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INTRODUCTION

he key point to appreciaie about the

GENESIS Knee System is its flexibility. From

primary o revision knee arthroplasty, it is
generally not possible to mscertain all details until
the knee is actually opened. Although the GENESIS
System is an outstanding design for operations In
which “all goes as expected,”™ it is in addressing the
unexpected thal the Systemn’s exibility, in sizes and
fit, makes it remarkably useful 1o the surgeon and
beneficial to the patient

As a unicompartmental knee system, GENESIS
recognizes that quality bone stock is important 1o
preserve, and bone resection (o match component
sie may nod be a viahle option. The GENESIS
Umicompartmental Knee System’s modularity
stllows the surgeon to customize a knee prosthesis
that suits the needs of each patient.

This fexibility alone would make GENESIS a
systern worth examining, However, the design of the
GENESIS Unicompartmental Knee System makes it
it opimetl chioice for many procedures. 1is asvim-
metric, titanivm alloy tibial tray is more anatomi-
cally correct, and is availabbe in sizes that offer
better fit, thus relieving the surgeon from the
unphensant choice between “overhang”™ and
“underhang.”

The tibial implanis feature an aluminum oxide
grit-blast surfiace with cement grooves, a medial fin,
and tibial boss, which can aceommodate various
supplemental fixation options. Tibial component
thickness optioens allow adjustments from & mm to
12 mm in 1 mm increments. Minimum polyethyl-
ene thickness is 6 mm. 1t is recommended that

S mim tbial components be used with low activity
patients and a 10 1 12 mm component be used for
overweight patients. Although the tibial base is

asyimmetric for optimal coverage, universal-shaped
articular inserts allow insertion on the left or right
and between two sizes of implant bases, minimiz-
ing inventory,

The resurfacing design of the coball chromium
alloy (ASTM F75) femoral component imvolves
minimal bone removal, preserving the hand
subchondral bone for long-tenm fixation, A con-
towred femoral anterior aspect minimizes patellar
impingement, Web-like structures have been
strategically placed in the component o enhance
cement fixation at the component/cement inler-
[z, Implant stability is further maximized with an
anti-rotation fin and modular xation peg, Overall,
the fesnoral geometry and anatomic posterior
ocondyle allow flexion to 1507,

The GENESIS Unlcompeurtmental Knee System
incomporales instrumentation and echnigues
which help preserve bone stock, accurately nestore
the joint line, and ensure precise, reproducible cuts.
The instrumentaition offers two distinet advaniages
1oy the surgeon — minimeal bone resection and full
trial capacity before drilling for the final inmplant.
Also, a unigque femoral reaming system makes the
prepeirtion for the GENESIS femoral component
reproducible, eliminating the need for freehand
preparation. Extramedullary tibial alignment
instriments cin also be crossed over from the
GENESIS Total Knee Svstem.

The surgical technigue that follows has been
developed as a guide for using the GENESIS
Unicompartmental Knee System. [t will also
demonstrate that the GENESIS design combines
superior fit with an effective, reproducible lech-
niggue, 11 can be a most useful adedition o your
practice.
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SURGICAL TECHNIQUE

PREOPERATIVE REQUIREMENTS

As described by Piiliywe Cartier, M1,
Preoperative X-Ray Caleulation

A careful preoperative X-ray is necessary 1o obtain 2
precise idea of the defects and angular deviation,

Three types of X-rays are necessary:

*  Afull length anteroposterior radiograph of the
loweer limb made a1 4 meters in full weight

hearing to calculate the different anaomic and
mechanical axis of the limb (Figeere 7).

= Two knee A-P X-rays in varus and valpus views
forced 1o caleulate the thickness of the remain-
ing cartilage. Generally, the magnification is at
15% (Figare 2).

= Aweight bearing X-ray of the knee with a lateral
view. In weight bearing and with the knee at full
extersion, determine the anterior tibial
sublusxcation (Figere 3).

Freoperative templates are also helpful 1o evaluate
the size of the implant needed for the particular
atient,




SUREICAL TECHNIQRER

PATTENT PREPARATION AND
SURGICAL APPROACH

Positioning

Position the leg on a knee support to allow easy
mobilization of the knee from 07 1o 1307 of flexion,

Surgical Incision

Mitke a2 straight longitudinal incision just medial
1o the midline of the knee through the skin
(Figteres 4 and 5). The muscular inciston is
medial, or lateral when performing a lateral
compeiriment replacement.

Ixposition
Rehease, at a minimuom, the proximal edge of the

corresponding tibial plateaun just enough to insert a
small “smillie” tvpe retractor. Any more extensive

B relesse could lead to reduced joint stability and
miay not guarantee the hypocormection at the end of
the surgery.

