative-planned MPTA target. A designed cutting

guide was used to evaluate the thickness of posterior
femur cut. In a varus knee, the ideal posterior femur cut
should be 11 mm and 10 mm for the medial and lateral
sides, respectively. Each 1 millimeter adjustment can be
estimated to correspond to 1.2°-1.5° rotational change of
the femoral axis [10]. The posterior femur cut should be
2 mm less than the thickness of the prosthesis to reduce
the flexion instability (the posterior thickness of a Zim-
mer LPS flex is 12 mm), as the release of the posterior
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Fig. 3 The algorithm for target angles of LDFA and MPTA according to original phenotype of knee
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femur cutting guide, d Caliper to check the thickness of bone cut

Fig. 4 Measure resection of distal and posterior femur condyle: a Distal and posterior femur cutting guide, b Distal femur cutting guide. ¢ Posterior

cruciate ligament increases the flexion gap by 2-3 mm
[11]. Femoral component sizing was measured using a
posterior condyle referencing device. After cutting the
femur bone, the proximal tibia was cut according to the
target MPTA with 5° of posterior slope. Trial implants
were placed, and soft tissue releases were performed to
create balanced extension and flexion gaps. A balanced
gap is usually achieved with subperiosteal release of
superficial and deep medial collateral ligament (MCL),
transverse, and longitudinal incision of the posteriome-
dial capsule without release of pes anserinus and pie
crust of the deep MCL.

In a valgus knee, the distal femur bone was cut to
form an LDFA of 87°. The proximal tibia was cut with a
jig perpendicular to the mechanical axis of the tibia, pos-
terior slope 5°, such that the MPTA was 90°. Then the
knee was placed in the extended position, and a trial in-
sert was placed. Release of the iliotibial band, arcuate
ligament, and lateral posterior capsule were performed
to balance the extension gap. Then the knee was flexed
to 90°, the femoral axial rotation was set parallel to the
tibial plateau, which was cut perpendicular to the tibial
mechanical axis. For a valgus knee, the ideal posterior

femur cut should be 11 mm and 8 mm for the medial
and lateral sides, respectively.

Post-operative evaluation

Patients were followed-up at 2 weeks, 1 month, 3
months, 6 months, 1 year, and 2 year after operation.
Postoperative HKAA, LDFA, MPTA, KAA, and TJLA
were measured in a long leg radiograph at 6 months
follow-up. ROM, OKS and CKSS were recorded at 12
months after the operation.

Statistical analysis

Data plotting and statistics were processed using the
GraphPad Prism software for Mac OS X. Values repre-
sent the mean + SD. All data were processed for Gauss-
ian distribution with D’Agostino & Pearson normality
test initially. The patients’ demographics, knee alignment
angles (HKAA, KAA, TLJA, MPTA, LDFA), and func-
tional knee scores (OKS, CKSS, ROM) were assessed
with the Wilcoxon matched-pair signed rank test and
one-way ANOVA. The level of significance was set at
p <0.05.
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Table 1 Demographics and radiographic findings of 122
patients treated with phenotype-oriented KA-TKA

Pre-operative data Post-operative data

Male: Female (n=122) 35:87 35:87
Age (yearsxS.D) 70.5+7.08 70.5+7.08
Left: Right (n=139) 76:63 7663
HKAA (C+SD) 89+850 34+364"
AA C£SD) 69 +2.09
KAA (°+5D) 06+ 64 —45+26""
TILA ¢ +SD) 244342 10+180""
LDFA (C+SD) 884+3.15 88.1+2.14 (p=0.069)
MPTA (°+5D) 833+353 8524247
OKS (Points + S.D) 17.6+7.66 440433177
KSFS (Points + S.D) 90.2 +30.59 17211456
ROM (°+SD) 92.0+24.08 1193+886" "
Phenotype

I (%) 5(36) 15 (10.8)

Il (%) 23 (16.5) 27 (194)

Il (%) 64 (46.0) 63 (453)

IV (%) 35 (25.2) 25 (18)

V (%) 12 (86) 9 (64)

