
 

 

 

 

 

Patient Information Leaflet – Osteotomy Surgery 

What is an Osteotomy 

An Osteotomy is a surgical procedure performed around the knee joint to help relieve pain and 

improve function in patients with early osteoarthritis (wear and tear) once non-operative treatment 

has failed. It involves cutting either the tibia (shin bone) or the femur (thighbone) and realigning the 

leg to help relieve pressure in the painful arthritic part of the knee joint.  

Why is an Osteotomy needed?  

Osteotomy of the knee is usually indicated in younger more active patients whose arthritis is at an 

early stage and in only one part of the knee joint. However, with preoperative digital planning and 

modern surgical techniques increasing accuracy and safety it has been shown to have good 

results in older patients wishing to avoid joint replacement. Osteoarthritis can develop when the 

bones of your knee and leg do not align properly putting added stress onto the joint surface 

causing wear and tear. Patients are either “knock kneed” or “bow legged”. Realigning your knee 

and leg will shift your weight off the damaged side of the knee helping to relieve pain, improve your 

function and delay further progression of the arthritis. 

What are the advantages of an Osteotomy over a knee replacement?  

Osteotomy aims at relieving pain and preserving your own knee joint delaying the need for a knee 

joint replacement for some years. It can allow a younger patient to lead a more active lifestyle for 

many years. Unlike after a knee replacement(where there are limitations in what you are allowed to 

do) following recovery you will be permitted to return to your full activities even impact sports if you 

are able and wish to. Around 80% - 90% of patients feel a significant improvement in their knee 

following an Osteotomy. In the future if your arthritis has progressed you can still have a knee 

replacement.  



 

 

Many years ago before joint replacement, osteotomy was the standard technique for treating 

osteoarthritis of the knee. However realigning the knee was carried out by “eyeballing” the 

correction and therefore results were mixed.  

Some patients’ knees were overcorrected resulting in arthritis developing on the normal side of the 

joint and others were under corrected resulting in persistent pain. Also with older surgical 

techniques and instruments the risk of nerve and blood vessel damage was higher.  

When joint replacement came along and started yielding good results, osteotomy was abandoned 

except in very young patients with osteoarthritis. With careful preoperative planning and modern 

surgical techniques the planned correction is now more reliably achieved and osteotomy has had a 

resurgence over the last 10-15 years. It is widely practiced in other parts of the world but is not 

widely available in the UK due to lack of surgical experience and old prejudices.  Osteotomy has 

become a procedure that has a number of advantages over joint replacement and can be 

considered in a significant number of patients with painful knee osteoarthritis. 

The results of knee replacement are not as good as hip replacement. We know from the National 

Joint Registry that up to 20% of patients who have had a knee replacement without a complication 

can be unhappy with their outcome. The knee joint is a much more complex structure than the hip 

and so a knee replacement does not recreate a normal joint. It is well known that younger patients 

do worse than older patients after total knee replacement surgery. Also once bone has been 

removed from the knee joint and replaced with metal and plastic you do burn your bridges and any 

further problems will need more surgery. Knee replacements do have a limited lifespan and 

revision surgery can be extremely demanding. Also complications such as infection or fracture 

within or around a knee replacement can be a devastating complication, particularly in the young 

patient, often requiring further major surgery. 

What does the surgery involve?  

You will have long leg alignment x-rays performed to help your surgeon plan surgery accurately. 

A Digital Software Program is used to determine which bone needs to be cut and the amount of 

correction required.  



 

 

 

The osteotomy is either an “opening wedge” where the bones are separated or “closing wedge” 

where a wedge of bone is removed and the cut ends brought together. The cuts are done initially 

on the computer and the amount of correction required in mms is calculated. 

This Patient had early osteoarthritis on 
the inside of the right knee and was 
“bow legged”. You can see the red line 
passes through the inside rather than 
the middle of the knee joint 



 

 

 

 

 

During the operation accurate surgical cuts are made in either the tibia (shin bone) or 

femur (thigh bone) to achieve the planned correction of your leg alignment. The corrected 

bone is held firmly in place with a metal plate and screws.  



 

 

 

 

 

 

This is an example of 
an opening wedge 
osteotomy of the tibia 



 

 

 

 

 

 

 

This is an example of a closing wedge osteotomy of the femur (thigh bone) 



 

 

What are the risks of surgery?  

A risk of complications is present with any surgery. Some of the possible complications are listed 

below:  

  Infection - Infection can occur with any operation. Special precautions are taken to reduce 

this risk. The infection risk is low, less than 1 in 100 (1%), and can usually be treated with 

antibiotics. In some cases it may be necessary to perform further surgery.  

 

  Blood Clots - Blood clots are rare particularly if you mobilise early as instructed by the 

physiotherapists. A blood clot if left untreated can become serious.  

 

  Stiffness - Post operative stiffness of the knee joint is rare. Some patients may struggle to 

regain the ability to fully straighten the knee. Usually physiotherapy reduces the risk.  

 

  Delayed Healing - Sometimes the two bone edges do not heal together as planned – 

known as delayed union. This usually requires a further operation. Smoking significantly 

impairs bone healing as can anti-inflammatory tablets, and some surgeons will avoid these 

after surgery until the bones have healed.  

 

  Failure - It is unusual to see little or no improvement and exceptionally rare to be made 

worse by your surgery. Failure to relieve some or all of your symptoms can occur although 

you can continue to see improvement in your symptoms for up to 18 months.  

 

  Nerve damage – Major nerve damage is extremely rare but you may feel a loss of 

sensation to touch surrounding your scars or the front of your knee.  

 

  Bleeding - Bleeding is rare, but some bruising may still occur. If a collection of blood results 

(haematoma), it may need to be drained. Rarely damage can occur to blood vessels behind 

the knee; this can lead to loss of circulation to the lower leg and foot, which may require 

further surgery. 

 



 

 

 

How long will I need to stay in Hospital?  

Osteotomy surgery will require you to have a period of time in hospital and most people stay in 

hospital for one or two nights. You will be discharged home when you are safe to do so.  

What happens after the operation?  

You will have a bandage on that can be removed the next day, it is important to keep the wound 

dry to reduce the risk of infection. Many years ago patients were on crutches for 3 months or in 

plaster for 1-2 months. Nowadays, you will be encouraged to mobilise immediately and in most 

cases there will no brace, just crutches. With the most common type of osteotomy (Tibial 

Osteotomy), patients begin to put some or even full weight through the leg straight away, but 

usually can fully weight bear by 2-3 weeks. Patients will usually be walking unaided within 6-8 

weeks of the surgery. When you can return to work depends on your job. If you have a desk based 

job you can return to work when your pain allows and you can travel back and forth to work safely 

which can take up to six weeks. If you have a manual job you are likely to need a longer recovery 

period of up to 3 months.  

 

  