Exploration

Remove a sample of the symovial Muid for bacterial
lesting,

Examine carefully the condition of the synovial
lissuee, the meniscus, and the contralateral carti-
Laagge. Inspection, palpation, and needbe-probing
will be necessary to determine the exact condition
al the joint,




SURGICAL TECHNIQUE

Fxcise all the osteophytes on the operative side on
the fermur and the tibia (Figure 6).

Examine the femoral condyles, the cruciate
ligaments, and open the intracondylar notch and
remove snlerior tibial beny bock which may be
responsible for fexion contracture,

Remove the meniscus and any foreign body,
synovectomy may be necessary.

TiBIAL CUT

Flex the knee at 907 and, acconding to X-ray
cabeulations, mark the level of the horizontal cut
directly on the bone with a cautery knife or
methylene bluse marker while following the ridge of
the Extramedullary Tibial Cutting Guide.

There are two types of extramedullary tibial eutting
guides, One ks an evolution of the Cartier Guide,
and the other is a modified GENESIS Cutting Guide
(shown in technique). The cut is performed along,
the tibial spine of the A.C.L. The vertical cut is
performed with 4 reciprocating saw in the exact
A-P plane from the top of the guide to the mark
miade on the bone. Secure the Cutting Guide at the
requinad level with one or two bone spikes and
begin the horizontal cut with an oscillating saw.

Generally the cut in the M-L plane is always
perpendicular to the mechanical axis and the
vertical cut should never be less than 90°
LFigere 7). However, there is one exception,

Fowee 7



SURGICAL TECHNIQUE

In cases of bowed varus tibia (Figwre 8), the cut is
made perpendicular to the metaphyseal axis of the
tihial shaft. This s perpendicular 1o the line joining
the center of the spine and the mid-part of the chond
joining the remaining mark of the growing cantilage
which is easily seen on the front of the X-ray, In this
case, the cut will be slightly oblique going up to the
tibial spine in flexion, but will be horizontal when
the knee is in extension. If the bow is too important,
an ostentomy for realignment will be necessary
before or during the surgery.

I the A-P plane and according to the anatony, the
cut will have a 57 1o 107 A-P slope (Figeere 9. When
the cut has been performed, check again with the

cutting gubde to assure that the cut is in the cornxt

A-P and M-L planes and that the cut is perfectly flat,

Flawre §



SURGICAL TECHNIQUE
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TIBIAL CUTTING

Extramedullary Alignment

The following describes the extramedul lary
alignment technigue.

Using the proximally spiked rod, slide the rod
through the non-slotted tibial cutting block. The
rel is then inserted in the alignment sleeve which
is attached to the ankle clamp. After locking the
ankle clamp in the open position, place the
assemnbly over the anterior enst of the tibia with the
ankle clamp over the ankle (Figrere 7). The distal
portion of the tibial assembly should lie over the
center of the tibiz, which is medial w the center of
the ankle. To secure the ankle clamp, depress the

buttan on either side of the ankle clamp.

The ankle clamp allows the surgeon to offset the
distal end of the alignment guide up to 8 mm
toward the medial side to allow alignment over the
center of the talus. An offset of 8 mm minimizes
the chance for a vanus cut. Extend the proximal
portion of the tibial assembly up over the proximal
tibizt, Impeact the long spike into the proximal tibia
at a point just anterior to the tibial spine. Adjust the
pessition of the distal portion of the rod assembly
until the rod is parallel 1o the mid-coronal plane of
the tibia, to ensure that the tibial cut is perpendicu-
laar tox the tibial axis in all planes.

The extramedullary alignment tower and rod can
e used 21 21 moethod of checking this alignment.

{IF the cutting pline is in vans or valgus, the distal
& mim offset can be fine toned = this time w
ensure comrect alignment of the tibial cut.) I a
pesterior sloped cut is desined, adjust the position of
the distal portion of the assembly to the desired
angle, Impact the shorter spike on the proximal
portion of the assembly into the tibi, or secure the
position with a 3,2 mm drill bit in the prosimal

ablique hole (Figrre 11).

Fimre 10

Frawree 1
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SURGICAL TECHNIQUE

Attach the desired proximal tibial stvlus and
tighten the stylus dowmn by its knurbed knob. Four
different stvlus levels are available: 0, 2, 4, and

{ mm. Using the 0 mm stylus. the level of cut will
be even with the end of the stylus gange. When
using the 2 mm stylus, the level of cut is 2 mm
helow the end of the stylus gauge, and so on,

There are twn holes in the tibial block on either
side of the alignment rod. Insert a 18" pin into
o hobe on esieh side of the tibial rod :u'.:-u.11'|h|1l.' [F]
fix the cutting block to the anterior surface of the
tibia (Figrere £2). Optional 45" angle holes on
either side of the block may be used for additional
stability. Take care to retract the patellar ligament
distally, so that it is ot impaled by a drill.

