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Historical Background

Retrospective study (1977-1986)
UKA 68 patients with ACL deficient knee

Implant Lotus (plateau fixe)

15 revision (22%)
Including 13 during the first 4 years



Historical Background

37 UKAs with deficient ACL (pre-op stress X-rays)
Oxford UKA

Six failure (16.2%) at 36 months
mean FU 36 months

And 3 revisions if ACL intact (4.7%)



Historical Background



ACL deficient knee is not a strict contraindication anymore

But … ACL Rec + UKA around 2 per year out of 500 knees



2 situations
Chief complain ?

1. Instability and pain
Seconday OA

- Young and active
- Trauma à ACL rupture  à medial OA

1. Pain alone !
Primary OA

- Older and low activity level
- No Trauma / medial OA à ACL rupture



Evaluation
1. Clinical evaluation :

- Full range of knee motion
- Frontal and sagittal knee stability
- Status of the « uninvolved » compartment

2. Radiological evaluation : 



Evaluation



Evaluation





Pain, OA, no instability, older, low demand

- Conventional UKA
- Posterior slope 0°



Pain, OA, no instability, older, low demand

>7° of slope should be avoided



Instability and pain, younger - higher demand

Do what you do well and often

- UKA + ACL reconstruction
- One stage or 2 stages
- Arthro + open
- BTB versus harmstring
- Fixed versus mobile



Oxford : BTB or Harmstring + mobile bearing UKA

- 1/3 medial of the BTB to 
preserve the tendon 
vascularisation

- Tunnel through the harvesting
site



My preference

- Fixed bearing UKA and harmstrings
- One stage
- Arthro + Open
- Outside in femur
- Robotic



Instability and pain, younger - higher demand

Mr P.
58 years old

• Left knee
• History : ACL rupture 2 years ago
• Sports : marathon & trail, ski, tennis
• Symptoms : 

• Painful day and night

• Treatments : 
• Rehabilitation
• Viscosupplementation and CS injection : no pain relief



Instability and pain, younger - higher demand

• Clinical exam : 
• 174 cm, 75 kg
• Varus : 0,5 FB
• ROM : 0/2/130
• Lachman : delayed firm end point
• Pain +++ medial compartment only



XRay



HKA 176

XRay



MRI



1. Arthroscopy 1st

- Confirm indication

- Lateral and PF 
compartment

debridment if necessary

- Notch : osteophytes
removal ++



2. Graft harvesting and tunnels drilling

Tibial tunnel in skin incision
More laterally to avoid conflict with

tibial cut.



3. Femoral and tibial preparation

Robotic assisted surgery

Accuracy in UKA positioning and 
ligament balancing



3. Femoral and tibial preparation

• Balance during complete ROM
• Centered position 
• Control the slope



Check there is no conflict between the tibial 
tunnel and the tibial component

4. No conflict with tibial tunnel



- Trials 
- Graft through tunnels
- Tibial fixation
- Check ROM and gaps

5. Trials - Graft



6. UKA cementing



7. Graft fixation

Anisometry
Full extension





Rehab

• Full weight-bearing
• Similar to UKA
• Return to sport 4 months



Results

• Systematic review.: 8 studies
• 186 patients, 50.5 years
• Mean follow-up of 37.6 months
• Tibial inlay dislocation (n = 3)

Conversion to a total knee arthroplasty (n = 1)
Stiffness requiring manipulation under anaesthesia (n = 1)
Retropatellar pain requiring arthroscopic adhesiolysis (n = 1)



Our experience



Rx





MRI







Post op



• Technically demanding procedure
• Flexion / Extension gap 

à robotic surgery ++

Take Home Message

- Chief complain.
- Low demand and older,  no instability : 
UKA + slope management.
- Young and active, instability and pain : 
UKA + ACL.
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