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Abstract
Purpose  Osteoarthritis (OA) is associated with inflammation, and residual inflammation may influence outcomes following 
knee arthroplasty. This may be more relevant for patients undergoing unicompartmental knee arthroplasty (UKA) due to 
larger remaining areas of native tissue. This study aimed to: (1) characterise inflammatory profiles for medial UKA patients 
and (2) investigate whether inflammation markers are associated with post-operative outcomes.
Methods  This prospective, observational study has national ethics approval. Bloods, synovial fluid, tibial plateaus and syn-
ovium were collected from medial UKA patients in between 1 January 2021 and 31 December 2021. Cytokine and chemokine 
concentrations in serum and synovial fluid (SF) were measured with multiplexed assays. Disease severity of cartilage and 
synovium was assessed using validated histological scores. Post-operative outcomes were measured with Oxford Knee Score 
(OKS), Forgotten Joint Score (FJS-12) and pain scores.
Results  The study included 35 patients. SF VEGFA was negatively correlated with pre-operative pain at rest (r − 0.5, 
p = 0.007), and FJS-12 at six-week (r 0.44, p = 0.02), six-month (r 0.61, p < 0.01) and one-year follow-up (r 0.63, p = 0.03). 
Serum and SF IL-6 were positively correlated with OKS at early follow-up (serum 6 weeks, r 0.39, p = 0.03; 6 months, r 
0.48, p < 0.01; SF 6 weeks, r 0.35, p = 0.04). At six weeks, increased synovitis was negatively correlated with improvements 
in pain at rest (r − 0.41, p = 0.03) and with mobilisation (r − 0.37, p = 0.047).
Conclusion  Lower levels of synovitis and higher levels of IL-6 and VEGFA were associated with better post-operative 
outcomes after UKA, which could be helpful for identifying UKA patients in clinical practice.
Level of evidence  Level IV case series.
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Introduction

Knee osteoarthritis (OA) is a leading cause of pain and 
disability in adults, with an estimated 240 million indi-
viduals worldwide living with symptomatic disease [1]. 
OA is characterised by progressive cartilage and bone 
degradation. Initially considered a ‘wear and tear’ disease 
from mechanical stresses, it is now recognised that OA 
also involves joint inflammation, leading to molecular, 
anatomic and physiologic abnormalities [14, 20].

Elevated inflammatory cytokine and chemokine levels 
have been associated with increased pain in OA and joint 
arthroplasty patients, and with arthroplasty revisions [10, 
17, 31, 32]. While studies in this area have focused on total 
knee arthroplasty (TKA) and total hip arthroplasty, the 
impact of underlying biological mechanisms may be more 
relevant for unicompartmental knee arthroplasty (UKA) 
patients who have larger remaining areas of native tissue. 
Identifying inflammatory cytokines and chemokines that 
further define the OA disease state and understanding their 
associations with post-operative outcomes may allow for 
the development of biomarkers to assist with UKA patient 
selection and improve patient outcomes.

The aims of this study were to: (1) characterise sys-
temic and local inflammatory profiles for patients under-
going medial UKA using molecular, anatomic and physi-
ologic markers and (2) investigate whether these markers 
of inflammation are associated with post-operative out-
comes in the year after surgery. The study hypotheses were 
that UKA patients would have some detectable levels of 
inflammation associated with OA pathogenesis and that 
patients with higher levels of pre-operative of inflamma-
tion would have poorer post-operative outcome scores.

Methods

Patients and ethics

This study was carried out under ethical approval and in 
accordance with guidelines of the Declaration of Helsinki 
[34]. All patients listed for primary medial UKA surgery 
for primary osteoarthritis between 1 January 2021 and 31 
December 2021 were eligible. Patients were excluded if the 
surgeon decided to perform TKA or bi-UKA intraopera-
tively. Blood and synovial fluid (SF) samples were collected 
prior to surgery, whereas tibial plateau and synovium were 
collected intraoperatively. Patient radiographs were graded 
using the Kellgren–Lawrence (K–L) score [18].

The surgeries were performed by 12 consultant sur-
geons, and the implants used were RESTORIS® MCK 

(n = 20, Stryker, Fort Lauderdale, FL, USA), Oxford Uni-
compartmental Knee (n = 7, Zimmer Biomet, Warsaw, IN, 
USA), Persona Partial Knee (n = 6, Zimmer Biomet) and 
Zimmer Unicompartmental Knee (n = 2, Smith & Nephew, 
Memphis, TN). All patients were offered standard of care 
rehabilitation classes following surgery.

Cytokine and chemokine measurements

Bloods were collected in Vacutainer® tubes with silica (BD, 
Franklin Lakes, NJ, USA) and processed 3–4 h post-collec-
tion. Following clotting, the samples were centrifuged at 
13,000×g for 10 min, and supernatant frozen at − 80 °C. SF 
was collected in 50-mL Falcon tubes (Corning, Corning, 
NY, USA) and processed 2.5–4 h from collection. Samples 
were centrifuged at 2000×g for 10 min, and supernatant was 
frozen at − 80 °C.

