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I N T R O D U C T I O N  
 
Unicompartmental knee arthroplasty is a bone preserving solution for patients with 

localized knee osteoarthritis. (1) Contrary to the total knee arthroplasty, this procedure 

allows to replace the single compromised compartment and preserve the rest of the 

cartilage and ligaments, allowing proper restoration of the knee biomechanics with a 

cinematic alignment method. There is conflicting evidence published in the literature 

regarding the benefits of the UKA, especially in the long-term follow – up, (3,4) 

however, it has been determined that the relative bad results are due to the low usage 

and caseload of the surgeons performing this procedure and outcomes had shown to 

improve in centers of excellence with experienced surgeons where results are similar 

to total knee arthroplasties. (6,7) 

 
 

D E S C R I P T I O N  O F  T H E  T E C H N I Q U E  

Indications: 
 

• Anteromedial Kelgrenn-Lawerence grade IV knee OA  

• Medial compartment spontaneous osteonecrosis of the knee with articular collapse (2) 

• Less than 25% lateral compartment collapse with weightbearing stress 

• Varus deformity corrected with manipulation. 

• Frontal plane deformity <15° 

• Flexion deformity <15°  

• No inflammatory pathology 

 

With the patient in the supine position and with lateral and knee flexion assistance, a medial parapatellar 
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incision is made and capsulotomy is performed with care of not damaging the patellofemoral cartilage. 

Exposition is performed with elevation of the capsuloligamentous flap in the tibia to allow visualization 

and removing tibial and femoral medial marginal osteophytes. The patella is then everted and 

addressed as deemed necessary, regularly only neurectomy and removal of osteophytes is needed. 

Then, with the knee at 90° the tibial plateau should be completely exposed to place the tibial cutting 

guide. Care must be taken to position it in line with the tibial crest and avoid internal rotation of the 

component. Varus – valgus and tibial slope is then defined for the cut. (0° varus and 5° tibial slope°) 

The tibial cut is performed with the saw and completed with an osteotome to allow blunt removal of the 

posterior border of the tibial bone block and avoid neurovascular complications. The tibial block is sized 

after complete osteophyte removal for appropriate determination of the tibial component size and soft 

tissue and meniscal remnants should be excised at this point. Gap evaluation in extension is done with 

the smaller trial to verify proper height of the tibial cut and stability with this first insert. With the knee in 

extension, the most anterior border of the tibia and the relation with the femoral condyle should 

determine the anterior border of the femoral component, which then should be marked. Femoral 

preparation is begun with the removal of the condyle cartilage with a saw and addressing the posterior 

femoral osteophyte with an osteotome. After this, femoral component trial is defined depending on the 

coaptation of the different sizes available and femoral preparation is completed. Tibial component 

preparation is then made with the previously sized trial and performing the tibial keel with an impactor. 

Trial components are then placed in the same order as the planned definitive components to evaluate 

proper stability and range of motion. Single stage, one cement dose cementation is then made 

beginning with the tibial component with the knee positioned at 60° flexion, external rotation, and valgus 

stress, then femoral component cementation is done with the knee in full flexion and excess cement is 

excised. Closure of the capsulotomy is done in a single plane using a bearded suture and subcutaneous 

tissue and skin is closed according to the surgeon’s preference.  
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R E S U L T S  
 

Prostheses should be evaluated taking into account its survival rate at 10 – 15 years, it also should be 

noted that in the case of UKA, different results had been published comparing the national registries, 

Australian registry (3) 10 – 15 years cumulative revision rate of 14.6% and 21% for UKA versus 5.5% 

and 6.5% TKA, UK national registries (4) showed 12 years cumulative revision rate 15% UKA vs 3.87 

TKA,  versus the centers of excellence that have proven that the procedure done by experienced 

surgeons with higher caseload and usage around 20% improve 20 years survival rates to 91% and 93% 

survival rate at 9years. These centers of excellence have also proven that the satisfaction and 

complication rate of the UKA is comparable to those of the TKA. (6,7) 

 

 
C O N C L U S I O N  
 

UKA is a safe procedure, with good long – term results and survival rate of the 

components in the hands of an experience surgeon. This surgical technique shows 

the step by step and our pearls to allow better results and avoid complications. 
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