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ABSTRACT
Objective: To assess the clinical and radiological outcomes of patients who underwent a unicompartmental knee arthroplasty 
(UKA), as well as the complication rate and implant survival. Materials and Methods: We present a retrospective descriptive study 
of 68 consecutive patients (70 knees) who underwent UKA between 2013 and 2020, with an average follow-up of 57.7 months 
(range 24-105) and an average age of 61 years (range 34-79). 46.5% of the patients were male. The average BMI was 29.9 (range 
20-39). The most frequent etiology was osteoarthritis of the medial femorotibial compartment with a varus >7°. To assess the
outcomes, the visual analog scale (VAS) for pain and the Knee Society Score (KSS) were used. The complication and implant
survival rates were evaluated. Results: The average decrease in the VAS pain scale was  4.4 ± 1.9. The average score on the
postoperative KSS functional and clinical scales were 77.4 ± 13.7 and 70.2 ± 17.7, respectively. The postoperative complication rate
was 7% (5 cases). The surgical reoperation rate was 15.5% (11 patients): nine cases for persistent pain, one case for joint stiffness,
and one case for aseptic loosening. Conclusions: UKA is an effective therapeutic option for patients with unicompartmental knee
osteoarthritis, providing good clinical results with an acceptable rate of complications; however, it provides a considerable implant
revision rate.
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Level of Evidence: IV

Prótesis unicompartimental de rodilla. Resultados clínico-radiográficos y análisis de la supervivencia del 
implante

RESUMEN
Objetivo: Evaluar los resultados clínicos y radiográficos en pacientes sometidos a artroplastia unicompartimental de rodilla, así 
como la tasa de complicaciones y la supervivencia del implante. Materiales y Métodos: Estudio descriptivo retrospectivo de 68 
pacientes consecutivos (70 rodillas) sometidos a artroplastia unicompartimental de rodilla entre 2013 y 2020, con un seguimiento 
medio de 57.7 meses (rango 24-105) y una media de la edad de 61 años (rango 34-79). El 46,5% eran hombres. El índice de 
masa corporal medio era de 29,9 (rango 20-39). El diagnóstico más frecuente fue la artrosis del compartimento femorotibial me-
dial con un varo <7°. Los resultados se evaluaron con la escala analógica visual para dolor y el Knee Society Score (KSS). Se 
evaluó la incidencia de complicaciones y la tasa de supervivencia del implante. Resultados: La disminución media en la escala 
analógica visual para dolor fue de 4,4 ± 1,9. Las puntuaciones medias posoperatorias en las escalas funcional y clínica del KSS 
fueron de 77,4 ± 13,7 y 70,2 ± 17,7, respectivamente. La tasa de complicaciones posquirúrgicas fue del 7% (5 casos). La tasa de 
reintervención quirúrgica fue del 15,5% (11 pacientes): nueve casos por persistencia del dolor, uno por rigidez articular y otro por 
aflojamiento aséptico. Conclusiones: La artroplastia unicompartimental de rodilla es una opción terapéutica eficaz para pacientes 
con gonartrosis unicompartimental de rodilla; se logran buenos resultados clínicos con una aceptable tasa de complicaciones; sin 
embargo, la tasa de revisión del implante es considerable.
Palabras clave: Prótesis unicompartimental; rodilla; compromiso unicompartimental; supervivencia.
Nivel de Evidencia: IV

Unicompartmental Knee Arthroplasty. 
Clinical-Radiographic Results and Analysis 
of Implant Survival
Vicente Marquina Moraleda, Gema Gastaldi, Sara Fuentes, Rafael Colomina, Pablo Jover, Lorenzo Hernández
Orthopedic Surgery and Traumatology Service, Consorcio Hospital General Universitario de Valencia, Valencia, Spain