**xx P <0.001

Results

A total of 123 patients (140 knees) received the oper-
ation during the study period. One patient with diabetes
who encountered prosthesis infection received two-stage
revisional TKA was excluded. A total of 122 patients
(139 knees) were included in the final analysis. The 3-
year survival rate was 99.3% for all-cause revision and
was 100% for revision other than infection. No aseptic
loosening or instability was observed.
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The demographics, preoperative and postoperative
knee alignment angles and functional scores of the 122
patients are shown in Table 1. Their mean follow-up
time was 36.5 months (31 to 42). The preoperative lower
limb alignment distribution of the 139 knees were 28
(20.1%) with neutral alignment, 99(71.2%) with varus
alignment, and 12 (8.6%) with valgus alignment. Signifi-
cant improvement was observed in HKAA, KAA, TJLA,
MPTA, OKS, CKSS, and ROM after the operation.

Using the phenotype-oriented KA method, the postop-
erative distribution of the LDFA converged to 86° to 90°
(Fig. 5) and the postoperative distribution of the MPTA
converged to 84° to 86° (Fig. 6). In contrast to the
MPTA, the postoperative LDFA had no significant dif-
ference compared to the preoperative LDFA (Table 1
and Fig. 5).

The functional and radiographic outcomes of each
phenotype of knee are shown in Tables 2, 3, 4, 5 and 6.
Significant improvement in functional outcomes was ob-
served in all five knee phenotypes. For the type 1 knee,
no significant radiographic change was noted between
preoperative and postoperative parameters (Table 2). For
the type 2 knee, no significant radiographic change ex-
cept a significant improvement in HKAA(P = 0.04) was
observed (Table 3). For type 3 knee, significant changes
were found in all radiographic parameters except in
LDFA. Though residual postoperative varus existed in
MPTA, the postoperative joint line remained relatively
parallel to the ground (TJLA =1.31°) (Table 4). For type
4 knee, significant changes were noted in all radio-
graphic parameters including the LDFA. Residual post-
operative varus existed in MPTA, but the postoperative
joint line also remained relatively parallel to the ground
(TJLA =1.29°) (Table 5). For the type 5 knee, significant
changes were noted in all radiographic parameters ex-
cept in MPTA and TJLA. The valgus alignment got

Fig. 5 Distribution of preoperative and postoperative LDFA
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significant correction compared to preoperative align-
ment (Table 6).

Table 7 shows the comparison of postoperative knee
alignment parameters and functional outcomes between
the five knee phenotypes. Though significant difference
was noted in postoperative knee alignment parameters
between the five knee phenotypes, no significant differ-
ence was found in functional outcomes including OKS,
CKSS and ROM between the five knee phenotypes.

Discussion

The aim of this study was to investigate the distribution
of the five phenotypes in advanced OA population and
the clinical outcomes of this phenotype-oriented KA-
TKA. The results showed that 71.2% of advanced OA
were varus knee, which comprised either tibial varus
(type 3) or both tibial and femoral varus (type 4) pheno-
type, 20.1% were neutral knee, which comprised trans-
verse joint line (type 1) and oblique joint line (type 2)
phenotype, 8.6% were valgus knee (type 5) phenotype.
With individualized alignment targets for the KA
method, all five knee phenotypes had significantly

Table 2 Preoperative and postoperative data of type 1 knee

improved functional outcomes and a total survival rate
of 99.3% in the 3-year follow-up period.

The distribution of knee phenotype in the advanced
OA population was different from that in the non-
arthritic population. In the non-arthritic population,
constitutional varus accounted for 20-30% [9, 12]. In
the present study, 71.2% of varus alignment phenotypes
were observed in the advanced OA population. In the
advanced OA population, the ratio of varus phenotypes
was obviously higher than that in the non-arthritis popu-
lation. The significant increased ratio of varus alignment
phenotypes may contributed to the higher incidence of
advanced OA knee in population with constitutional
varus knee. A report by Sharma et al. showed that non-
arthritis patients with varus alignment had a significantly
higher risk of onset of OA in a 30-month period of ob-
servation [13]. Higano et al. also noted that patients with
constitutional varus knee had a significant higher risk
than non-varus knee progressing to advanced OA knee
in a 20-year prospective observational study [14]. These
findings suggested that in most cases, advanced varus
OA knee were progressed from constitutional varus knee
rather than from neutral-aligned knee. Restoring the