Onece the block is securely fixed 1o the tibia, the
tihial stvlus and alignment assembly can be
remioved leaving the tibial cutting block, Attach the
L-resection guide and adjust for desived resection.
The vertical cut should come close o the anterior
cruciate ligament insertion (Figwre £3) 100
appears that oo lithe bone is poing 1o be removed,
the hlock can be adjusted o remaove 2 mom mone or
less bone (Fipere £4). Once the correct height of
the culling block heoes by seloctied, check the
orientation of the cutting block in the vans-valguos
plane. This can be done by attaching the tower to
the cutting block and placing a long alignment rod
through the tower. The rod should center on the
ceniber of the talus in both the coronal and sagittal
planes, If the orientation of the cutting hiock is
correct, the tibia is remdy 10 be cut.

I 1<
FI-4671
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SURGICAL TECHNIQUE

Uising o GENESIS saw blade and an oscillat-
ing saw, cut the horizontal tibial platean
(Figeere 15). Keep the saw blade Mlush
with the cutting block to ensure a flat

cut. Using 2 reciprocating saw, make

the vertical cut (Figrere 16, Cut
carefully so that the bone can be taken

ot in o phece. The remaining bone can
be rernoved with a rongeur to allow seating
of the tibial component. Check the cut
surface of the tibia to be sure that it is

Mt wsing a straight edge. Level any

high spots with a rasp.




Figre 19

SURGICAL TECHNIQUE

POSITIONING OF THE
TIBIAL TRIAL

Using the A-P* Tibial Sizing Device, check the A-P
dimension of the tibial plateaw (Figure 17).

select the most appropriate tibial base trial. There
are iy sizes ranging from extra-small o magnum
with the same design for medial and lateral
compartments, Position the base with the straight
part along the tibial spine and the narrow end
anteriorly, Choose the tibial base with aplimum
coverage and no overhang,. The anterior part of the
trial base should be exactly in line with the anterior
cortical edge. When the trial i in place, secure its
position with one short 3.2 mm drill bit in one of
the anterior holes (Figeere 18). The final size may
be: different from the size shown on the A-1 tibial
sizing guide. In that case, you have to choose the
o selected with the trial tibial base. IF the trial is
simller than the dimension shown on the sizing
auide, adapt the A-P position of the trial 1o be sure
that it is nat oo anterior, 1T the trial is bigger than
the dimension shown on the sizing guide, check if
vou have cut enough on the tibial spine and if vou

have removed the lateral ibial osteophytes,

Position the tibial trial articular insert correspond-
ing 1o the tibial base size with the adequaie poly-
ethvlene thickness, There are three sizes (one for
two bases) and five different thicknesses (8 mm io
12 mm) (Flgaere 19). In some very light ke,
extend the knee at 207 to 307 of flexion with slight
vitrus or valgus to open the joint and try again, If
there is not enough room, a thinner insert should
be selected or the posterior condyle should be
resected slightly.

Ti9100
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SURGICAL TECHNIQUE

FEMORAL PREPARATION

In order 1o locite the center of the fermoral condyle a
the anterior artlcular imit in extension, extend the
ke with the trial plateau still in place (Figrere 200,
With the knee extended witheout flexion or hyperes-
tension, mark on the condyle the projection of the
anterior edge of the tibial insert and also the projec-
tion of the center of the tibial insert. (The cemer of
the tibial insert is outlined by 4 groove made on the
plastic). 1F you can't get full extension, make the
miark | mm or 2 mm aver the projection of the
anterior edge of the tibial insert.

By dodng this, the condybe will be exactly over the
center of the tibial insert during the walking posithon.
When the knee is flexed, this mark may appear 100
lateral or even too mwedial, however, it is the appropri-
ate Landmirk position (Fieere 21).

Remove the hort drill bit, trial base, and insert. 'Then
Nex the knee w907,

Fpire 21

Figiire 24
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SURGICAL TECHNIQUE

FEMORAL COMPONENT SIZING

There are six sizes for the fermoral trial. To
determine the appropriate size, the
fernoral sizing device ks used. Aier
completely removing the posterior
esteaphyies, position the sizing device with
the posterior part In contact with the postertor
mspect af the condvles, The author's preference is 1o :
position the guide along the lateral aspect of the ==
condyle with the anterior portion at the level of the
anterior mark, The proper size will be the one which
seems to be the most appropriate o the condvle
shape, The handle should be paralbel to the tibial
cut when the knee is at 907 to 100 of Aexion.

The cornsct sizing device will cormespond exactly T1- 10
with the anterior mark made previously on the throngh
71 100y

condyle (Figeere 22). 11 it was necossary to slightly
cut the posterior condyle to position the trial insert,
mueasure the thickness removed and allow a corre-
spondling gag between the posterior aspect af the
conidyle and the posterior aspect of the sizing device.