CLINICAL RESEARCH

Esta Revista está bajo una Licencia Creative Commons Atribución-NoComercial-Compartir 
Obras Derivadas Igual 4.0 Internacional. (CC-BY-NC-SA 4.0).Rev Asoc Argent Ortop Traumatol 2022; 87 (6): 772-780 • ISSN 1852-7434 (en línea)

Received on March 16th, 2022. Accepted after evaluation on July 14th, 2022  •  Dr. VICENTE MARqUINA MORALEDA  •  vmarquina94@gmail.com               https://orcid.org/0000-0003-4030-5215

How to cite this article: Marquina Moraleda V, Gastaldi G, Fuentes S, Colomina R, Hernández PJL.Unicompartmental Knee Artrhoplasty. Clinical-Radiographic Results and Analysis of Implant 
Survival. Rev Asoc Argent OrtopTraumatol 2022;87(6):772-780. https://doi.org/10.15417/issn.1852-7434.2022.87.6.1540

ID



Unicompartmental Knee Artrhoplasty

Rev Asoc Argent Ortop Traumatol 2022; 87 (6): 772-780 • ISSN 1852-7434 (online) 773

INTRODUCTION
The surgical treatment of degenerative disease of a single compartment of the knee continues to be a subject of 

controversy that varies depending on the schools of thought and the experience of the surgeon.1Likewise, the an-
nual demand for gonarthrosis arthroplasties is expected to increase considerably in the near future due to the aging 
of the population.2.3

Among the current therapeutic options, we can highlight unicompartmental knee arthroplasty (UKA), total knee 
arthroplasty (TKA),4 arthroscopic lavage, alignment osteotomies5 and, very recently, osteochondral grafting and 
cultured cartilage cell transplants.6 Specifically, UKA is a procedure that preserves bone stock and cruciate liga-
ments, which allows good kinematics, while preserving knee proprioception.

Although the scientific evidence indicates that functional outcomes in the medium and long term are favorable 
in patients undergoing UKA,7 there are studies that report a considerable rate of implant revision. In addition, it is 
a technically demanding procedure and its indication remains a controversial issue.8

The aim of this study was to evaluate the clinical and radiographic results in patients undergoing UKA, as well 
as the rate of complications and implant survival.

MATERIALS AND METHODS
Study design

A retrospective descriptive study of 70 knees (68 patients) operated on by the same surgical team at our institu-
tion between September 2013 and March 2020 using a fixed polyethylene cemented UKA was performed. The 
minimum follow-up was two years. Inclusion criteria for UKA were the involvement of a single compartment of 
the knee, the presence of competent cruciate ligaments, <10º flexion or none at all, and <7º varus-valgus deformity 
on preoperative anteroposterior and lateral radiographs.

The exclusion criteria were: involvement of more than one compartment, inflammatory arthritis, and ligamen-
tous instability. Body mass index (BMI), age and level of physical activity of the patient were not considered 
exclusion criteria.

Surgical technique
All patients underwent the placement of a fixed-bearing Triathlon® PKR (Stryker®, NJ, USA) unicompartmen-

tal prosthesis according to the usual technique. The patient is placed in the supine position. Under aseptic and isch-
emic conditions, a medial parapatellar approach is performed, dislocating the patella laterally. All patients were 
administered antibiotic prophylaxis with cefazolin, and a redon drain and a compression bandage were placed at 
the end of the intervention.

