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Abstract---Background: Advanced stages of Knee OA can be 

incapacitating as a result of reduced functional range of motion and 

pain. Joint replacement may be needed for end-stage arthritis. Among 
the patient-reported outcome measures is patient satisfaction. 

Objectives: To study patients’ satisfaction one year later of total knee 

arthroplasty using different outcome measures and scoring systems. 

Patients & Methods: This was a prospective cohort study that was 
performed at Menoufia University Hospitals on 132 patients who 

received primary TKR . All participants were subjected to complete 

personal and medical history, and general examination including BMI 
and vital signs (heart, respiratory rate, and blood pressure). 

Preoperative investigations include CBC,  serum creatinine, RBS, Liver 

function tests), Electrocardiogram, imaging studies such as (knee X-
ray, CT, MRI, and bone densitometry). Surgical steps for TKR, 

postoperative care (hydration, analgesia). Knee joint physiotherapy 

until discharge. Study tools: Knee Society score, Western Ontario and 
McMaster Universities Osteoarthritis Index score. Patient satisfaction 

(The patient is asked if he would recommend total knee replacement 

for his relatives or not. Visual Analogue Scale). Results: The average 
age of the study group was 58.47±8.037 years, BMI 28.79±1.364 with 

78.7%were females. 72.9% of the study group were satisfied with TKR. 

A statistically significant result was observed between patient age and 
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postoperative satisfaction of patient among the studied group (p 

value= 0.011*), Comorbidities and BMI negatively affected 

postoperative patient satisfaction. Conclusion: TKA is a highly 
satisfactory surgery for treating knee arthritis when compared to its 

alternatives. 

 
Keywords---Arthroplasty, Joint, Knee, Osteoarthritis, Satisfaction. 

  

 
Introduction  

 

Knee osteoarthritis (OA) is a prevalence of around 10 % among the general 
population aged 55 and older in the United States..[1] Knee OA in its advanced 

stages can cause significant disability as a result of pain and a reduced 

functional range of motion (ROM).[2] Joint replacement therapy may be necessary 

for end-stage arthritis, despite the fact that numerous treatment modalities have 
been developed. [3] 
 

Extensive research has been conducted on the subject of total knee arthroplasty 

(TKA) outcomes, with the majority of studies focusing on surgeon-reported 

metrics such as postoperative ROM, restoring mechanical axis, and implant 

survivorship. Nevertheless, instances frequently arise in which a procedure 
deemed successful from the surgeon's standpoint fails to meet patient satisfaction 

As a rule, patients express comparatively lower levels of satisfaction with 

treatment outcomes than surgeons.[4] Spite notable progressions in surgical 
technique, patient selection,  and implant design, a multitude of studies reveal 

that patient satisfaction with primary TKA  remains between 82 and 89 %. [5-7] 
 

Due to the well-documented discrepancy between clinician and patient 

assessments of health status, patient satisfaction is an essential outcome 

measurement. [8]. Multiple studies have identified several factors that are 
associated with patient dissatisfaction. These factors include knee-related aspects 

(such as stiffness, pain, function, and inflammation), self-rated aspects (including 

mental and physical health status, and quality of life), unfulfilled pre-surgery 
expectations, complications, and patient demographics (e.g., employment status, 

age, and, gender).[9] 
 

On the basis of preoperative patient characteristics such as radiographic findings, 

mental health, knee function scores, and socioeconomic status, numerous 

studies have attempted to forecast patient outcomes. [10, 11] Poor outcomes 
Causes consist of patellofemoral disorders, infection, poor prosthetic design and 

positioning, ligament imbalances, periprosthetic fractures, neurovascular 

complications, chronic pain, and component loosening. [12] While pain relief 
stands as the paramount postoperative outcome, there is a lack of research 

examining the natural course of postoperative pain. [13]  
 

The Knee Society Knee Scoring System underwent an update in 2011 to integrate 

patient-reported outcome assessment scales, including expectations, physical 

activities, and satisfaction, into the overall rating system. [14] Additional well-
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liked PROMs consist of the 36-item Short Form Health Survey (SF-36)[15], the 
Western Ontario and McMaster Universities Arthritis Index (WOMAC), the 12-item 