FEMORAL REAMER GUIDE o
POSITIONING

select the reamer guide cormesponding 1o the
selected femoral sizing guide (Fiegre 27). There
are three reamer guides, ech one addressing two
femoral sizes O0-Small/Small, MediomeLarge, and
X-LargeMagnum). Then attach the

remer guide handles o the block, and

set the comresponding plastic collet on
the upper hole.

g B L
e, b

HE L



SURGICAL TECANIGQUE

T1-£5]12
T1-£3%4
Tl
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Position the guide with the inner anterior edge of
the plastic bushing placed in the collet in line with
the landmzrk made on the condyle (Figere 24),
Lising two handles (or one

if there is not enough space)
placed parallel to the planeof
the condyle taking into account the
obllquity you want to correct, set the position B
by wsiing 2 3.2 mm long drill bit in the upper g
hole, While oriented vertically, secure f
the posithon of the guide with one or

two aldditional 3.2 mm drill bits. The guide should

be in perfect contact at the upper part of the )
underside of the condyle, at beist in the most Figure 24
superior and inferior parts.

FEMORAL REAMING

Select the femoral reamer size corresponding to the
previously determined femeral size. Select the
depth af resuming vou need (0 mm 1o 4 mm)
according to the thickness of the remaining
cartilage in contact with the reamer goide. Place
the bushing into the posterior position of the
femoral reamer guide first and begin to ream wntil
the drill stop is in contact with the guide

(Figrere 25). The appropriate reaming depth can
esily be adjusted by loosening the thread
(elockwise) on the femaoral reamer and
placing the depth ring into the
appropriately marked position
{Figeere 254). Then tighten the
thread counter-clockwise

1o secure the depth position
PriOr o resming,

Depth Selector To Aeljust IJr:pr.h




SUEBILAL TECANIQUE

Remewe the reomer and check the depth of the ream-
ing. The right depth is reached when the subchondral
home is starting o bleed (Mgrre 26). 1 vou are not
deep enough, ream | mm maore until vou reach the
subchondral bone. Keeping the same thickmness, clean
the bone debris and move the bushing o the upper
hole and ream (Flesre 27), Remove all material amd,

o i necessary, smooth the edges of the reamed
,.f recess with an oscillating rasp, chisel, or file
(Figwere 28). Both upper and lower
reaming must be at the same depth.

If not, ream again the mone offset side -0
with the reamer, ensuring that the
reaming depth position has not
changed. Be careful

ol 10 over ream.

Fiure 27

Fionre 28

15



SURGICAL TECHNIQUE

POSTERIOR FEMORAL CUTS

Select the appropriate femoral cutting block and
position the anterior part exactly in the middle of
the most anterior podnt of the previous mark made
on the condyle. In 4 few cases, if you can't rise the
prsterior cutting guide 1o the level of the mark,
check if the recess is anterior enough. If not, make
i maore snterior recess at the level of the mark with
A chisel. Abso, check if you have removed posterior
osteophyvies and at least cut a litte from the
posterior condvle when you are in between mwao
sizes (Fgeeve 29). The handle should be vertical
and the posterior part is exactly in contact with the
pesterior aspect of the condyle,

With the mwost anterior edge of the cutting block
aligned on the tide mark, secure the block with two
bone spikes (Figsre 300). Ensure thai the block is
well fixed 1o the condyle. If the cutting block
mowves posteriony, the posterior condvle
will be too thick and the knee will

be tight in Mexion. [t may be helpful

b remewe all remnaining cartilage from
the pesterior condyle before seating the
lemoral cutting hlock.

T1-AkE

Figere 29

118

Fignere 30




SURGICAL TECHNIQUE

Make the wwo posterior fermoral euts (Figeres 304
airred 30M) with a narmow oscillating saw. Then.
using a 3.2 mm drill bit, drill the two holes | em o
" Facilitate the placement of the femoral finishing trial
{Figtere 306). Remove the cutting block, Tinish the
euil, if rweoessary, awd remove the bone chips.



SURGICAL TECHNIQUE

Tl-d11

|

n-E1
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FINISHING TRIAL

Select the appropriate size fermoral finishing ial
based on the previous steps, attach the handle, and
impetct it o the femr in the previously prepared
holes (Figrere 371, Make certain that the anterior
edge does not overlap the tide mark (Figeere 32).
Femove the handle, reinsert the tbial teials, and
hegin the range of motiond/stabilizing lesting,




S URRIEAL JEERRLRU D

TRIALING

The tibial insert must remain perfectly stable
without any tlting from 07 to 1307 of Rexion with
e Foot in 57 10 107 af external rotation (Fgeee 33
I slight fexion (15°), when you apply pressure in
forced vanes (medial compartment) or in valgis
(lateral compartment), the femoral condvle does not
have to be in contact with the tibial spie.