The tibial component is always approached first, pinning the assembly to the proximal end of the tibia, just 
anterior to the anterior cruciate ligament insertion. In this way, the assembly is anterior to the tibial crest and 
centered in the ankle joint, ensuring parallelism with the tibia and, therefore, the tibial inclination of the implant. 
Afterwards, the varus/valgus adjustment of the prosthesis is performed by modifying the adjustment knob that 
regulates the mounting medially or laterally. Varus deformity should not be overcorrected, because this approach 
will place undue stress on medial soft tissue structures, causing pain and increased contact forces in the contralat-
eral compartment, predisposing to further wear. Then, the vertical tibial resection is performed at the tibial spine, 
just medial to the insertion of the anterior cruciate ligament to avoid damaging its fibers, and reaching up to the 
upper surface of the tibial resection guide. The transverse tibial resection is continued to the posterior part of the 
joint. The flexion gap is checked, the minimum component of which comprises a thickness of 8 mm, the tibial cut 
can be increased if this spacer does not fit and then the extension gap is determined and, by subtracting both gaps, 
the distal resection guide for femoral preparation is determined. The distal resection guide is attached to the spacer 
with the leg in extension, this assembly is below the distal femoral bone; before performing the distal femoral 
osteotomy (using the 2-in-1 cutting block system, in extension and in flexion), the good alignment of the assembly 
is verified. Tibial rotation and knee flexion are adjusted so that the spacer block rests on the tibial resection and 
the posterior part of the 2-in-1 cutting block rests on the resected distal femur. The tibial size is then calculated 
using a caliper, the knee is placed at 90º of flexion and the trial femoral component is placed, which is considered 
adequate when it leaves 2-3 mm of exposed bone above its anterior edge. If the femoral component is between two 
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sizes, the smaller one is chosen in order to promote better patellar tracking. The tibial trial is then placed. Stability, 
placement, and alignment in all axes of the knee are verified.

Then, the femoral and tibial pivots are prepared by drilling. The tibial and femoral components are cemented, 
and both final components are impacted. Finally, the insert is inserted by pushing it posteriorly until it engages 
with the tibial tray in the posterior part, impacting it after its placement.

All patients were immobilized with a compression bandage. As of the second post-surgical day, active range of 
motion exercises of the joint began, at which time the redon and bandage were removed.

Demographic data
The study included 37 women (52.9%) and 33 men (47.1%), with a mean age of 60.8 years (range 34-79). The 

diagnoses were: gonarthrosis (grade III or IV of the Ahlbäck classification) (48 cases, 68.6%), osteonecrosis (13 
cases, 18.6%), osteochondritis (5 cases, 7.1%) and post-traumatic osteoarthritis (4 cases, 5.7%).

91.4% (64 cases) had involvement of the medial compartment and 8.6% (6 cases) of the lateral compartment. 
In 31 cases (44.3%), the operated knee was the left and, in the remaining 39 cases (55.7%), the right.

The mean BMI was 29.9 (range 20-39). Twenty-nine patients (41.4%) had been infiltrated with intra-articu-
lar corticosteroids before surgery, without clinical improvement; four (5.7%), with intra-articular platelet-rich 
plasma, without improvement; and five (7.1%) had received both treatments on different occasions. The rest (32 
cases; 45.7%) had no previous infiltrations.

Half of the patients had already undergone knee arthroscopy and, in all, a partial meniscectomy of the affected 
compartment had been performed. Two had been operated on for a post-traumatic lateral tibial plateau fracture, 
by open reduction and internal fixation with screw-retained plates; and another had undergone patellar realign-
ment.

Assessment methods
The cases were retrospectively analyzed by three surgeons—different from the main surgeon—who reviewed 

the medical records. The clinical and radiographic follow-up was carried out in outpatient offices of the center at 
one month, three, six and 12 months, and then annually after surgery.

The pre- and post-surgical radiographic anatomical axes were determined and the presence or absence of ra-
diolucencies in the last clinical follow-up was evaluated using anteroposterior weight-bearing and lateral radio-
graphs at 45º, taking into account the method proposed by Kalra et al.9 Pre- and postoperative pain was assessed 
using the visual analog scale (VAS). In the last follow-up visit, the clinical result was evaluated by measuring 
the joint balance of the operated knee with a goniometer and the use of the Knee Society Score (KSS), and these 
values were compared with those of the preoperative period.10

In addition, applying the multiple linear regression model, we analyzed whether age, BMI, and sex affected the 
functional outcome.