Short Form Health Survey (SF-12), [16], the Knee Injury and OA Outcome Score 

(KOOS)[17], and the Oxford knee score (OKS). The WOMAC is extensively utilised 
as a disease-specific metric to assess the efficacy of surgical and non-surgical 

interventions in patients with OA. The KOOS is a self-administered questionnaire 

that has been specifically developed to evaluate the efficacy of interventions for 

injuries to the anterior cruciate ligament and meniscus. For patients with 
degenerative arthritis, the OKS has been identified as one of the most effective 

disease-specific measures; it correlates significantly with pain but less with 

postoperative functioning. [18] This study aimed to study patients’ satisfaction 
after one year of total knee arthroplasty using different outcome measures and 

scoring systems and try to draw a correlation between their post-operative 

satisfaction and pre-operative characters. 
 

Patients and Methods 

 
This was a prospective cohort study that was performed at the Institutional 

Review Board of the Orthopedic Department of Menoufia University Hospitals on 

132 patients who received primary TKR in the period from May 2021 to June 

2022. This study was done after IRB approval (No: 6/2021ORTH22 ). All patients 
gave Written consent. All patients have fulfilled the following criteria: 

Inclusion criteria : The patient underwent primary TKA for knee OA. 

Revision total knee replacement (TKR) patients or a history of previous knee 
surgeries were excluded from the study. 
 

All individuals in the study were subjected to complete personal and detailed 

medical history (history of DM, hypertension), complete physical examination 

including BMI, vital data), preoperative laboratory investigations including CBC, 

Liver function tests, random blood sugar, serum area, and creatinine. ECG was 
done preoperatively on all patients. Imaging studies for knee OA include ( plain x-

ray anteroposterior, lateral view for the knee joint, bone densitometry, 

patellofemoral (skyline) view, standing radiographs with the knee extended or in 
45º of flexion (Rosenberg view),  Magnetic resonance imaging, scanning Computed 

tomography,). Surgical steps for TKR, postoperative care (hydration, analgesia 

and knee physio therapy upon discharge). Study tools for evaluation of patient 
satisfaction after one year of TKR: OKS score, (WOMAC) score, Patient satisfaction 

(The patient is asked if he would recommend TKR for his relatives or not, Visual 

Analogue Scale (VAS), Knee ROM. 
 

Statistical analysis 

 
Statistical analysis, data collection, and tabulation were all performed 

utilising SPSS v26 (IBM Inc., Armonk, NY, USA), The means (x̅), standard 

deviations (SD), and analytical statistics such as the Student's t-test (t) and Chi-
square test (χ2) were utilised to represent qualitative data, whereas percentages 

(%) and numbers (No) were employed to represent quantitative data. A difference 

is deemed non-significant if P > 0.05. P < 0.05 indicates a significant difference.  
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Results 

 

This trial included 132 patients who underwent TKR, there were 105 females 
(79.5%) and 27 males (20.5%) mean age was  57.39±7.67 years and BMI of 

28.79±1.364, 115 patients (87.1%) with moderate social class and 17 patients 

(12.9%) with low social class, 13(9.8%)  patients had DM,17 (12.9%) patients had 
hypertension, 11 (8.3%)had DM&HTN, 10  (7.5%) patients had rheumatoid 

arthritis, 2 (1.5%) had COPD and 20 patients had spinal problems. 96 patients 

(72.7 %) were satisfied with TKR after 1 year. There was a statistical significance 
between patient age and postoperative patient satisfaction among the studied 

group (p-value= 0.011*), as old age negatively affected patient satisfaction, in 

addition, a p-value of 0.001 indicates a highly statistically significant relationship 
between BMI and patient satisfaction, since an increased BMI is related to 

reduced patient satisfaction. While there was a notable difference in satisfaction 

levels between social classes, no significant difference was observed between 

males and females in terms of satisfaction. Among patients who were satisfied, a 
significantly greater percentage had low comorbidities than patients with 

increased comorbidities (p value <0.001*). Also patients with spinal problems had 

significantly less satisfaction than those who didn’t have p value <0.001*(Table 
1). 
 