Table 3 Preoperative and postoperative data of type 2 knee

(n=5) Pre-operative Post-operative p-value (n=23) Pre-operative Post-operative p-value
HKAA 29 +£482 -0.8 + 158 0.18 HKAA 3.7 £707 12+ 211 0.04
AA 57 +232 AA 54+ 132

KAA —2.2+458 -55+ 221 0.19 KAA -20 + 667 —4.4 + 250 0.1
TILA 1.8 £213 14 £1.74 0.80 TILA 12 £+ 3.68 12+ 158 0.94
LDFA 887 +1.71 87.0 + 1.05 023 LDFA 85.0 £3.20 859 + 1.84 0.15
MPTA 87.6 £ 067 882+ 1.03 0.17 MPTA 844 + 233 853 + 218 0.08
OKS 156 + 811 4540 + 2.19 <0.01 OKS 178 £ 822 446 + 257 <0.01
CKSS 91.8 +24.24 1768 + 1802 <0.01 CKSS 91.7 + 3368 172.7 £ 1323 <0.01
ROM 914 + 3041 1224 + 385 0.11 ROM 93.7 £ 2511 1176 £ 1067 <0.01
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Table 4 Preoperative and postoperative data of type 3 knee
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Table 6 Preoperative and postoperative data of type 5 knee

(n=65) Pre-operative Post-operative p-value (n=12) Pre-operative Post-operative p-value
HKAA 1183 +£513 440 + 258 <0.0001 HKAA -9.64 + 404 —2.88 £ 280 0.0012
AA 7.26 £ 1.69 AA 421 + 167

KAA 265 + 456 —4.35 + 245 <0.0001 KAA —1246 + 339 —661 £ 1.90 0.0004
TILA 2.86 £ 249 131+ 1.06 <0.0001 TILA =275+ 412 -220+ 330 05297
LDFA 8861 +1.20 88.26 + 148 0.0735 LDFA 83.22 £ 1.35 86.65 £ 1.94 0.0002
MPTA 82.03 + 3.08 84.57 +222 <0.0001 MPTA 8939+ 198 89.14 + 1.90 06799
OKS 1789 £ 7.76 4374 £ 373 <0.0001 OKS 14.00 + 849 43.08 £ 3.06 <0.0001
KSFS 8640 + 3243 1706 + 16,57 <0.0001 KSFS 85.75 + 33.89 1713 £ 13.85 <0.0001
ROM 91.29 + 24.72 119.5 + 835 <0.0001 ROM 89.58 + 23.40 1164 + 962 0.0012

advanced varus arthritic knee to pre-arthritic constitu-
tional varus knee may decrease soft tissue adjustment
and preserve normal knee kinematics [15]. KA-TKA ac-
cording to original knee phenotype allows simultaneous
improvement in surgical outcomes and avoidance of ex-
treme malalignment that may compromise long-term
outcomes.

The average postoperative MPTA in our study was
85.2 + 2.47°, which was smaller than in previous reports
of KA-TKA [2, 16]. However, we included 34 patients
with both varus alignment of femur and tibia (type 4
knee), which were excluded in previous similar studies,
that may account for the lower MPTA in our study. The
varus inclination of the tibial component may be a con-
cern for long term survival of the prosthesis and early
loosening [17]. However, good functional outcome and a
10-year implant survival rate of 97.5% have been re-
ported for varus outlier of tibial alignment [8, 18]. Re-
cent studies further indicated that the main causes of
tibial component failure were posterior subsidence, pos-
terior edge wear, and varus femur component, rather
than medial subsidence or tibia varus [19, 20].

The average LDFA of our study was 88.1+2.14°
which is similar to the findings in previous studies: The
LDFA is 1.3 to 2° more valgus than that of MA-TKA
[21-23]. The preserved valgus orientation of the distal

Table 5 Preoperative and postoperative data of Type 4 knee

(n=34) Pre-op of Type 4 Post-op of Type 4 p-value
HKAA 14.09 + 4.14 563 + 297 <0.0001
AA 841 +1.71

KAA 3.19 £ 3.88 -392 + 275 <0.0001
TILA 422 + 267 129 £ 1.24 <0.0001
LDFA 91.66 £ 1.39 90.01 + 1.72 <0.0001
MPTA 8242 + 281 84.69 = 191 <0.0001
OKS 1825 + 6.80 4433 + 313 <0.0001
KSFS 9731 £ 2433 1739 £ 11.27 <0.0001
ROM 93.00 £+ 22.84 1205 = 875 <0.0001

femur counteracts the varus orientation of the tibia and
balances the load to the medial and lateral compartment,
which creates a parallel joint line to the ground though
residual varus of tibia is present [24, 25].