Serum and SF supernatants were thawed on ice and 
centrifuged at 10,000×g for clarification. SF samples were 
treated with 20U/mL hyaluronidase (type IV-S, Sigma-
Aldrich, St. Louis, MS, USA) for 30 min at 37 °C to reduce 
viscosity [9]. Protein levels were measured from serum and 
SF (neat) using a 14-plex assay (MILLIPLEX® Human 
Cytokine/Chemokine/Growth Factor Panel A Immunology 
Multiplex Assay, Millipore, Merck, Kenilworth, NJ, USA) 
on a MagPix® instrument (Luminex Corporation, Austin, 
TX, USA) according to the manufacturer’s instructions. 
The 14 analytes measured were interleukin (IL)-1α, IL-1β, 
IL-4, IL-5, IL-6, IL-8/chemokine (C-X-C motif) ligand 
(CXCL)8, IL-10, IL-17A, interferon (IFN)-γ, monocyte che-
moattractant protein (MCP)-1/C-C motif chemokine ligand 
(CCL)2, macrophage inflammatory protein (MIP)-1α/CCL3, 
MIP-1β/CCL4, tumour necrosis factor (TNF)-α and vascu-
lar endothelial growth factor A (VEGFA). Standard curves 
were fitted using 5PL-parameter regression using xPonent 
software version 4.2 (Luminex Corporation). Coefficients 
of variation and spike recovery were considered acceptable 
according to the manufacturer’s instructions. Data are only 
shown for analytes that were consistently above the limit of 
detection.

Histology

Tibial plateaus were washed with phosphate buffered 
saline (PBS), fixed in 10% neutral buffered formalin for 
three weeks and then demineralised at room temperature 
in 10% formic acid (Fisher Chemical, Thermo Fisher Sci-
entific) for three months. The samples were resected into 
1 cm by 4 cm pieces prior to paraffin embedding. Resec-
tions included three macroscopically identifiable regions: 
(1) macroscopically healthy cartilage, (2) transition zone, 
with partial cartilage thickness loss, and (3) lesion, with 
maximal or full cartilage thickness loss (supplementary 
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material). Synovium samples were washed with PBS, fixed 
in 4% paraformaldehyde at room temperature overnight and 
then transferred to 70% ethanol prior to paraffin embed-
ding. Blocks were sectioned to 5 µm using a microtome. 
Three sections taken 20 µm apart were placed on Epredia™ 
Superfrost glass slides (Thermo Fisher Scientific). Tibial 
plateau sections were rehydrated with xylene and ethanol, 
then stained with Safranin O and Fast Green. Synovium sec-
tions were rehydrated and then stained with haematoxylin 
and eosin. The sections were then air-dried, mounted and 
imaged using a slide scanner optical microscope (Vslide, 
MetaSystems, Altlussheim, Germany). Images were scored 
by two blinded observers using the Mankin histological 
grading system [27] and a validated synovitis scoring sys-
tem [21]. The mean Mankin score for each region was cal-
culated out of 14 points, whereas the mean synovitis score 
for each patient was calculated and rounded to the closest 
grade (maximum grade of 3). All patients had medial K–L 
scores of 3–4 and lateral K–L scores of 0–2, whereas patel-
lofemoral K–L scores ranged between 1 and 3. Histological 
analysis indicated that Mankin scores in ‘healthy cartilage’ 
were 5.3 ± 2.5, transition zone 9.2 ± 2.4 and lesion 12.5 ± 2.5 
(observer intraclass correlation coefficients (ICC), 0.92). 
All patients had Grade 1 (13 patients, 43%) or Grade 2 (17 
patients, 57%) synovial scores (ICC 0.86).

Patient‑reported outcomes

The OKS measures patient pain and function on a scale of 0 
(worst) to 48 (best) [29], the Forgotten Joint Score (FJS-12) 
measures awareness of an artificial prosthesis on a scale of 0 
(worst) to 100 [5], whereas the visual analogue scale for pain 
(VAS-pain) measures level of pain on a scale from 0 (worst) 
to 100 (best) [12]. Scores were collected from UKA patients 
before surgery (baseline), and at six weeks, six months and 
one year following surgery by a research coordinator who 
was not involved in patient care. Post-operative ‘change’ 
scores compared with baseline (pre-operative) were calcu-
lated for OKS and VAS-pain.

At one-year follow-up, there was improvement in all mean 
change scores compared with baseline (OKS 17.5 ± 8.3, 
range – 11 to 30; VAS-pain at rest, 25.4 ± 29.9, range – 45 
to 73; VAS-pain when mobilising, 46.2 ± 30.1, range – 35 to 
89 (Supplementary material). There was also improvement 
for FJS-12 scores at 1-year follow-up (63.2 ± 27.8, range 
16.7–100 out of 100).

Statistical analyses

Using conservative estimates of the minimal clinically 
important difference (MCID) for the Oxford Knee Score 
(OKS) of 5 [8] and estimated population standard devia-
tion of 7 [3], a sample size of 33 patients was required to 

provide enough power to detect differences between groups 
(power 80%, α = 0.05). Data were analysed using SPSS Sta-
tistics version 26 (IBM corp., Armonk, NY) and PRISM 8 
(GraphPad, San Diego, CA. For categorical data, differences 
were determined using Fisher’s or Chi-squared tests. For 
continuous variables, differences were determined using t 
tests or one-way ANOVA for normally distributed variables, 
and Mann–Whitney or Kruskal–Wallis tests were used for 
nonparametric variables. Associations were assessed using 
Pearson’s correlation coefficient for normally distributed 
variables and Spearman’s correlation coefficient for nonpar-
ametric variables. p values below 0.05 were considered sig-
nificant. For the two bilateral UKA patients, samples from 
the contralateral knees were treated as independent samples.