A survival study of the implant was carried out with the Kaplan-Meier survival analysis, associating the sur-
vival curve of the series presented and assuming as “rescue” all those patients who required a new surgery for the 
replacement of some component of the prosthesis or the entire implant. We evaluated whether implant survival 
was significantly modified by any of the factors measured (sex, BMI, and age) separately, using the logarithmic 
order test, which takes into account the differences in survival between the different groups in all the follow-up 
stages. In addition, these factors were analyzed using a multivariable analysis with the Cox regression model, in 
order to determine the effects of these variables over time until prosthesis salvage.

The incidence of intra- and postoperative complications was determined, as well as the implant revision rate.

Statistical Analysis
The descriptive analysis of the categorical variables is expressed as absolute and relative frequency; quantita-

tive variables are described with mean and standard deviation (SD). The normality of both quantitative and quali-
tative variables was verified using the Kolmogorov-Smirnov test. In all statistical analyses, the significance level 
was set at 5%. Data were analyzed with the statistical programs SPSS 22 and XLSTAT for MAC OS.
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RESULTS
Mean follow-up was 57.7 months (range 24-105). The functional outcomes are shown in Table 1.
In the analysis using the multiple linear regression model of the age, sex and BMI variables and their influence 

on the functional result in the KSS, statistically significant differences were observed in terms of sex: the results 
were better in men (CI95% of -14.25 to -1.6, p = 0.014). There were no significant differences in terms of age and 
BMI. The implant survival rate was 84.3% (Figure 1).

Table 1. Clinical-functional outcomes of the series

VAS KSS Anatomical axis

Preoperative 6.8 ± 1.2 56.8 ± 16.3 5.2 ± 7.5º

Posoperative 2.3 ± 1.8 77.4 ± 13.7 4.1 ± 7.7º

p 28 1 7

Results are expressed as mean and standard deviation. VAS = visual analog scale, KSS = Knee Society Score.

Figure 1. Implant survival rate. Kaplan-Meier survival curve.
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Taking into account that our study is limited to the maximum follow-up period (specifically, a maximum follow-
up of 105 months), the median survival time is 78.7 months (CI95% 71.3-85.9) (Table 2). If the 5-year survival 
time is calculated, the result is 88.6%.

Table 2. Implant survival time.

Mean estimation Standard deviation Inferior limit CI95% Superior limit CI95%

78.6 3.7 71.3 85.9
CI95% = 95% confidence interval.

The results of the univariate log-rank survival analysis test were not statistically significant for the BMI and age 
variables. However, significant differences were obtained in the sex variable for implant survival (X²(1) = 6.04; p 
= 0.014) (Figure 2).

Figure 2. Kaplan-Meier survival curve by sex.
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The results in the multivariable analysis according to the Cox regression model (Table 3) were not significant for 
the variables age (p = 0.421) and BMI (p = 0.077); while, for the sex variable, the differences were significant (p 
= 0.016), the revision rate was higher in women.

Table 3. Cox regression for the variables age, sex and body mass index*

B* SE* Wald* df* Sig.* Exp (B)*

Age -22 27 648 1 421 978

Sex 1936 804 5793 1 16 6929

Body mass index -134 76 3120 1 77 875

*Significant for the sex variable.
B = coefficient, SE = standard error of B, Wald = Wald test, df = degrees of freedom. Sig. = p value (significance level p<0.05), Exp(B) = estimated odds ratio.

The complication rate in the series was 7% (5 cases): a hematoma that was resolved by conservative treatment; a 
surgical wound dehiscence that was treated with the Friedrich method and closure of the wound; a surgical wound 
infection healed with antibiotic treatment; one case of joint stiffness and another of aseptic loosening of the pros-
thesis, in which it was necessary to replace the prosthesis to TKA.

The implant revision rate was 15.7% (11 cases), there were complete conversions from unicompartmental ar-
throplasty to TKA. All revision surgeries were in patients with UKA of the medial compartment. The causes of 
the reinterventions were: persistent postoperative pain that did not improve with conservative treatment (9 cases); 
aseptic loosening of the implant detected by radiolucency in control radiographs (1 case) and joint stiffness that 
did not improve with rehabilitation treatment (1 case).