Also, patients who were subjected to TKR due to joint pain and became satisfied 
after the operation there  mean preoperative WOMAC score was 89.6 ± 12.4 while 

for those who were dissatisfied score was 72.1 ± 22.1. patients who underwent 

TKR due to joint stiffness and became satisfied their mean preoperative WOMAC 
score was 82.6 ± 16.7 while those who were dissatisfied score was 66.2 ± 25.1. In 

addition, for patients who underwent TKR due to lack of physical function and 

became satisfied the mean preoperative WOMAC score was 84.4 ± 14.1 while 
those who were dissatisfied score was 66.1 ± 22.5. Also, patients who were 

dissatisfied after TKR there WOMAC scores were lower than the satisfied group. 

(Table 2) 
 

Baseline,6 months, and 12 months follow-up of different scores (WOMAC score, 

OKS score, and VAS score were illustrated in (Table 3)  .Where significant 
differences noted. in different scores during the period of follow-up. 

Low BMI, low blood pressure, and less Vas pain at 6 and 12 months postoperative 

are significant higher OKS predictors  .(Table 4) 
High Vas pain at 6 and 12 months postoperative are significant predictors of 

higher WOMAC scores. (Table 5). 

 
Table (1): Relation between sociodemographic, clinical data and postoperative 

patient satisfaction among the studied group (No.=132) 

 

Variable Satisfied 

No.=96 
(72.7%) 

Not 

satisfied No=36 
(27.3%) 

P-value 

Age (years): Mean ±SD 57.39±7.67 61.36±8.38 0.011* 

Range 35 - 77 35-80 

Sex Female 77(80.2) 28(77.8) 0.737 
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Variable Satisfied 

No.=96 

(72.7%) 

Not 

satisfied No=36 

(27.3%) 

P-value 

No. (%) Male 19(19.8) 8(22.2) 

BMI (Mean ± SD) 28.46±0.83 29.66±2 0.001* 

Range 27-32 26-34 

Social class Low 9(9.4) 8(22.2) 0.047* 

Moderate 88(90.6) 28(77.8) 

Comorbidities 

No (%) 

None 70 (72.9) 9(25) 

<0.001* 

DM 5(5.2) 8(22.2) 

HTN 11(11.5) 6(16.7) 

DM&HTN 4(4.2) 7(19.4) 

RA 5(5.2) 5(13.9) 

COPD 1(1) 1(2.8) 

Spinal 

problem 

Yes 8(8.3) 12(33.3) 
<0.001* 

NO 88(91.7) 24(66.7) 

*P-value statistically highly significant 
 

 

Table (2): Relation between WOMAC score and postoperative patient satisfaction 

among the studied group (No.=132) 
 

 Satisfied 
No.=96 

Not satisfied 
No.=36 

P value 

mean ± SD mean ± SD 

Pain 89.6 ± 12.4 72.1 ± 22.1 <0.001* 

Joint stiffness 82.6 ± 16.7 66.2 ± 25.1 <0.001* 

Physical function 84.4 ± 14.1 66.1 ± 22.5 <0.001* 

Pain 43.8 ± 16.8 41.7 ± 16.8 0.522 

Joint stiffness 40.4 ± 20.5 39.3 ± 19.7 0.781 

Physical function 42.7 ± 16.1 41.1 ± 16.1 0.611 

  
Table (3): Repeated measures of baseline, 6 and 12 months postoperative scores 

of WOMAC, OKS, eq 5d vas pains, and vas pain scores 

 

Variable Baseline 6 month 

postoperative 

12 month 

postoperative 

P-value 

WOMAC 

score 

Mean ± SD 

 Range 
Median (IQR) 

80.11±6.05 

70-92 
79(75.3 -86) 

47.9±10.44 

30 – 72 
47(40 – 54) 

32.98±12.2 

15 – 62 
30(23 – 42) 

<0.001* 

OKS 

score 

Mean ± SD 

 Range 

Median (IQR) 

8.09±3.23 

2 – 17 

9(5 – 11) 

24±5.11 

12- 33 

24(21 – 28) 