Results

Patients

A total of 35 patients (37 knees) were included in this study 
(Fig. 1). The patients were 73% male, with a mean age of 
65.7 and mean BMI of 28.9 (Table 1). None of the patients 
underwent any reoperations during the follow-up period.

Pre‑operative associations of molecular, anatomic 
and physiologic markers

Concentrations of selected SF, but not serum, cytokines/
chemokines correlated with histological and radiographic 
disease measures (Fig. 2, supplementary material). Patients 
with a higher synovial grade, representing higher levels of 
synovitis, had higher SF levels of IL-8 (r 0.48, p < 0.01), 
IL-10 (r 0.41, p = 0.03) and MIP-1β (r 0.40, p = 0.03; 
Table 2).

Associations between pre‑operative markers 
of inflammation and post‑operative outcomes

Pre-operative SF VEGFA was positively correlated with 
FJS-12 scores at all time points following surgery (6 weeks, 
r 0.44, p = 0.02; 6 months, r 0.51, p < 0.01; 1 year, r 0.53, 
p < 0.01; Fig. 3). Pre-operative serum IL-6 was positively 
correlated with improvements in OKS at six weeks (r 0.39, 
p = 0.03) and six months (r 0.48, p < 0.01; Fig. 4A–C). Pre-
operative SF IL-6 was positively correlated with improve-
ments in OKS at six weeks (r 0.35, p = 0.04) (Fig. 4D–F). 
The baseline synovial score was negatively correlated with 
improvements in pain levels at rest (r − 0.41, p = 0.03) and 
with mobilisation (r − 0.37, p = 0.047) at the six-week 
follow-up.
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Discussion

The key finding of this study was that lower levels of pre-
operative synovitis and higher levels of IL-6 and VEGFA 
were associated with better post-operative outcomes in 
UKA patients. Although OA is typically classified as a non-
inflammatory disease, high prevalence of synovitis in OA 
patients suggests a role of synovial inflammation in patho-
genesis of the disease [23, 35, 41]. In this patient cohort, 
more severe synovitis at surgery was associated with smaller 
improvements in pain scores at rest and with mobilisation 
at early follow-up (six weeks), but not at later follow-up. 
This suggests that OA patients with higher levels of pre-
operative synovial inflammation may also have slower early 
pain recovery following UKA surgery.

Higher SF levels of VEGFA were associated with higher 
pre-surgical pain, but were positively correlated with FJS-12 
scores at all follow-up time points, suggesting that patients 
with higher local levels of VEGFA before surgery achieved 
a joint that felt more natural. Achieving a more natural joint 
following knee arthroplasty is desirable, as it is correlated 
with patient satisfaction, and is one of the benefits of UKA 
compared with TKA [5, 33, 40]. VEGFA is an angiogenic 
factor that can promote tissue healing [2], and there is also 
evidence of its role in cartilage remodelling and endochon-
dral bone formation [11]. The study findings suggest that 
higher pre-operative levels of VEGFA may be associated 
with improved remodelling and faster healing after UKA.

Pre-operative levels of local and systemic IL-6 were posi-
tively associated with better early pain and function scores, 
measured by OKS, after surgery. The results from this study 

suggest that higher levels of IL-6 prior to surgery can lead to 
better early post-operative outcomes. Previous studies sug-
gest that IL-6 has a dual role in the regulation of chondro-
cyte function and cartilage degradation [39]. IL-6 signalling 
can stimulate matrix metalloprotease protein expression [22] 
and increase proteoglycan degeneration by chondrocytes 
[15], which increases cartilage degradation. In contrast, 
IL-6 signalling can also increase expression of the tissue 
inhibitor of metalloproteinases (TIMPs) [24] and stimulate 
proteoglycan synthesis in chondrocytes [37], which have 
protective effects on cartilage. Although the roles of IL-6 in 
joint pathology are currently not well understood, the find-
ings from this present study suggests that the cytokine plays 
an important role in post-surgical cartilage homeostasis and 
remodelling processes.

Although higher levels of synovial inflammation were 
correlated with worse post-operative outcomes, as hypoth-
esised, higher levels of the inflammatory markers IL-6 and 
VEGFA were associated with improved outcomes after 
UKA. The higher levels of these cytokines may promote 
post-surgical healing through improved cartilage and bone 
remodelling. Further research focused on VEGFA and IL-6 
will help define their roles in recovery following UKA.

In this study, the inflammatory profile for patients under-
going primary UKA was characterised. IL-5, IL-6, IL-8, 
MCP-1, MIP-1β, TNF-α and VEGFA were detected in 
serum and SF of UKA patients. Only local cytokines (IL-6, 
IL-8, MIP-1β) showed associations with radiographic and 
histological anatomic measurements, suggesting that while 
systemic inflammation may also be involved in OA patho-
genesis [7, 19], local inflammation is likely more important. 