DISCUSSION
The treatment of single compartment gonarthrosis continues to be a subject of study, and UKA occupies a promi-

nent place. In fact, recent research has shown the profitability of this implant when the surgical indication is ad-
equate.11 On the other hand, a wrong indication can generate a higher revision rate and worse clinical outcomes.12

In this sense, in 1989, Kozinn and Scott established the indications and the inclusion and exclusion criteria to 
select UKA candidate patients, which are the same as those taken for this study.13 However, these indications have 
expanded, as can be seen in a review of five cohort studies carried out by van der List et al., in which good clinical 
outcomes were obtained in patients with mild to moderate patellofemoral involvement, without any differences in 
functional outcomes or in the risk of implant revision.14 Likewise, Johal et al., and Jennings et al. obtained good 
clinical outcomes in patients >60 years and BMI >30.8,11 The absence of an anterior cruciate ligament as a contra-
indication to UKA has recently been questioned. Several studies show acceptable results in patients who under-
went ACL and UKA reconstruction at the same surgical stage, without increased revision rates, when compared 
to patients with competent ACL and knee kinematics similar to those of patients with an intact anterior cruciate 
ligament.8

The affected compartment is usually the medial one, while the lateral one is involved in 10% of the cases, ac-
cording to some studies.15 In our series, the incidence of lateral involvement was 8.6% (6 cases).

Regarding the implant, UKA is characterized by its minimal replacement design of the affected joint compart-
ment. It is necessary to take into account that, when implanting this prosthesis, an elasticity gradient is created 
between the operated compartment and the non-operated compartment, which can affect the transmission of forces 
in the joint. While TKA imposes its own biomechanics on the operated knee, UKA should resemble the native knee 
anatomy as closely as possible to maintain patient-specific force patterns with improved dynamic proprioception 
and postural control in comparison to that of TKA.16  In this regard, it should be noted that, in our specific case, 
the mean post-surgical anatomical axis was 4.1 ± 7.7º; while the mean pre-surgical axis was 5.2 ± 7.5º. A mean 
undercorrection of 1.1º was obtained, preserving the elasticity gradient and allowing a clinical-functional improve-
ment of up to 20.6 points in the KSS.
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As described by Schaafer et al., overcorrections of 5° in the operated compartment can increase mechanical 
forces by 88% over the other compartment, so this type of implant should be placed with an undercorrection of 
3° to 5°, thus preserving the tibial epiphyseal bone stock and the good functionality and proprioception of the 
intervened joint.7

Regarding implant revision rates, UKA has been associated with higher revision rates when compared to the 
TKA since its introduction in 1970.17  In a systematic review by Arirachakaran et al.,4 three studies were included 
that compared the functional outcomes and  revision rate of patients undergoing UKA or TKA. The authors found 
that there were no significant differences in terms of short-term functional outcomes; however, UKA patients had 
a 5.4 times higher revision rate than TKA patients.

The implant revision rate in our series was 15.7% (11 cases) and the calculated 5-year survival rate was 88.6%. 
There is considerable discrepancy between cohort studies and national prosthetics records on UKA implant sur-
vival, a mean survival rate of 90.5% was observed in cohort studies and 84.1% in national records. Wilson et al. 
conducted a systematic review of 60 studies divided into three groups: seven publications from six randomized 
clinical trials, 17 joint national records and national database studies, and 36 cohort studies. The 5-year revision 
rates were higher for UKA than TKA in all three study groups (hazard ratio 5.95 (1.29-27.59), 2.50 (1.77-3.54) 
and 3.13 (1.89-5.17), respectively).18 Similarly, a systematic review of cohort studies and national records found 
that the mean 10-year UKA survival was 90.5% in the cohort studies, but only 84.1% in the national records. The 
15-year survival was 87% and 69.6%, respectively.19 The revision of a UKA with another UKA obtains a worse
survival than the revision with TKA.20