31.6±5.86 

17 – 40 

33(27 – 36) 

<0.001* 

eq 5d 

vas 
pains 

score 

Mean ± SD 

 Range 
Median (IQR) 

16.56±6.44 

4 -27 
18(10-21.7) 

50.08±10.9 

25 – 69 
51(44 – 58) 

65.67±12.6 

35 – 84 
69(56 – 76) 

<0.001* 
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Variable Baseline 6 month 
postoperative 

12 month 
postoperative 

P-value 

vas 
pain 

scores 

Mean ± SD 
 Range 

Median (IQR) 

8.36±0.7 
7-10 

5(8 – 9) 

5±1.13 
3-8 

5(4-6) 

3.39±1.27 
2-7 

3(2-4) 

<0.001* 

IQR=Interquartile range  *P-value statistically highly significant 
 

Table (4): Predictors of OKS at 12 months postoperative 
 

Model Unstandardized 

Coefficients 

Standardized 

Coefficients 

P-value 95.0% 

Confidence 

Interval for B 

B Std. 

Error 

Beta Lower 

Bound 

Upper 

Bound 

Age -.015 .019 -.020 0.439 -.053 .023 

BMI -.220 .106 -.051 0.039* -.429 -.011 

DM -.703 .453 -.036 0.123 -1.600 .193 

HTN -.822 .388 -.047 0.036* -1.590 -.055 

Both 
DM&HTN 

.253 .479 .012 0.599 -.696 1.201 

RA -.663 .598 -.030 0.269 -1.846 .520 

Vas pain at 
baseline 

.015 .211 .002 0.945 -.402 .432 

Vas pain at 
6 months 

postoperative 

-.413 .188 -.080 0.030* -.786 -.040 

Vas pain at 

12 months 

postoperative 

-

4.002 

.180 -.871 <0.001* -4.359 -3.646 

*P-value statistically significant 
 

 

Table (5): Predictors of WOMAC score at 12 months postoperative 
 

Model Unstandardized 

Coefficients 

Standardized 

Coefficients 

P-value 95.0% 

Confidence 

Interval for B 

B Std. 

Error 

Beta Lower 

Bound 

Upper 

Bound 

Age -.011 .034 -.007 0.746 -.079 .056 

BMI .329 .189 .037 0.084 -.045 .703 

DM .428 .810 .011 0.598 -1.175 2.031 

HTN 1.072 .694 .030 0.125 -.301 2.445 

Both 
DM&HTN 

-.380 .857 -.009 0.658 -2.076 1.316 

RA -.707 1.069 -.015 0.510 -2.823 1.410 

Vas pain at 
baseline 

.480 .377 .028 0.205 -.266 1.226 
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Model Unstandardized 

Coefficients 

Standardized 

Coefficients 

P-value 95.0% 

Confidence 

Interval for B 

B Std. 
Error 

Beta Lower 
Bound 

Upper 
Bound 

Vas pain at 
6 months 

postoperative 

.929 .337 .087 0.007* .263 1.596 

Vas pain at 

12 months 

postoperative 

8.460 .322 .887 <0.001* 7.823 9.096 

*P-value statistically significant 
 

Discussion 

 

In end-stage knee OA, TKR surgery is regarded as the gold standard treatment 
due to its high rates of functional and symptomatic  improvement and cost-

effectiveness. In spite of nearly flawless surgical procedures, as many as 30 % of 

patients do not experience clinically significant reductions in pain and disability 
levels following the procedure. These rates of inadequate response underscore the 

significance of determining and quantifying success with this method in a 

suitable manner in order to facilitate outcome improvement [19]. 
 

Patient satisfaction is regarded as a crucial outcome indicator following TKR; 

however, the construct itself is complicated. Significant variability exists in both 
the methodologies employed to assess satisfaction and the estimations provided 

regarding the percentage of individuals who experience satisfaction following 

surgery. The instruments and quantification methods utilised to assess patient 
satisfaction subsequent to TKR are exceedingly diverse, despite the fact that such 

metrics serve as an indicator of the orthopaedic intervention's value[19]. 

 
Our research comprised 132 patients who had received TKR.  