Fig. 1   Flow chart of medial 
UKA cases included in the 
study. PROMs patient-reported 
outcome measures, TKA total 
knee arthroplasty, UKA unicom-
partmental knee arthroplasty

All primary medial UKAs between 

1 Jan 2021 and 31 Dec 2021

(n = 49)

Exclusions:
- Converted to TKA intraoperatively (n = 9)

- Converted to bicompartmental UKA intraoperatively (n = 1)

- Patients unable to be consented (n = 2)

Serum

(n = 35)

Synovial fluid

(n = 36)

Number of included UKAs (n = 37)

Tibial plateau

(n = 37)

Synovium

(n = 30)

Lost to follow-up (n = 2)

PROMs available at 1 year (n = 35)
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While elevated circulating levels of IL-8, MCP-1, TNF-α 
and VEGFA [13, 19, 25, 26], and local IL-5, IL-8, IL-10, 
MCP-1, MIP-1, TNF-α and VEGFA [4, 19, 30, 38] have also 
been reported in other OA patient groups compared with 
non-OA controls, there are conflicting reports of IL-6 levels 
in terms of positive [4, 28] and negative [16, 30] associations 
with OA. Elevated IL-1β and IL-17 have also been reported 
in OA patients [7, 19]; however, these cytokines were below 
the detection limit of the assay in this present study, suggest-
ing they were not elevated in this UKA patient subset. These 
findings were in line with the study hypothesis that UKA 
patients would have some detectable levels of inflammation 
associated with OA pathogenesis.

This study had several limitations. First, this was an 
exploratory study with a small sample size and there was 

some heterogeneity in implants used, which limited sub-
group and multivariate analyses. However, the statistically 
significant findings provides a practical framework that 
can be used for future research with larger patient cohorts. 
Second, the outcomes of surgery were limited to one-year 
follow-up. However, others have reported that one-year 
follow-up PROMs can sufficiently capture post-operative 
outcomes, with minimal change in scores occurring after 
the first year [6]. OKS as early as six months following sur-
gery can be used to predict subsequent revision [36]. Third, 
only pre-operative cytokine and chemokines were measured; 
therefore, longitudinal associations could not be assessed. 
Although this was not an aim of this study, it may be inform-
ative for future studies to investigate the longitudinal asso-
ciations to better understand the role of inflammation on 
patient recovery. Finally, as this was the first study charac-
terising the inflammatory profile of UKA patients, there was 
limited scope for comparison to other patient cohorts. Future 
studies could expand the study design to include healthy 
donors, UKA and TKA patients.

Conclusions

Lower levels of synovitis and higher levels of IL-6 and 
VEGFA were associated with better post-operative out-
comes after UKA, which could be helpful for identifying 
UKA patients in clinical practice. Future biomarker research 
should focus on these markers for optimisation of UKA 
patient selection.

Table 1   Characteristics of patients undergoing medial UKA included 
in this study

Values presented as n (%) or mean ± standard deviation (sd)
ASA American society of anesthesiologists, BMI body mass index, 
NZ New Zealand, OUK Oxford unicompartmental knee, ZUK Zim-
mer unicompartmental knee

Total

Knees 37
Patients 35
Gender
 Male 27 (73)
 Female 10 (27)

Age at surgery (years)
 Mean ± sd 65.7 ± 9.0
 Range 40–86

BMI
 Mean ± sd 28.9 ± 5.4
 Range 20–48

ASA status
 1 3 (8)
 2 23 (62)
 3 11 (30)

Laterality
 Left 18 (49)
 Right 19 (51)

Implant
 Restoris 20 (54)
 OUK 9 (24)
 Persona 6 (16)
 ZUK 2 (5)

Fixation
 Cemented 30 (81)
 Uncemented 7 (19)

Centre
 1 27 (73)
 2 10 (27)
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Fig. 2   Concentrations of chemokines and cytokines in serum (S) 
and synovial fluid (SF) of patients undergoing primary medial UKA. 
IL interleukin, MCP monocyte chemoattractant protein, MIP mac-
rophage inflammatory protein, LDL lower detection limit, S serum, 
SF synovial fluid, TNF tumour necrosis factor, VEGF vascular 
endothelial growth factor. ‡below detection limit, *p < 0.05, Kruskal–
Wallis with Dunn’s multiple comparisons
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Table 2   Associations between the anatomic features of OA and pre-operative inflammation cytokines/chemokines from the synovial fluid of 
patients undergoing UKA

Parameters in bold and with an asterisk are statistically significant (p < 0.05)
IL interleukin, K–L Kellgren–Lawrence, MCP macrophage colony stimulating factor, MIP macrophage inflammatory protein, n.s. not significant, 
p p value, PFJ patellofemoral joint, r Spearman’s correlation coefficient, TNF tumour necrosis factor, VEGF vascular endothelial growth factor

SF markers Medial K–L Lateral K–L PFJ K–L Mankin 
‘healthy’

Mankin ‘transi-
tion’