In slight flexion (157), vou should have to keep a
small rematning kaxity on the side of the concavity
1o avaid over cormection problens, This et is
accurate unless vou have done an excessive release.
In full extension, be careful to avoid any contact
hetween the spine and the intracondylar notch
(Figeere 34). If contact ocewrs, open more of the
notel and remwove, i necessary, any remaining
osteaphytes on the medial part of the condvle with a
FIZELT

Figrre 34

19



SURGICAL TECREIQUE

MAIN CAUSES OF TILTING

With the GENESIS Uni and the precise instru-
mentation, tilting is no longer a frequent problem.
Neverthieless, it could be helpful to know the seven
mitin causes of tilting;

I, Patella is Nod Replaced: Recheck after replacing
patella (Figere 33).

2, Residual Posterior Obstacle: Remove the tibial
trial and check for any renuining meniscus or
hene that may be obscuring the trial and
hindering good positionting. Also check to see
that any remaining posterior condyle s ciusing
an obstacle (Figwre 36).

Figure 35

Fignere 36
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SURGICAL TECHNIQUE

3. Anteroposterior Malpositioning: Change the A-P
pesition of the buse and check again (Fleere 37).

4. Tihial Cut is Not Flat: Flatten the cut (Figare 38).

5. Condylar Obliquity: Remove the trial and reposition
the condyle correctly (Fgare 39).

Fiaire 39
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b, Impingement of the Condyle on the Spine in
ValgpusViarus Foroe: Move the trial lerallvor
cut moreof the tibial splne (Figere 400).

7. Everything Looks Good, But Tilting Remains:
[neneise the posterior stope of the tibial eut or cut
more distal femur and move down o 2 smaller
femoral size (Figwre 41).

CONTROL OF HYPOCORRECTION

1. For the varus knee, a check may be performed
egsily on the medial compartment. Along the
vertical cut on the tibial spine, check to ensure
that the upper portion of the trial insert is never over
the difference between the cancellows and cortical
hone.

2. For both the varus and valgus knee, reference the
opguisile compartiment and check to determine if the
contralateral cartilage is thick enough, Then spike a
necdle in the center of the cartilage. Using the
tihial trial, check that the upper, santerior portion
of the trial insert is not over the level of the
e, I the cartilage was found
thin, spike the long nesdle at
the upper level of the
catrtilagne and duplicate the
technigue,

3. For both the varus and
vitlgus kiee, abways check that there is a
slight Jaxity at about 15" of flexion on the
side of the deformity.

[
Figure 41



SUKSILAL TELRNIQUE

FINAL TIBIAL AND FEMORAL
PREPARATION

If the trials are not satisfactory, vou should be
able to eastly move the position of either the
tibial plateau or the femoral Tinishing trial
without destroving any bone. When the trials
give an excellent result, secure the tibial base
position with one or two bone spikes, Replace
the femoral handle on the marking template
and using the femoral peg drll, drill the hole for
the peg (Figeere 42, Using a narmow ascillating
saw, prepare the slot for the femoral fins taking
into account that the anterior fin is smaller than
the posterior which goes until the beginning

of the most posterior cut {(Figare 43). Tl

Figre 42




SURGICAL TECHRIQUE
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Fix, with two bone spikes, the position of the tibial hase
al the ecact position determined during the tials and
tests, {In some cases where the bone is very hand, the
lateral bone spike meay rotate the trizl base plate.
Thenefore, keep only one bone spike close to the tibial
spine and have one’s assistant hold the base in place
during fin and boss preperation.) Remove the femoral
izl with the Baby Lane Forceps, On the tibial trial base,
prepere the slot for the fin with the appropriate fin
punch (RL/AM or RMAL) (Figeere 44).

Attach the tibial boss drill guide to the tibial trial and
select the appropriate deil] (Flpare 45).




sUREICAL TECHNIQUE

During drilling, it i mandatory o check that the

drill guide remzins fat and in perfect contact with

the tibial buase, The boss drill will only prepare for

the hoss extension on the undersirface of the tibial
imiplant (Figeere 46). 17 serew fixation is desined,

select the combination boss/lag screw drll, but

always use the boss dedll first. =115

Tk



CEMENT PREPARATION

Remave femoral and tibial trials.

Remove the tibial trials. Before cementing, it is
importaint to check that the implant pesitioning is
correct. Then place the cement on the bone, but
don’t put any in the boss hole. Keep the plastic cap
ait the base and impact with the tiblal impactor,

:
T Remave any excess cement.,

If vou sre using a screw, remove the plastic cap in
the boss of the tibial base and tap through the base
component with the screw tap, Then insert the

16 mim or 22 mm screw. Remove any remaining

cement

Tosat the insert in place, slide it between the femoral
2191 component and the tibial base and towards the
miedial part first, Then push down laterally until vou
hear a “click” or check a perfect insertion (Figrre
474). In order to have a better view and more space
to st thee insert in place, it is essier o place the knee
in 207 or 307 of flexion with a slight forced valgus
Croedizl sice) ar varas Clateral side), 17 you have any
difficulty seating the insert. remove it and check if
the vertical cut is at 90° or more from the horizontal
tibial cut (Figeere 478). 11 not, correct the cut with 2
reciprocating saw or rasp and then reseat the insert.