Revision rates in national records are the highest overall, because surgeons who perform the most surgeries 
tend to publish their own series, while surgeons who perform fewer UKAs annually are included in national 
records.2Regarding the most frequent causes of revision, the most common are aseptic loosening (43-30%), dis-
ease progression (29-20%), unexplained pain (23-10%), instability (6% ), infection (5%) and polyethylene wear 
(4%).11,19,22-24  In our series, the most frequent reason for revision was persistent pain (9 cases), which coincides 
with other research, such as a systematic review of 39 studies carried out by Thienpont, which describes that 
UKA revision rate for unexplained pain was 6.76 times higher than that for TKA.15

From this study, we highlight the need for further research to clarify the probable cause of this persistent pain.
There are different risk factors that influence an earlier UKA revision. According to the Australian registry of 

prosthetics, which includes 46,094 UKAs, the risk factors are female gender and young age, with a 10- and 15-
year revision rate of 14.6% and 21%, respectively.11 In our study, the female gender was a risk factor that signifi-
cantly influenced implant survival, but the same did not occur with age and BMI.

Other factors that influence UKA revision are the surgeon’s preference and the difficulty perceived by the 
surgeon for the conversion to total knee replacement.22 Thus, if UKA revision is perceived as an easy procedure, 
surgeons may be more inclined to revise implants in patients with unexplained pain, thus increasing revision 
rates.24 In a systematic review of five studies and 536 patients carried out by Sun et al. to compare the clinical 
outcomes of UKA converted to TKA and primary TKA, the primary TKA group outperformed the revised UKA 
group in terms of scores on the WOMAC, KSS, and active joint balance scales.1 However, although revision from 
UKA to TKA may not have similar results to primary TKA, morbidity has been shown to be lower than with 
revision TKA.25

In addition, the number of UKAs that the surgeon performs per year is a factor to take into account in implant 
revision.26 As reported in some studies, the revision rate may be higher if surgeons perform fewer than 15 UKAs 
per year.15 In a meta-analysis by Sun et al., UKA revision rates increased from 8.3% in surgeons who placed one 
unicompartmental implant per year to 1% in those who performed more than 12 UKAs per year.1 In addition, 
these less experienced surgeons can increase the inclusion of total knee replacements in patients who are candi-
dates for unicompartmental replacements (usage phenomenon) due to the high revision rate that they can cause 
due to the low volume of annual surgeries, which reaches 11% according to national records.21 As described in 
the study by Hamilton et al., this fact has been associated with a lower revision rate.27 It should be noted that one 
of the advantages of our study is that all the implants were placed by the same surgical team from the knee unit 
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of the same hospital and that the number of UKAs per year is higher than the minimums reflected in published 
studies.

The type of implant in all cases was a fixed polyethylene cemented unicompartmental prosthesis. A recent 
systematic review of cohort studies and national registries found higher rates of aseptic loosening in mobile poly-
ethylene implants than in fixed ones, but higher rates of disease progression in fixed ones. In contrast, medium-
term survival for cemented and uncemented implants was comparable between groups with survival rates greater 
than 95%.11

The limitations of this study are that it does not have a control group of patients who underwent TKA to compare 
results between groups and that more specific complementary tests, such as computed tomography or magnetic 
resonance imaging, were not performed to more accurately assess the outcome and the presence of loosening of 
the implant, as well as for preoperative planning.

CONCLUSION
UKA is a therapeutic option that provides good clinical results with an acceptable rate of complications in 

patients with unicompartmental gonarthrosis of the knee; however, the implant revision rate is higher than with 
TKA.