Mankin ‘lesion’ Synovial score

r P r P r p r p r p r p R p

IL-5 0.24 n.s. − 0.13 n.s. − 0.20 n.s. 0.05 n.s. 0.10 n.s. 0.12 n.s. 0.34 n.s.
IL-6 0.32 n.s. 0.23 n.s. 0.10 n.s. 0.26 n.s. 0.46 < 0.01* 0.10 n.s. 0.01 n.s.
IL-8 0.46 < 0.01* 0.19 n.s. − 0.09 n.s. 0.15 n.s. 0.44 0.01* 0.39 0.02* 0.48 < 0.01*
IL-10 0.12 n.s. 0.07 n.s. 0.04 n.s. 0.09 n.s. 0.19 n.s. 0.10 n.s. 0.41 0.03*
MCP-1 0.30 n.s. 0.10 n.s. 0.04 n.s. − 0.03 n.s. 0.06 n.s. 0.11 n.s. 0.23 n.s.
MIP-1β 0.23 n.s. 0.02 n.s. − 0.24 n.s. 0.12 n.s. 0.34 n.s. 0.44 < 0.001* 0.40 0.03*
TNF-α 0.23 n.s. 0.29 n.s. 0.12 n.s. − 0.06 n.s. 0.18 n.s. 0.20 n.s. 0.24 n.s.
VEGFA − 0.11 n.s. − 0.10 n.s. 0.30 n.s. − 0.13 n.s. − 0.03 n.s. 0.05 n.s. − 0.11 n.s.

Fig. 3   Associations between 
VEGFA measured in synovial 
fluid of patients undergoing 
UKA and FJS-12 score at a 
six-week, b six-month and c 
one-year follow-up. FJS forgot-
ten joint score, r Spearman’s 
correlation coefficient, SF 
synovial fluid, VEGF vascu-
lar endothelial growth factor, 
UKA unicompartmental knee 
arthroplasty

0 50 10
0

15
0

20
0

25
0

0
20
40
60
80

100
6 weeks

SF VEGFA (pg/mL)

FJ
S-

12

r 0.44, p 0.02

0 50 10
0

15
0

20
0

25
0

0
20
40
60
80

100
6 months

SF VEGFA (pg/mL)

FJ
S-

12

r 0.51, p <0.01

0 50 10
0

15
0

20
0

25
0

0
20
40
60
80

100
1 year

SF VEGFA (pg/mL)

FJ
S-

12

r 0.53, p <0.01

a b c

Fig. 4   Associations between 
IL-6 measured in serum 
(a–c) and synovial fluid (d–f) of 
patients undergoing UKA and 
OKS score at (a), d six-week, 
b, e six-month and c, f one-year 
follow-up. IL interleukin, OKS 
Oxford knee score, r Spear-
man’s correlation coefficient, SF 
synovial fluid, UKA unicom-
partmental knee arthroplasty -2 -1 0 1 2

-10

0

10

20

30

6 weeks

serum IL-6 (log10, pg/mL)

O
KS

 (c
ha

ng
e 

sc
or

e)

r 0.39, p 0.03

0 1 2 3 4
-10

0

10

20

30

6 weeks

SF IL-6 (log10, pg/mL)

O
KS

 (c
ha

ng
e 

sc
or

e)

r 0.35, p 0.04

-2 -1 0 1 2
-10

0

10

20

30

6 months

serum IL-6 (log10, pg/mL)

O
KS

 (c
ha

ng
e 

sc
or

e) r 0.48, p <0.01

0 1 2 3 4
-10

0

10

20

30

6 months

SF IL-6 (log10, pg/mL)

O
KS

 (c
ha

ng
e 

sc
or

e) r 0.16, p 0.38

-2 -1 0 1 2
-10

0

10

20

30

1 year

serum IL-6 (log10, pg/mL)

O
KS

 (c
ha

ng
e 

sc
or

e)

r 0.24, p 0.19

0 1 2 3 4
-10

0

10

20

30

1 year

SF IL-6 (log10, pg/mL)

O
KS

 (c
ha

ng
e 

sc
or

e) r 0.13, p 0.49

a b c

d e f



4115Knee Surgery, Sports Traumatology, Arthroscopy (2023) 31:4109–4116	

1 3

Supplementary Information  The online version contains supplemen-
tary material available at https://​doi.​org/​10.​1007/​s00167-​023-​07503-y.

Acknowledgements  The authors would like to thank the patients and 
theatre staff at North Shore and Auckland City Hospital who assisted 
with the sample collection, Greg Gamble for statistical advice and 
Satya Amirapu for assistance with histology for this study.

Author contributions  MLT was involved in conceptualisation, data 
curation, formal analysis, funding acquisition, investigation, method-
ology, project administration, visualisation, writing—original draft 
and writing—reviewing and editing. SMB was responsible for data 
curation, resources and writing—reviewing and editing. APM con-
tributed to resources and writing—reviewing and editing. SRM took 
part in conceptualisation, funding acquisition, methodology and writ-
ing—reviewing and editing. SWY participated in conceptualisation, 
funding acquisition, resources and writing—reviewing and editing. 
BGM helped in investigation, methodology and writing—reviewing 
and editing.

Funding  Open Access funding enabled and organized by CAUL and its 
Member Institutions. This study was supported by a Maurice & Phyl-
lis Paykel Trust Project Grant and a University of Auckland School of 
Medicine PBRF Small Project Grant. MLT is supported by a University 
of Auckland Doctoral Scholarship.

Data availability  The participants of this study did not give written 
consent for their data to be shared publicly, so due to the sensitive 
nature of the research raw data is not available. The authors confirm 
that pooled data supporting the findings of this study are available 
within the article and its supplementary materials.