Figre 474

TEL55H
TEASE0

Special Note For Cementing the Tibia:

TI-RINE
P The use of the screw is optional. When cementing

the tibial base without a screw, place a flexible
tube, which is slightly smaller than the prepered
hobe, into the drilled boss hole, Use a small drill o
creste some holes on the cat tibial surface to

improve cement penetration. Place cement on the
prepaired tibial surface and in the boss hole around - .
the inserted tbe. The use of the slightly undersized Fuiw 4Th
plastic tube allows cement Lo penetrate the bone

around the hoss, but prevents cement from accumu-

lating under the boss hole.

2



When cementing the tibial base with a screw, be sure
oy cover the drilbed boss hole completely while applying
cement on the tihial surface, This will prevent cement
from migrating into the boss hole area and eliminate
the chance of soft cement creep into the tibial base, No
drill holes on the tibial surface are necessary since the
compresshon screw provides enough cement
interdigitation. NOTE: It is recommended that the
serew option be utilized only with the medium
through magnum size tbial bases. The x-small and
small tibizl bases should be cemented without the
serew optlon to ensure adequate cement coverage.

For the femoral component, put a small amount of
cement on the condyle, but do not put any in the peg
hale or posterior aspect of the femaoral condyle. Care-
fully place the femoral component on the prepaned
condyle. The femoral peg and fin will direct the
irmplant into the proper position and orentation,
Then seat it with the femoral impactor, remove any
excess cement, and then impact again. Remove
remrining cerment and place the leg in full extension
until the cement is fully drv.

Clean and wish canfully,

CLOSURE

Verify Nexion s obtained at O o 130°. Perform closure
alter irvigation and suction with the Nexed knee
between 307 and 607, Suture the quadriceps first.
Carefully repair the medial patellar retinaculum (for
medizl procedures only), Yerily absence of patella
snapping afier closure of the soft tissues. Do not suture
the patellar retinaculum in lateral procedunes. Place
twor suction drainage tubes: one intra-articularly and
the cther subcutanecusly or justa-articularly.
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SURGICAL TECHNIQUE

POSTOPERATIVE CARE

The patient should be allowed tw fully bear weight,
with crutches, an the first days after surgery, Initiaie
ispmetric contraction of the quadriceps and begin
pentle therapy with a CPM machine. Remove the
ke dressing on the third day postoperatively. Check
the knee dressing on the eighth day and initiate
physical therapy. In certain instances, physical
therapy may start on the fourth or fifth day, Advise
the patient o walk with 2 crutch for at least one
myonth afier the surgery.



|MPLANTS

FEMORAL COMPONENT

Lol Ne Descripdion
743000 Extra Smuall
723002  Small
TE3003  Mediom
T2 Large
T-3M5  Exira Larpse
T2-50Ms  Mugum

TIBIAL COMPONENT

(Right Medial/Left Lateral)
Cal. by, Descriplion
TE-TIOO Bxtra Sl
T2-TI0M Senell

727202 Medion
TETI0G  Larpe

T2T304  Extra Large
T2:T305  Mapnum

TIBIAL COMPONENT

{Left Medial/Right Lateral)
Can Mo, Desoription
TEHLIM  Exira Small
TLH01 Sl

TAEMZE Ml
T2-H205  Larpe

T2-63  Extm Lirpe
TI-H505  Magnum

TIBIAL ARTICULAR INSERT

Extra Small’ Mediomd  Excra Larged
Sanll Larpe Magnum  Sine

T2-8108 TRHMME TL R Hrm
T2-81049 T2-82(1 TA W T rim
TEEII0  TRRII0 T2-E500 Whoam
T2E100 7232101 T30 1 e
J2E112 723212 TIH312 12 rem

TIBIAL COMPRESSION SCREW

m Cal. M, De=ription

725558 |hmm
T2-555% 12 mm




FELAES

FEMORAL COMPONENT FINISHING TRIAL
Cat, Description
Ti-4000  ExtraSoll
T1-4002  Small
71-4003  Medivm =
Th-400s  Large '
Th-a005  Extra Large
T =AM Magnum
i \

FEMORAL COMPONENT FINAL TRIAL

Cal Mo, Description

Ti-50Wdl  Extra Small
TI-54m62  Hmadl
TI-5603  Maelian
Tl-34My  Larpe
T1-5405  Exira Large
T1-50006  Magmam

TIBIAL COMPONENT TRIAL
{ Right Medial/Lefl Lateral and MED *
Left Medial/Right Lateral)