REFERENCES

1.  Sun X, Su Z. A meta-analysis of unicompartmental knee arthroplasty revised to total knee arthroplasty versus
primary total knee arthroplasty. J Orthop Surg Res 2018;13(1):158. https://doi.org/10.1186/s13018-018-0859-1

2.  Pollock M, Somerville L, Firth A, Lanting B. Outpatient total hip arthroplasty, total knee arthroplasty, and
unicompartmental knee arthroplasty: A systematic review of the literature. JBJS Rev 2016;4(12):e4.
https://doi.org/10.2106/JBJS.RVW.16.00002

3.  Ford MC, Walters JD, Mulligan RP, Dabov GD, Mihalko WM, Mascioli AM, et al. Safety and cost-effectiveness of
outpatient unicompartmental knee arthroplasty in the ambulatory surgery center: A matched cohort study. Orthop
Clin North Am 2020;51(1):1-5. https://doi.org/10.1016/j.ocl.2019.08.001

4.  Arirachakaran A, Choowit P, Putananon C, Muangsiri S, Kongtharvonskul J. Is unicompartmental knee arthroplasty
(UKA) superior to total knee arthroplasty (TKA)? A systematic review and meta-analysis of randomized controlled
trial. Eur J Orthop Surg Traumatol 2015;25(5):799-806. https://doi.org/10.1007/s00590-015-1610-9

5.  Fernández Fernández R, Ordóñez Parra JM. El papel actual de la osteotomía de rodilla en la artrosis. Rev Esp Cir
Ortopédica Traumatol 2002;46(5):465-75. IBECS ID: 18542

6.  Brucker PU, Braun S, Imhoff AB. Mega-OATS technique – Autologous osteochondral transplantation as a salvage
procedure for large osteochondral defects of the femoral condyle. Orthop Traumatol 2008;20:188-98.
https://doi.org/10.1007/s00064-008-1301-3

7.  Schaefer R. Prótesis unicompartimental de rodilla. Rev Asoc Argent Ortop Traumatol 1999;64(4):290-5. Disponible
en: http://aaot.org.ar/revista/1993_2002/1999/1999_4/640406.pdf

8.  Johal S, Nakano N, Baxter M, Hujazi I, Pandit H, Khanduja V. Unicompartmental knee arthroplasty: The past,
current controversies, and future perspectives. J Knee Surg 2018;31(10):992-8.
https://doi.org/10.1055/s-0038-1625961

9.  Kalra S, Smith TO, Berko B, Walton NP. Assessment of radiolucent lines around the Oxford unicompartmental knee
replacement: sensitivity and specificity for loosening. J Bone Joint Surg Br 2011;93(6):777-81.
https://doi.org/10.1302/0301-620X.93B6.26062

10. Martínez JP, Arango AS, Castro AM, Martínez Rondanelli A. Validación de la versión en español de las escalas de
Oxford para rodilla y cadera. Rev Colomb Ortop Traumatol 2016;30(2):61-6.
https://doi.org/10.1016/j.rccot.2016.07.004

––––––––––––––––––
Conflict of interest: The authors declare no conflicts of interest.



780

V. Marquina Moraleda et al.

  Rev Asoc Argent Ortop Traumatol 2022; 87 (6): 772-780 • ISSN 1852-7434 (online)

11. Jennings JM, Kleeman-Forsthuber LT, Bolognesi MP. Medial unicompartmental arthroplasty of the knee. J Am Acad
Orthop Surg 2019;27(5):166-76. https://doi.org/10.5435/JAAOS-D-17-00690

12. Murray DW, Liddle AD, Judge A, Pandit H. Bias and unicompartmental knee arthroplasty. Bone Joint J 2017;99-
B(1):12-5. https://doi.org/10.1302/0301-620X.99B1.BJJ-2016-0515.R1

13. Kozinn SC, Scott R. Unicondylar knee arthroplasty. J Bone Joint Surg Am 1989;71(1):145-50. PMID: 2643607
14. van der List JP, Chawla H, Zuiderbaan HA, Pearle AD. The role of preoperative patient characteristics on outcomes

of unicompartmental knee arthroplasty: A meta-analysis critique. J Arthroplasty 2016;31(11):2617-27.
https://doi.org/10.1016/j.arth.2016.04.001