Declarations 

Conflict of interest  SWY receives research support and is a paid con-
sultant for Stryker Orthopaedics NZ and Smith + Nephew. APM re-
ceives research support and is a paid consultant for Zimmer, has board 
membership for ISAKOS and has stock options in FormusLabs. These 
affiliations did not influence study design or data collection, analysis 
or interpretation of data. The other authors declare that they have no 
competing interests.

Ethical approval  This study received ethics approval from the national 
New Zealand Health and Disability Ethics Committees (20/CEN/266) 
and the local institutions.

Informed consent  Participants included in this study were informed 
of, and provided consent for, the collection and use of their data for 
the study.

Open Access   This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

References

	 1.	 Allen KD, Thoma LM, Golightly YM (2022) Epidemiology of 
osteoarthritis. Osteoarthritis Cartilage 30:184–195

	 2.	 Barrientos S, Stojadinovic O, Golinko MS, Brem H, Tomic-Canic 
M (2008) Growth factors and cytokines in wound healing. Wound 
Repair Regen 16:585–601

	 3.	 Beard DJ, Davies LJ, Cook JA, MacLennan G, Price A, Kent 
S, Hudson J, Carr A, Leal J, Campbell H, Fitzpatrick R, Arden 
N, Murray D, Campbell MK, Barker K, Murray G, Simpson H, 
Dodwell D, Donell S, Waite J, Beard D, Cooper C, Davies L, 
Doll H, Cook J, Campbell M, Fernie G, McDonald A, Duncan 
A, Castillo M, Fusco F, Greshon A, Holland K, Li J, Rabaiotti 
E, Regan S, Stalker V, Forrest M, McPherson G, Boachie C, 
Collins D, Cruden J, Halpin S, Smith B, Torgerson D, Maher 
C, Brownson P, Mullins MM, Blazeby J, Jenkins R, Lewis M, 
Mintowt-Czyz W, Beverland B, Bryce L, Catney J, Dobie I, 
Doran E, O’Brien S, Ali F, Cripps H, Whileman A, Williams 
P, Toms J, Brown E, Horner G, Jennings A, Rose G, Bamford 
F, Goddard W, Marynissen H, Peel H, Richards L, Bell A, Deo 
S, Grayland S, Hollinghurst D, Pegler S, Satish V, Woodruffe 
C, London N, Duffy D, Bennett C, Featherstone J, Cook J, 
Dearnley K, Muthukumar N, Onuoha L, Wilson S, Banher S, 
Emeakaroha E, Horohan J, Jain S, Thompson S, Buckley S, Ng 
A, Shetty A, Simeson K, Flynn J, Newsom M, Padilla-Harris C, 
Pearce O, Bidwell J, Innes A, Culley W, Ledingham B, Stephen 
J, Bray R, Davies H, Delgado D, Eldridge J, Morrison L, Murray 
J, Porteous A, Robinson J, Dawson M, Dharmarajan R, Elson 
D, Hage W, Kelsall N, Orr M, Grosvenor J, Maheswaran SS, 
McCue C, Venkatesh H, Wild M, Wilson D, Dodd C, Jackson 
W, Lovegrove P, Piper J, Bradbury N, Clark L, Duncan S, Simp-
son G, Trezies A, Desai V, Heeley C, Guy K, Jackson R, Hall A, 
Higgins G, Hockings M, Isaac D, Mercer P, Barber L, Cochrane 
H, Curtis J, Grindey J, Johnson D, Turner P, Houlihan-Burne D, 
Hill B, Langstaff R, Nasseri M, Bowditch M, Martin C, Pryke S, 
Purewal B, Servant C, Suresh S, Tricker C, Ashford R, Attwal 
M, Bunga J, Chatterji U, Cockburn S, Esler C, Godsiff S, Green 
T, Haines C, Tandon S, Carpio R, Griffiths S, Grocott N, dos 
Remedios I, Barrett D, Chapman-Sheath P, Grabau C, Moghul 
J, Tice W, Trevithick C, Deshmukh R, Howes M, Netherton K, 
Raj D, Travis N, Maqsood M, Norton R, Rashid F, Raynor A, 
Rowsell M, Warner K (2019) The clinical and cost-effectiveness 
of total versus partial knee replacement in patients with medial 
compartment osteoarthritis (TOPKAT): 5-year outcomes of a 
randomised controlled trial. Lancet 394:746–756

	 4.	 Beekhuizen M, Gierman LM, van Spil WE, Van Osch GJVM, 
Huizinga TWJ, Saris DBF, Creemers LB, Zuurmond AM (2013) 
An explorative study comparing levels of soluble mediators in 
control and osteoarthritic synovial fluid. Osteoarthritis Cartilage 
21:918–922

	 5.	 Behrend H, Giesinger K, Giesinger JM, Kuster MS (2012) The 
‘forgotten joint’ as the ultimate goal in joint arthroplasty. Valida-
tion of a new patient-reported outcome measure. J Arthroplasty 
27:430-436.e1

	 6.	 Browne JP, Bastaki H, Dawson J (2013) What is the optimal 
time point to assess patient-reported recovery after hip and knee 
replacement? A systematic review and analysis of routinely 
reported outcome data from the English patient-reported outcome 
measures programme. Health Qual Life Outcomes 11:1–7

