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Background

• To Date no known studies show improved 
patient satisfaction which has hovered around 
75-80%
• Not navigated
• Not robotic
• Not PSI

• Contrast to THA which has over 90% patient 
satisfaction



History of 
Lateral 

Approach:

• Keblish, P. The Lateral Approach to the Valgus 
Knee. Clinical Orthopaedics and Related 
Research. 1991;271
• 53 cases of valgus knee
• 94% patient satisfaction
• Lateral release improves patella tracking
• Does not violate the medial blood 

supply to the knee
• Use of non constrained knee (CR) ideal
• Recommended approach of choice for 

valgus knees.



History of 
Lateral 

Approach

• Mont MA, Bonutti PM, Chauhan SK, et al. 
Lateral approach to total knee arthroplasty: 
Minimal soft tissue invasion. Minimally 
Invasive Total Joint Arthroplasty. 2004:151-
156
• Less anterior knee pain
• Less quads damage

• 1: Seyler TM, Bonutti PM, Ulrich SD, 
Fatscher T, Marker DR, Mont MA. Minimally 
invasive lateral approach to total knee 
arthroplasty. J Arthroplasty. 2007 Oct;22(7 
Suppl 3):21-6
• 35 patients
• 93 % patient satisfaction
• Less anterior knee pain
• Early quad function return
• "instruments and implants that have 

not been customized for this 
approach led to a considerable rate of 
early complications"



Personal 
Experience

Ortho Trauma fellowship 2001

Trauma residency coordinator 
2002-2005 Orlando Health

Private trauma group 2005-2008

2009-present private practice





Primary Goal of 01 

• Design instruments to facilitate a lateral approach
o Reduce learning time

■ Before 01

• 200 cases learning curve

• Higher incidence of MCL injury

■ After 01 instrumentation

• 5 case learning curve and approximately 2 cadaveric labs





2nd goal of OI
Design the optimal implant and articulating 
surface

Advanced PF design 
concepts

Stem capable AM tibial tray-extends pf 
indications to osteoporotic patients

PF femur/tibia/patella

Inset and onlay PF patella

Articulating design 
highlights CR knees

Medial or Lateral Pivot capabilities

Vit E poly

HCCR
PS knee releasing this later this year 



Lateral Approach to TKA: Benefits
•Improved Patella tracking
•The approach is a Lateral Release
•Avoids Damaging the Medial Saphenous Nerve in the front of the knee
•Ie Less anterior knee pain

Indisputable

•Superior patient satisfaction
•Rapid ROM
•Less quadriceps damage
•Less Infection

Evidence is tracking to 
show (but more controlled 

studies needed)

•Your patient will just do better.
•Physicians who have adopted the approach average 50-100% growth in their knee 

business in the first year
•Average case for our surgeons are 400/yr.

Life changing growth for 
early adopters.







https://www.sciencedirect.com/journal/journal-of-orthopaedics
https://www.sciencedirect.com/journal/journal-of-orthopaedics/vol/49/suppl/C






Results

85% 
Can Kneel

90% 
Ambulatory 

Surgery

7% 
Complications

Range of motion improved at 6 
weeks PO with continued 
improvement throughout two-years. 



Results: Complication
Study Sample Size (n=1072 TKAs)

v90-day complication rate was 7%

Most Common Complications

1. DVT: n=26 (2.4%)
2. MCL Injury: n=12 (1.1%)*
3. Stiffness: n=10 (0.9%)
4. Wound: n=10 (0.9%)
5. All other complications <1%.

MCL injuries were documented from the 
time the MCL retractor was introduced. 
Greater proficiency with MCL retractor 
reduced incidence of MCL injury. 



Conclusions

• The lateral subvastus approach optimizes 
ROM, increases outpatient candidacy, results 
in few complications, and improves patient-
reported kneeling ability. These results 
remain stable over two years.

• No patients were required to stay for 
observation, average discharge time is <4 
hours.

• Poor wound closure and MCL injuries are 
more prevalent risks in a lateral subvastus 
approach to TKA but can be reduced given 
some adjustments.

• MCL retractor

• Osteotomized Gerdy’s Tubercle



Incision: Landmarks are the tibial 
tubercle, Gerdy’s tubercle, and the 
patella, curves off of the patella lateral 
to the vastus lateralis3

Osteotomizing Gerdy’s 
Tubercle provides a bone 
fragment that is used to 
fortify wound closure, 
compensating for the 
thin fascia.



Surgical Video: Cadaver- AAOS SVT



Video segments taken from: A Lateral Subvastus Approach to Total Knee Arthroplasty, A Novel Approach. 
American Academy of Orthopaedic Surgeons, Orthopaedic Video Theater. https://www.aaos.org/videos/.3



Steps to a 
lateral 
approach : 7 
steps
Important to 
follow these 
steps in this 
sequence

• Exposure: (90 Degrees of Flexion then extension)
• Tibial cut and removal: (Semi-extended 0-30 

degrees of flexion)
• Space creating function

• Patella preparation: (fully extended)
• Femoral preparation: (90 degrees of Flexion)
• Balancing: (fully extended with traction)

• Tibial keel preparation and Insertion of final 
implants: ( 70 degrees of flexion)

• Closure: (semi-extended)





• Bent cobb elevator 30 or 45 degree over the surface of the medial 
plateau and release the meniscal tibial ligaments as far posterior 
medial as possible 





{blind procedure}

8. If the knee does not go into hyperextension at this point you will have to resect 2-4 mm more 



Pearls

1. Bring the knee to 
full extension to slide 
the cut slot more 
medial

2. Release 
the posterior horns of 
the medial 
and lateral meniscus f
irst

3. Try to remove the 
tibia cut in one piece
