Patient satisfaction was assessed. A retrospective assessment of patient 

expectations was conducted one year after the procedure. Patients were presented 
with a series of responses, including enhanced mobility, decreased pain, and an 

improved life overall quality. The WOMAC scoring system was employed to 

evaluate the functional status and severity of symptoms in patients both before 

and after the operation. The WOMAC scoring system was employed to quantify 
functional pain, stiffness, and limitation. Before and one year after the operation, 

the WOMAC pain subscale score had an explicit advantage over the other scoring 

systems. Also inquired about were patients' preoperative expectations that were 
fulfilled [20]. 
 

In our study, of 132 patients 96 (72.7%) had satisfaction after 1 year of TKR, and 
36 (27.3%) had no satisfaction. which is consistent with that reported recently in 

other studies [21,22]. 
 

Despite substantial advancements in primary TKR, several studies have reported 

that patient satisfaction remains low, with only 82–89 % of individuals expressing 
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satisfaction. Prior to achieving patient satisfaction following primary TKA, it is 

critical to exceed patient expectations.[23] 
 

A systematic examination conducted by Kahlenberg et al. [24] reports that 83% 

of studies cited satisfaction levels exceeding 80%, according to the analysis. 
Patient-reported functional outcome following surgery was the predictor of 

satisfaction that was most frequently cited. 
 

Also, we found a statistically significant between patient age and postoperative 

patient satisfaction among the studied group as old age had less satisfaction after 

TKR. Patients who were 60 years of age or younger reported greater satisfaction 
with the results of TKA, according to Noble et al.[25]. As reported by Scott et al. 

[26], Younger patients were more likely to express satisfaction with the treatment 

outcomes as a result of reporting that their expectations were satisfied following 
surgery. Conversely , Williams et al. [27] documented that patient satisfaction 

among individuals aged below 55 years was notably low. Younger patients 

exhibited a higher prevalence of residual symptoms and functional deficits, as 

described by Parvizi et al.[28]. According to a study by Von Keudell et al.[29], 
patients below the age of 55 reported greater satisfaction with ROM, kneeling, and 

postoperative pain following unicompartmental knee arthroplasty. Conversely, 

patients older than 65 reported greater satisfaction with TKA. Therefore, 
determining whether age is predictive of the outcome of TKA is challenging. 

Functional recovery subsequent to TKA seems to be influenced more by biological 

age as opposed to chronological age. 
 

We also found a statistically significant between patient BMI and postoperative 

patient satisfaction among the studied group. A higher BMI was associated with a 
diminished increase in satisfaction scores, suggesting that the most obese 

patients were more cognizant of the operated joint during physical activity. The 

BMI category was reported to be associated with treatment satisfaction, with 
obese patients reporting lower levels of satisfaction.  Giesinger et al. [30] in their 

study, collected Data from 1565 patients. There was improvement in all outcome 

measures between the preoperative and 12-month follow-up periods. When 
compared in pairwise manner to normal-weight patients, individuals classified as 

obese classes I-II demonstrated a more substantial enhancement in both the 

WOMAC function and total score. Pain reductions were greater across all three 
obesity classes according to WOMAC. In obese patients, postoperative 

improvements in joint-specific outcomes were more pronounced than in patients 

of normal weight. One year after surgery, these results indicate that obese 

patients may experience the greatest functional and pain relief benefits from TKA. 
Baghbani-Naghadehi et al. [31] performed a retrospective study about "Does 

obesity influence outcomes reported by patients after TKA?" Patients in all BMI 

groups who underwent TKA reported improvements in pain, function, and 
stiffness, the researchers discovered. Patients who were categorised as obese by 

BMI reported comparable advantages to those who were classified as normal 

weight. 
 

We found insignificant difference between females and males in satisfaction. 

Bonnin and Archbold, [32] discovered that female TKA patients suffer from 
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residual pain and stiffness at a higher rate. Regarding whether gender serves as a 
predictor of patient satisfaction, however, this has not been adequately 

established. According to social class, we found a statistical difference in the 

relation between the social class of the patient and postoperative satisfaction. 
Patient with moderate social class is satisfied more than patient with low class. 