	 7.	 Chen B, Deng Y, Tan Y, Qin J, Bin CL (2014) Association 
between severity of knee osteoarthritis and serum and synovial 
fluid interleukin 17 concentrations. J Int Med Res 42:138–144

	 8.	 Clement ND, MacDonald D, Simpson AHRW (2014) The mini-
mal clinically important difference in the Oxford knee score and 

https://doi.org/10.1007/s00167-023-07503-y
http://creativecommons.org/licenses/by/4.0/


4116	 Knee Surgery, Sports Traumatology, Arthroscopy (2023) 31:4109–4116

1 3

short form 12 score after total knee arthroplasty. Knee Surg Sports 
Traumatol Arthrosc 22:1933–1939

	 9.	 De Jager W, Hoppenreijs EPAH, Wulffraat NM, Wedderburn LR, 
Kuis W, Prakken BJ (2007) Blood and synovial fluid cytokine 
signatures in patients with juvenile idiopathic arthritis: a cross-
sectional study. Ann Rheum Dis 66:589–598

	10.	 Fontalis A, Kayani B, Asokan A, Haddad IC, Tahmassebi J, 
Konan S, Oussedik S, Haddad FS (2022) Inflammatory response 
in robotic-arm-assisted versus conventional Jig-based TKA and 
the correlation with early functional outcomes. J Bone Joint Surg 
Am 104:1905–1914

	11.	 Gerber HP, Vu TH, Ryan AM, Kowalski J, Werb Z, Ferrara N 
(1999) VEGF couples hypertrophic cartilage remodeling, ossifica-
tion and angiogenesis during endochondral bone formation. Nat 
Med 5:623–628

	12.	 Hawker GA, Mian S, Kendzerska T, French M (2011) Measures of 
adult pain: visual analog scale for pain (VAS pain), numeric rat-
ing scale for pain (NRS pain), McGill pain questionnaire (MPQ), 
short-form Mcgill pain questionnaire (SF-MPQ), chronic pain 
grade scale (CPGS), short form-36 bodily pain scale (SF). Arthri-
tis Care Res 63:240–252

	13.	 Heard BJ, Fritzler MJ, Preston Wiley J, McAllister J, Martin L, 
El-Gabalawy H, Hart DA, Frank CB, Krawetz R (2013) Intraar-
ticular and systemic inflammatory profiles may identify patients 
with osteoarthritis. J Rheumatol 40:1379–1387

	14.	 Hunter DJ, Bierma-Zeinstra S (2019) Osteoarthritis. Lancet 
393:1745–1759

	15.	 Jikko A, Wakisaka T, Iwamoto M, Hiranuma H, Kato Y, Maeda T, 
Fujishita M, Fuchihata H (1998) Effects of interleukin-6 on pro-
liferation and proteoglycan metabolism in articular chondrocyte 
cultures. Cell Biol Int 22:615–621

	16.	 Kaneko S, Satoh T, Chiba J, Ju C, Inoue K, Kagawa J (2000) 
Interleukin-6 and interleukin-8 levels in serum and synovial fluid 
of patients with osteoarthritis. Cytokines Cell Mol Ther 6:71–79

	17.	 Kaplan LM, Siljander MP, Verner JJ, Baker KC, Gehrke CK, 
Salisbury MR, Baker EA (2019) Analysis of retrieved unicom-
partmental knee implants and tissue: Third-body wear as a poten-
tial contributor to progression of arthritis to adjacent compart-
ments. Orthopedics 42:149–157

	18.	 Kellgren JH, Lawrence JS (1957) Radiological assessment of 
osteo-arthrosis. Ann Rheum Dis 16:494–502

	19.	 Koh SM, Chan CK, Teo SH, Singh S, Merican A, Ng WM, Abbas 
A, Kamarul T (2020) Elevated plasma and synovial fluid interleu-
kin-8 and interleukin-18 may be associated with the pathogenesis 
of knee osteoarthritis. Knee 27:26–35

	20.	 Kraus VB, Blanco FJ, Englund M, Karsdal MA, Lohmander LS 
(2015) Call for standardized definitions of osteoarthritis and risk 
stratification for clinical trials and clinical use. Osteoarthritis Car-
tilage 23:1233–1241

	21.	 Krenn V, Morawietz L, Häupl T, Neidel J, Petersen I, König A 
(2002) Grading of chronic synovitis - a histopathological grading 
system for molecular and diagnostic pathology. Pathol Res Pract 
198:317–325

	22.	 Latourte A, Cherifi C, Maillet J, Ea HK, Bouaziz W, Funck-
Brentano T, Cohen-Solal M, Hay E, Richette P (2017) Systemic 
inhibition of IL-6/Stat3 signalling protects against experimental 
osteoarthritis. Ann Rheum Dis 76:748–755

	23.	 Loeuille D, Chary-Valckenaere I, Champigneulle J, Rat AC, Tous-
saint F, Pinzano-Watrin A, Goebel JC, Mainard D, Blum A, Pourel 
J, Netter P, Gillet P (2005) Macroscopic and microscopic features 
of synovial membrane inflammation in the osteoarthritic knee: 
correlating magnetic resonance imaging findings with disease 
severity. Arthritis Rheum 52:3492–3501