15. Thienpont E. Conversion of a unicompartmental knee arthroplasty to a total knee arthroplasty: can we achieve a
primary result? Bone Joint J 2017;99-B(1 Suppl A):65-9. https://doi.org/10.1302/0301-620X.99B1.BJJ-2016-0272

16. Isaac SM, Barker KL, Danial IN, Beard DJ, Dodd CA, Murray DW. Does arthroplasty type influence knee joint
proprioception? A longitudinal prospective study comparing total and unicompartmental arthroplasty. Knee
2007;14(3):212-7. https://doi.org/10.1016/j.knee.2007.01.001

17. Insall J, Aglietti P. A five to seven-year follow-up of unicondylar arthroplasty. J Bone Joint Surg Am
1980;62(8):1329-37. PMID: 7440612

18. Wilson HA, Middleton R, Abram SGF, Smith S, Alvand A, Jackson WF, et al. Patient relevant outcomes of
unicompartmental versus total knee replacement: systematic review and meta-analysis. BMJ 2019;364:1352.
https://doi.org/10.1136/bmj.l352

19. van der List JP, McDonald LS, Pearle AD. Systematic review of medial versus lateral survivorship in
unicompartmental knee arthroplasty. Knee 2015;22(6):454-60. https://doi.org/10.1016/j.knee.2015.09.011

20. Hang JR, Stanford TE, Graves SE, Davidson DC, de Steiger RN, Miller LN. Outcome of revision of
unicompartmental knee replacement. Acta Orthop 2010;81(1):95-8. https://doi.org/10.3109/17453671003628731

21. Murray DW, Parkinson RW. Usage of unicompartmental knee arthroplasty. Bone Joint J 2018;100-B(4):432-5.
https://doi.org/10.1302/0301-620X.100B4.BJJ-2017-0716.R1

22. Lombardi AV, Kolich MT, Berend KR, Morris MJ, Crawford DA, Adams JB. Revision of unicompartmental knee
arthroplasty to total knee arthroplasty: Is it as good as a primary result? J Arthroplasty 2018;33(7S):S105-8.
https://doi.org/10.1016/j.arth.2018.03.023

23. van der List JP, Zuiderbaan HA, Pearle AD. Why do medial unicompartmental knee arthroplasties fail today? J
Arthroplasty 2016;31(5):1016-21. https://doi.org/10.1016/j.arth.2015.11.030

24. Baker PN, Petheram T, Avery PJ, Gregg PJ, Deehan DJ. Revision for unexplained pain following unicompartmental
and total knee replacement. J Bone Joint Surg Am 2012;94(17):e126. https://doi.org/10.2106/JBJS.K.00791

25. Leta TH, Lygre SHL, Skredderstuen A, Hallan G, Gjertsen JE, Rokne B, et al. Outcomes of unicompartmental knee
arthroplasty after aseptic revision to total knee arthroplasty: A comparative study of 768 TKAs and 578 UKAs
revised to TKAs from the Norwegian Arthroplasty Register (1994 to 2011). J Bone Joint Surg Am 2016;98(6):431-
40. https://doi.org/10.2106/JBJS.O.00499

26. Liddle AD, Pandit H, Judge A, Murray DW. Effect of surgical caseload on revision rate following total and
unicompartmental knee replacement.J Bone Joint Surg Am 2016;98(1):1-8. https://doi.org/10.2106/JBJS.N.00487

27. Hamilton TW, Rizkalla JM, Kontochristos L, Marks BE, Mellon SJ, Dodd CAF, et al. The interaction of caseload
and usage in determining outcomes of unicompartmental knee arthroplasty: A meta-Analysis. J Arthroplasty
2017;32(10):3228-37.e2. https://doi.org/10.1016/j.arth.2017.04.063