In previous randomized trials comparing the KA with
the MA method, the postoperative OKS, CKSS, and
ROM ranged from 40 to 42 points, 160—190 points and
119-121° in KA group, respectively. Except a random-
ized study which used computer navigation in the MA
group [21], KA-TKA performed with PSI had overall
better functional outcome than MA-TKA [21-23]. In
our protocol, the postoperative OKS, combined KSS and
ROM were 44.0 £ 3.31 points, 172.1 + 14.56 points and
119.3 + 8.86°, respectively, which were comparable with
that of previous KA-TKA studies. These findings suggest
that this phenotype-oriented KA-TKA is a practical and
reliable method for KA-TKA especially when PSI or
computer navigation is not available.

Using our protocol, similar great functional improve-
ment were observed in all patients, though significant
difference were found in postoperative alignment param-
eters between the five knee phenotypes. This finding
supports the rationality of setting individualized align-
ment target according to original knee phenotype. This
is the first study to evaluate the surgical outcomes of
TKA performed using the KA method without naviga-
tion or PSI. By determining the preoperative knee
phenotype, setting alignment targets, and using the bone
cut thickness as a check reference, it was possible to per-
form TKA as planned. Our data showed that this
phenotype-oriented KA method was a safe and accurate
approach for TKA with generic instruments. This
method enabled preoperative-planned alignment be-
tween the original anatomy and mechanical alignment,
while avoiding excessive soft tissue release and preserv-
ing the original knee kinetics [26, 27]. In this study, we
provide target alignment angles for each type of OA
knee and detailed surgical techniques. Our results
showed that this approach had excellent functional out-
comes and a 99.3% implant survival rate over a 3-year



Hsu et al. BMC Musculoskeletal Disorders (2020) 21:839 Page 9 of 10

Table 7 Comparison of postoperative radiographic and functional outcomes among five knee phenotypes after the KA-TKA

Parameters Knee Phenotype P

1 P 3 4 5 value
HKAA (° +5.D) —08 + 158 12£211 44 + 258 56+ 297 —29 +2.80 <0.001
LDFA (°+£S.D) 870 = 1.05 859 + 1.84 883 + 148 900 + 1.72 86.7 + 1.94 <0.001
MPTA (°+£S.D) 88.2 £ 1.03 853 + 218 84.6 + 222 84.7 £ 191 89.1 £ 1.90 <0.001
KAA (°£S.D) —545 £ 221 —443 + 2.50 —4.35 % 245 -392+275 —661 £ 190 0.03
TILA C+SD) 144 £ 174 1.22 + 1.58 131 £ 1.06 1.29 +1.24 —220 £330 <0.001
OKS (Points + 5.D) 454 £ 219 446 £ 257 437 £ 373 443 £3.13 43.1 £3.06 0570
CKSS (Points = 5.D) 1768 £ 18.02 172.7 £ 1323 1706 + 1657 1739 +11.27 1713 £ 1385 0.809
ROM (°+£SD) 1224 £ 3.85 1176 + 1067 1195 £ 835 120.5 + 875 1164 + 9.62 0.529

period. We recommend the phenotype-oriented KA
method when PSI is not available or for cases with type
4 knee (both femur and tibia varus).

This study has a number of limitations. First, the study
had no MA group as a control to compare functional
and radiographic outcomes. However, compared to the
results of previous randomized control comparing the
KA with the MA method, we found that the radio-
graphic and functional outcomes were comparable with
that of KA-TKA performed with PSI, which was superior
to the MA group [21-23]. Second, the three-year follow-
up time was relatively short to assess long-term compli-
cations such as aseptic loosening, which may be affected
by component alignment [4, 28]. Although positive 10-
year results of KA-TKA have been published [8]. The
long term survivorship of varus tibial component in type
3, and type 4 knee phenotypes may be account for the
ground-parallel joint line. Third, the number of cases
were relatively small. Further studies with a larger popu-
lation should be done to confirm these results.
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