	24.	 Lotz M, Guerne PA (1991) Interleukin-6 induces the synthesis 
of tissue inhibitor of metalloproteinases-1/erythroid potentiating 
activity (TIMP-1/EPA). J Biol Chem 266:2017–2020

	25.	 Mabey T, Honsawek S, Saetan N, Poovorawan Y, Tanavalee A, 
Yuktanandana P (2014) Angiogenic cytokine expression profiles 
in plasma and synovial fluid of primary knee osteoarthritis. Int 
Orthop 38:1885–1892

	26.	 Mabey T, Honsawek S, Tanavalee A, Yuktanandana P, Wilairatana 
V, Poovorawan Y (2016) Plasma and synovial fluid inflamma-
tory cytokine profiles in primary knee osteoarthritis. Biomarkers 
21:639–644

	27.	 Mankin HJ (1971) Biochemical and metabolic aspects of osteo-
arthritis. Orthop Clin North Am 2:19–31

	28.	 Monibi F, Roller BL, Stoker A, Garner B, Bal S, Cook JL (2016) 
Identification of synovial fluid biomarkers for knee osteoarthri-
tis and correlation with radiographic assessment. J Knee Surg 
29:242–247

	29.	 Murray DW, Fitzpatrick R, Rogers K, Pandit H, Beard DJ, Carr 
AJ, Dawson J (2007) The use of the Oxford hip and knee scores. 
J Bone Joint Surg Br 89:1010–1014

	30.	 Orita S, Koshi T, Mitsuka T, Miyagi M, Inoue G, Arai G, Ishikawa 
T, Hanaoka E, Yamashita K, Yamashita M, Eguchi Y, Toyone T, 
Takahashi K, Ohtori S (2011) Associations between proinflamma-
tory cytokines in the synovial fluid and radiographic grading and 
pain-related scores in 47 consecutive patients with osteoarthritis 
of the knee. BMC Musculoskelet Disord 12:2–9

	31.	 Pacifici M (2022) Osteoarthritis and chronic pain: interleukin-6 as 
a common denominator and therapeutic target. Sci Signal 15:1–3

	32.	 Paish HL, Baldock TE, Gillespie CS, del Carpio PA, Mann DA, 
Deehan DJ, Borthwick LA, Kalson NS (2019) Chronic, active 
inflammation in patients with failed total knee replacements 
undergoing revision surgery. J Orthop Res 37:2316–2324

	33.	 Peersman G, Verhaegen J, Favier B (2019) The forgotten joint 
score in total and unicompartmental knee arthroplasty: a prospec-
tive cohort study. Int Orthop 43:2739–2745

	34.	 Rickham PP (1964) Code of ethics of the world medical associa-
tion: declaration of Helsinki. Br Med J 2:177

	35.	 Stoppiello LA, Mapp PI, Wilson D, Hill R, Scammell BE, Walsh 
DA (2014) Structural associations of symptomatic knee osteoar-
thritis. Arthritis Rheumatol 66:3018–3027

	36.	 Tay ML, Monk AP, Frampton CM, Hooper GJ, Young SW (2023) 
Associations of the Oxford knee score and knee arthroplasty revi-
sion at long-term follow-up. ANZ J Surg 93:310–315

	37.	 Tsuchida AI, Beekhuizen M, Rutgers M, van Osch GJVM, Bek-
kers JEJ, Bot AGJ, Geurts B, Dhert WJA, Saris DBF, Creemers 
LB (2012) Interleukin-6 is elevated in synovial fluid of patients 
with focal cartilage defects and stimulates cartilage matrix pro-
duction in an in vitro regeneration model. Arthritis Res Ther 
14:1–12

	38.	 Vangsness CT Jr, Burke WS, Narvy SJ, MacPhee RD, Fedenko 
AN (2011) Human knee synovial fluid cytokines correlated 
with grade of knee osteoarthritis: a pilot study. Bull Hosp Jt Dis 
69:122–127

	39.	 Wiegertjes R, Van De Loo FAJ, Blaney Davidson EN (2020) 
A roadmap to target interleukin-6 in osteoarthritis. Rheumatol 
59:2681–2694

	40.	 Williams DP, O’Brien S, Doran E, Price AJ, Beard DJ, Murray 
DW, Beverland DE (2013) Early postoperative predictors of sat-
isfaction following total knee arthroplasty. Knee 20:442–446

	41.	 Wyatt LA, Moreton BJ, Mapp PI, Wilson D, Hill R, Ferguson E, 
Scammell BE, Walsh DA (2017) Histopathological subgroups in 
knee osteoarthritis. Osteoarthritis Cartilage 25:14–22

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.


	Better post-operative outcomes at 1-year follow-up are associated with lower levels of pre-operative synovitis and higher levels of IL-6 and VEGFA in unicompartmental knee arthroplasty patients
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 
	Level of evidence 

	Introduction
	Methods
	Patients and ethics
	Cytokine and chemokine measurements
	Histology
	Patient-reported outcomes
	Statistical analyses

	Results
	Patients
	Pre-operative associations of molecular, anatomic and physiologic markers
	Associations between pre-operative markers of inflammation and post-operative outcomes

	Discussion
	Conclusions
	Anchor 21
	Acknowledgements 
	References