Cat. b, Descripdion & -
TI-TI00 Exten Saandl :
77100 Small

71-7202 i

-:- :::q :'_—l:,:"“ f i-' E
TI=TH  Extri Large v ----"'III
TI=T3lK/  Magnum

TIBIAL ARTICULAR INSERT TRIAL

Extra Sovalld Mediome  Exran Lo

sl Ly Magnum lsy
TI-B & TI-KEHIK T1-RA08 # mm
TR0 TI-REOQ T1-H308 i
TI-RLI0 TI-REIO TI-R3 180 1mm
TI-RIL1 TI-REL TI-R511 1w
TI-RI1Z Ti-BX12 TI-H512 1Xmim




INSTRUMENTS

e Femoral Sizing Guide

‘|
Cat. No. Descriplion

—— S——

TI-1000  Extra Sl

" TI-1002  Small

il TI-1003  Medivm
TI-1004  Large

TE-1005  Extea Lsrge
TI-1M:  Magim

Femoral Reawmer Guide

Cul, M, Deseripion
TI-2002  ExtraSoellSmall
TE-2034  MediomdLirge
TI-20506  Extra Lasse Mg

Femoral Reamer Bushing
Cil, Mo, Descripdlon
TU-2002  ExtraSmallSmall
TI=2130  Medivm/Larss
T1=2156  Exira Large/Magnuim

Femoral Reamer

G, Miv,  Diescripbon
Ti=2512  ExiraSoeallfsmall
TE-253%0  Meliumdlarge
TI-2550  ExtraLarse/Magnim

Femoral Cutting Block
Car, No. Descripalon
TI-MM1l Exiea Smeall
Tl-3w2  Spall
Ti-3Wed  Medivm
TI-3MH Larpe
— T1-30K5  Estrx Large

TI-3000  Magnum




I NSTRUMENTS

Femoral Finishing Trial Handle
Can. Ner. T1-401 1

Femoral Peg Drill
Cal. Mo, T1-4012

Femoral Impactor
Cat. No. 11-22al

Handles
(2 included)
Cat, Nev, 11-48H)

Tibial Fin Punch
Cat Mo, Description
T1-9100  KMAL
TI-9110  LMARL

Tibial Drill Guide
e, New 7181 200

Babw Lane Forceps
(. Mo, 28-2771

-

. ¥ —

4 o —— g
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Tibial Boss Drill
i, Moo T1-891350

Tibil Boss/Screw Drill
Cal. No. 71-9140

Tibial Trial Handle/Sizing Guide
Car. No. T1-9160

Tibizl L-Besection Guide
Cal. N, 19170

Tihial Impactor
Cat, Mo, T1-9080

Tibial Screw Tap Sleeve
. Nas, 710190

Tibial Screw Tap
Cat, No. 71-919]




INSTRUMENTS

Ankle Champ and Alignment
Sleeve
Cat. Mo, 11-4660

Spiked Fixation Rod
Cat. M. 11 =<idfn]

Tibial Cutting Block
ol M, | 1-4dolad

Extramedullary Alignment Tower
Cal. Mo, | l=4667

Extramedullary Alignment Rod
Cait, Mew. 11-4860

Tibial Stylus

Cal, Nev,  [Descripaim
114008 (i
14671 2 mm
114072 4 i
114674 G
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Straight Screwdriver
Can, Moo 11-50535

Bone Spikes
Cat. No. 11-0088

Tibial File
Cad, N, | ]-980y

Dl Bits
Cad. N,
11-auin
21-D442

Desscriplion

B2 mm x 76 mm
AXmm x 127 mm

Femoral Instrument Tray
Ca, Naw, 71-{WM02

Tibial Instrument Tray
Cal. No. 71-0004



IMPORTANT MEDICAL INFORMATION

Warnings and Precautions

GENESIS™ Unicompartmental Knee System

MATERIALS:

GEMNESIS lemoral companenls ane Cabai
Chramium Aligy (ASTM F 75). GENESIS tibial
coenponenl bases are Wanium, GAl-4V Allay
{150 583201). GENESIS libial componerd ar-
Ecular insesis are witra-high modacular waight
pahyedfydens (ASTM F B48). The GENESIS
Unicamparimantal Knes Sysiam i dagigned
&% a sysiem and DOES WOT ALLOW THE
SUBSTITUTION OF COMPONENTS FROM
OTHER SYSTEMS,

INDICATIONS, CONTRAINDICATIONS,
AND ADVERSE EFFECTS

The gararal principhes of goad patien| salas.
tion and sound swgical judgmant apply 1o tha
fokal Kines piccedure. Precperative planning
and meSicylous surgical lechnique are esgen-
lial bo achieve aplimum resulis. Considarations
ol anainme: Ipackng, soll-liesue eandilion, snd
eampenent placement ane orilical to minimize
8 watiaty ol posloperalive complications.

Indications:

1, Fosk-traumalic arheilis, cilsoarihnitis, or
degenerative arthntis in oidar palienis
whose age, waigh, and aclivity level are
compalible wilh an adequate iong-tamm
raaull.