Keurentjes et al.[33] found that After TKR, Patients with greater levels of 

education exhibited a more substantial enhancement in their role-physical 

functioning. 
 

In a multitude of studies, comorbidities have been identified as a predictor of 
patient dissatisfaction following TKA[26] shown that pain in the other joints or 

the back prior to surgery was significantly associated with postoperative 

dissatisfaction.[34] Patients with medical or psychological comorbidities reported 
experiencing more severe postoperative pain.[35] The incidence of pain or 

functional disability following TKA was found to be higher among patients with 

medical comorbidities. [36] Individuals with diabetes or pulmonary disease 

exhibited a greater incidence of limited mobility following TKA. Controversy 
surrounds the effect of medical comorbidities on patient satisfaction following 

TKA. The authors of one study discovered that medical comorbidities had no 

effect on satisfaction[37].  
 

In this research, we reported a significantly higher percentage of low 
comorbidities patients among patients who are satisfied, as opposed to those who 

have a greater number of comorbidities. Comorbidities affecting the 

musculoskeletal system, including  back disability and lower extremity pain, have 

a significant effect on patient satisfaction following TKA. 89 of 97 satisfied 
patients didn’t complain of any spinal pain. 24 of 36 dissatisfied patients were 

complaining of spinal problems. These musculoskeletal comorbidities frequently 

impede patient function and diminish the therapeutic benefits of TKA. 
Additionally, the findings of  Ayres et al.[38] observed that corroborate this 

claim. Back disability and other LE painful joints were found to be significant 

predictors of dissatisfaction following TKA. 
 

Back pain has been identified in prior research as an indicator of early 

dissatisfaction. One year that after TKA, patients with back pain were 
less satisfied. [26]. Our results showed that patients who underwent TKR due to 

joint pain and became satisfied after the operation there a mean preoperative 

WOMAC score was 89.6 ± 12.4 while those who were dissatisfied score were 72.1 

± 22.1. as well patients who underwent TKR due to joint stiffness and became 
satisfied there mean preoperative WOMAC score was 82.6 ± 16.7 while who are 

dissatisfied score was 66.2 ± 25.1. in addition, for patients who underwent TKR 

due to lack of physical function and became satisfied the mean preoperative 
WOMAC score was 84.4 ± 14.1 while for those who were dissatisfied score was 

66.1 ± 22.5. So, we found that patients who were dissatisfied after TKR with their 

WOMAC scores were lower than the satisfied group. We declared that the most 
common postoperative cause of dissatisfaction among the studied group 

according to WOMAC was postoperative pain. 18 patients out of a total of 36 

dissatisfied complained and said that pain was the cause of their dissatisfaction. 
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10 patients went to the physical function as a cause of dissatisfaction while 8 on 

their questionnaires declared that joint stiffness was their cause. 

 
Controversy surrounds the relationship between preoperative knee pain and 

function and patient satisfaction following TKA. Patients with worse knee pain 

and function at baseline were more likely to be dissatisfied at one year, according 
to some studies [39,40]. However, other studies found no correlation between 

preoperative pain and function and patient satisfaction after TKR. [41,42] 

 
Lower preoperative knee pain and function scores were significantly associated 

with dissatisfaction, according to Ayers et al.[38] Additionally, patients with 

minimal functional impairment prior to the procedure were less likely to express 
dissatisfaction than those with severe functional impairment. A consensus exists, 

on the other hand, that dissatisfaction following TKA is predicted by lower score 

improvements from baseline scores or worse postoperative pain and function 

scores. [39, 43, 44] 
 

Poorer scores on postoperative knee function and pain were significantly 

associated with dissatisfaction, according to Ayeres et al.[38]. After five years, 
around 80% of patients who received TKA and reported pain scores below 50 

expressed dissatisfaction. In a comparable vein, the dissatisfied patients exhibited 

significantly diminished PROM changes from their baseline to 5-year scores when 
compared to the satisfied patients. 
 

