
• Elbow AOA provides significant long lasting
improvements in pain and function.

• Long term gains in range of motion did not
however correlate with subjective pain or
functional outcomes scores.

• Patient satisfaction scores mirrored closely with
pain relief scores, implying the benefit of elbow
AOA is pain relief rather than range of motion
benefits.

Elbow Arthoscopic Osteocapsular Arthroplasty

Purpose

Arthroscopic osteocapsular arthroplasty (AOA) has
been used to treat mild to moderate elbow
osteoarthritis for over 2 decades, but the published
results are limited. We hypothesized that patients
with elbow arthritis treated with this technique would
have significant improvement in pain, range of motion
and subjective outcomes measures.
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MethodsMethods

• A consecutive series of 48 patients that underwent
AOA for mild-moderate osteoarthritis were
retrospectively reviewed. The cases were
performed by a single surgeon between December
2005 and January 2013. 31 patients returned for
final follow up evaluation.

• Demographic data, medical comorbidities and
physical examination findings were recorded.

• Subjective evaluation including pre- and post-
operative Visual Analog pain scores (VAS), and
Mayo Elbow Performance Scores (MEPS) were
recorded. Post-operative Disabilities of the Arm,
Shoulder and Hand (DASH) and American Shoulder
and Elbow Society (ASES) scores were also
collected.

• Clinical examination included: range of motion,
neurologic symptoms, and pain with relation to
elbow position.

• Preoperative and postoperative subjective and
objective data were compared using single factor
analysis of variance and Spearman rank-order
correlations.

Table I. Demographics
Age 52 years (20 to 77)

Gender 27 Males, 4 Females

Hand Dominance 30 Right, 1 Left

Operative Side 26 Right, 5 Left

Smoking 6 Yes, 25 No

Workers Compensation None

Co-morbidities 6 Diabetes Mellitus Type II

Follow Up 3.4 Years (range, 0.5 to 8 years

Table II. Subjective
Preoperative Postoperative P value

Visual Analog Score 6.4 (range, 0 to 9.6) 1.6 (range, 0 to 8.0) <0.01

Mayo Elbow Performance
Score 56.5 (range, 10 to 85) 87.9 (range, 50 to 100) <0.01
Disabilities of the Arm,
Shoulder, and Hand - 13.28 (range, 0 to 57.5) -

American Shoulder and Elbow (ASES)
Pain - 40 (range, 10 to 50) -

Function - 43.6 (range, 5.56 to 50) -
Satisfaction - 9 (range. 5 to 10) -
Composite - 83.59 (28.18 to 100) -

• ASES score: Pain is out of a total of 50 points, Function is out of 50 points, Satisfaction is an independent scale out of 10, and the Composite score is the pain
and function combined scales out of 100
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• VAS pain levels improved significantly from 6.4
(range, 0 to 9.6) preoperatively to 1.6 (range
from 0 to 8.0) postoperatively (p<0.01).

• MEPS improved significantly from a poor level,
56.5 (range 10 to 85), preoperatively to good,
87.9 (range 50 to 100) postoperatively
(p<0.01).
• (Excellent, >90; good, 75-89; Fair, 60-74; Poor, <60)

• Extension improved significantly from 24
degrees (range from 0 to 46) preoperatively to
12 degrees (range 0 to 32) postoperatively
(p<0.01).

• Flexion improved significantly from 126 degrees
(62 to 150) preoperatively to 135 degrees (98 to
152) postoperatively (p<0.01).

• Preoperative measurements were taken at the first consultation, Intraoperative measurements were obtained from the operative dictation, and Long term
measurements were recorded at the final follow up visit.

Table III. Objective
Preoperative Long Term

Extension (degrees) 24 (0 to 46) 12 (0 to 32)

Flexion  (degrees) 126 (62 to 150) 135 (98 to 152)

Supination  (degrees) 78 (50 to 80) 79 (60 to 80)

Pronation  (degrees) 80 (75 to 80) 80 (60-80)

•Future areas of research include long term
outcomes of AOA vs. other operative techniques (e.g.
Outerbridge-Kashiwagi) for pain control and objective
clinical criteria as

well as optimal operative technique
with regards to capsular release.