2, Faiked gsiaciomies,

Contraindications:

1. RPReumataid artheilis, which is conlingd i
uwunaﬂfmmmpmhrmlammeh&.

2. Inadeguate bony suppar or camen sup-
el

3. Previous inbra-ariculas inleclions.

4. Mertal or newmlogic condilions: thad sand
in preempl ihe patienl's abilty o wiling:
ness b3 resincl acinbiss.

5. Mewropaihic joind (Charcot).

& Conditions that bend o place increased
lands on implants such 2% age. weeghl, and
aclmby el whach ara incompalible with
& safisfactary long-term rasull.

Possible Adverse Effects:

1. Loosening. bending. cracking, ar raciure
ol famoral or fiial companants. Usually
alinbuable o one ormana feckans included

in Conbraindicalions (abdva) andior Wam-
ings and Precaulions. (beiw).

2. Dislocalion, subluxalion, retadion phenpm-
enon, llawicn contraciue, decraased range
of malion, lenglhersng or sharaning of he
leg. Waasaness of componenis, or neirana-
U bone or ligameni lasily,

3. Tibisl or femoral fraciures

4, Acule posi-gurgesal wound infection, late
doep wound Sepeis andion |ow-grade
Bynovilis,

5, Meuropathies.

& Cardigvascular disorders:  wound

hemaioms, thramboembolic diseases in-
chuding vencas Srembosis and pulmanary
ambalus,
¥. Tissun reaclions: macophage and lergign
body reaction. Alsoc. myosilis ossilicans,
B Skin sloughs or delayed sound healing.

WARNING AND PRECAUTIONS
Preoperative:

1. Use care in hardiing and storng of nplant
componenis, Culling, bending, or scraich-
irsg e suraces of companants can signifis
canily reduce the slrength, latigue resis-
tance, andior wear charachenstics al tho
impian! sysiom. Thasa in um may induce
inbarmnal slresses (hat are nol abvious ta the
eye and may lead 10 fraciure of thi compe-
mEnL

2. Rchards Sumical Technique Brochwre is
anailable ypan request. Tha surgacn shaulkd
b fammliar walih Lhe Iechnique.

A, An adeguale irweniory of implanl sizes
ahoidd ba available ai the lime ol surgery.

Operative;

1. Adequaie and confinuous suppor of com-
porenis by camenl andior bone, Bnd proper
companent Sike are impartanl,

2 Proper alignmant, axially and rolationally,
& imporian,

3 Dueing cuing ol comernl, care should be
laken to pravand moving of (he implant
COMpOnEn.

4. Prior fo chosurg, the surgcal sie should be
ihoroughly cheaned of bone chips, extrane-
aus comenil, eclople bone, ale. Foreign
particles at the medaliplastic meriace may
CAUSE GECasEhe waear andior Iricon,

Postoperative:

1. Posloperatve palienl care, and directions
and wamings o palkenls by physiclans, ang
exiremily impananl Probscted weight bear-
ing with extemal SUpPON is recommanded
lar a perod of lime: 1o aliow haaling,

2. Use exiréma care in patien handling.

1. Pasloperalive therapy should be stnactured
10 preven] excessre laading of the apora-
W knao and 1o encourags bone healing,

4. Patienis should be cautioned o limil Thair
aciilies as dirscied by their surpsan,

Packaging and Labeling:

GEMESIS Urecomparimendal implanis ane gler-
ilized producis and should anly be accepbed if
meaved by e hospilal of sungean wilh the
taclary packaging and labalrg intact.

STERILIZATION

All pompanents have been slerlized by a mini:
mum af 2.5 megarads of gamma irradiation and
e supplied in prolective frays. Inspact pack.
ages for punchures or cther damage priar 1o
SuegRy.

RESTERILIZATION

DCuiring resleriizabion, prodec componants inom
contac! will metal or ohar hard abjecis. Paky-
etfrylene or polyathylans'malal components can
ondy be resleriized by ethylene ande gas, us-
ing the stenlizer manufachunes’s nsinacions,
Suggesied asrason lime is 48 howrs at room
Iemparalura or 8§ kours at 60°C 1o 12 hows &1
50°C valh powes assation. Consult asrabar mginu-
fachsar for mone gpecilic instructions. In addi-
fian 1o reslerdization by efyene oxide pas,
ey (e sherilizer manulacheer's insbnachions.
GEMESIS Wnicomparimen all melalic compa-
nenls can also be resleriized by steam auip-
claving in appropriale proleciive wrapping, al-
ter removal of all tha criginal packaging and
kzbaling.

INFORMATION
For harthsar indormation. please conlact e Man-
&ger, Cuslomer Service Deparimant, Smilh &

Maphaw Aichards nc._ 1450 Beooks Rasd, Mes-
phiis. TH 28116,

am

36



Smith-rNephew

Legdershipr tn Worldwide Healthome

Smith & Mepharw, [ne. & 1450 Brooks Roml = Memphis, T S8 16 1054
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