Also, our study found that regarding follow-up of different scores at baseline,6 
months, and 12 months after TKR. There were significant differences in WOMAC 

score, OKS score, and VAS as there was significant improvement of  these scores 

at 6 and 12 months in comparison with baseline scores.  The findings of the 
study align with Escobar et al.[45] who showed that there was a significant 

improvement in WOMAC score in all domains after 6 months of TKR. Also 

Marques et al.[46] found that WOMAC score.  was improved in total and 
subscores  in the follow-up period for 3 and 12 months after TKR.  Here OKS score 

was improved from 8.09 to 31.6 preoperative and 1 year after TKR. This is in 

accordance with the research of Yap et al.[47] whose research determined that 
the change in median OKS for the TKR cohort from 16.4 to 34.0 between pre-

operative and post-operative time points was statistically significant (95 % CI 

14.0, 15.7). Other studies reported that early postoperative OKS scores can 

predict patient satisfaction after TKR.[48,49]. Also found that the OKS score was 
significantly improved after 6 months and 2 years after TKR.  The findings of Van 

der Wees  et al.[50] found that health outcomes had been reported by patient in 

the form of WOMAC score and VAS score were significantly enhanced after 3, 6, 
and 12 months of TKR. Also, we found that low BMI, low blood pressure, and less 

VAS pain at 6  and 12 months postoperative are significant predictors of higher 

OKS  ,and high VAS pain at 6  and 12 months postoperative are significant 
predictors of higher WOMAC  score . The study by Kuklinski et al.[51] found that 

the preoperative WOMAC total score was the most reliable indicator of WOMAC 

score improvement at 12 months FU among patients who underwent TKR.  Also 
Lindner et al. [52] reported Predictors of WOMAC scores 12 weeks post-surgery 

in TKA were predominately WOMAC baseline scores. Yap et al.[47] found that 
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Pre-operative the adjusted effect size for OKS was the largest, with a lower pre-
operative OKS value being associated with a greater change in OKS 

(improvement). Sex also demonstrated a negative relationship, with women 

experiencing the most significant change in OKS. Age reported a positive 
association, so younger patients demonstrated minimal OKS improvement, and 

conversely.  The study of Clement et al. [53] found that on both unadjusted and 

multivariate analyses, patients without diabetes mellitus and those with a better 

preoperative OKS, a worse 6-month OKS, and a better EQ-5D at 6 months were 
significantly more likely to experience a greater improvement in the OKS from 6 to 

12 months. Diabetes mellitus was the only comorbidity that did not exhibit an 

association with the change in the OKS between the sixth and twelfth months. A 
significant trend emerged whereby a lower BMI was associated with a more 

pronounced change in the 6-month to 12-month OKS, even after controlling for 

confounding variables. An enhanced preoperative OKS was associated with a 
more pronounced rise in the OKS between six and twelve months.Sanchez-

Santos et al [54] Found that at the 12-month follow-up, an increasing 

deprivation score and BMI were associated with a decreasing OKS 
(function/worse pain). 
 

Limitations: Slightly was the sample size, to begin with. Furthermore, there is a 
possibility that our data would not accurately reflect the characteristics of the 

entire population, thereby increasing the likelihood of human error. Furthermore, 

in the absence of a preoperative evaluation of patient expectations, we solely 
assessed them by inquiring whether they had been fulfilled. We did not analyse 

demographic or clinical data. Also, in our investigation, we strictly compared 

diverse scoring systems in order to identify potential predictors of various facets 
of patient satisfaction. Additionally, patient satisfaction was evaluated one year 

following TKA. A longer follow-up period would have been a prudent course of 

action, given that the quality of satisfaction may be enhanced and the perception 

and experience of pain and function may continue to improve. 
 

Conclusion 

 
Orthopedic surgeons recognize TKA as a highly satisfactory surgery for treating 

knee arthritis when compared to its alternatives. Divergences in patient-surgeon 

satisfaction are frequently observed; patients frequently express lower levels of 
satisfaction with the results compared to the surgeons' initial expectations. This 

underscores the necessity for the development of patient satisfaction measures 

that are more objective in nature. Patient satisfaction can be improved by 
enhancing factors that a surgeon has control over. Patient's preconceived notions 

about surgery are strongly linked with how content they will be after the 

procedure – unmet expectations often equal dissatisfaction. 
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