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1 , Dtstal Femoral 
Resector Block 
In CO!\IU11Cit0!\ Wllh lhe IM 
Femoral Rcsec11on Gullle. 
the Dostal Femoral Resector 
Block provllles for aCC\Jfllte 
dtstal condyle resect•oo. 

4 . 1ibtal Depth 
Resection S cylus 
AH1xed atop the Tibtat 
Resector thrs stylus helps 
to ensure that tile desireo 
depth or cut will be achieved. 

5 . 1ib•al Rese ctor 
The angled Tibial Aesector 
allows for access ttvough 
a m•mmal incision ano 
resection lrom 2 • Smm 
in ~mm Increments 

2 . IM F emoral 
Resection Gu•de 
The IM Femoral ResectiOn 
Gwde makes posstble an 
accurate reproduct•on ol 
the anatomocal ax•s 

6 . 1ib1al Plate 
lmpaccor 
Tlvougn the m•nimal inctsllln, 
this 1mpactor facJt•tates 
1nsertion of the Tibtal Base 
Plate Prov•s•onal 

3 . 1/M Patellar 
Retractor 
Inserted 11110 the IM canal , lhiS 
retrdctor helps protect tne patella 
and solt tiSSUe hom the cuts 
mace l'lllh the Femoral Sizer/ 
f •ntShmg Guides. 

7 1ib1al Spacer 
Tibial Spacers allow lor the 
accurate select1011 or ublal 
component(s) They can also 
be used to check the accuracy 
ol lhe tlb1al cut by means ol 
an extramedullary roo. 

i S&N EXHIBIT 1034 
S&N v. BSI 
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INTRODUCTION 
The MI G Unicompartmental MIS'' Minimally 

Invasive Solution Instrumentation System is 

designed to help provide an accurate, repro­

ducible, minimally invasive technique, and 

eliminate many of the complexities that are 

inherent in some unicompartrnental knee and 

instrumentation systems. The potential results of 

minimally invasive techniques may include earlier 

mobilization, shorter hospital stays, and quicker 

rehabilitation '·:,.v, The system includes guides 

for accurate and reproducible alignment, sizing, 

and resection. It is designed for use with the MIG 

Unicornpartmental Knee System, which has 

proven long-term clinical success5 \A~th excellent 

RSA results" 

This guide to U1e surgical technique is a concise 

step-by-step procedure. Combined with the 

surgeon's judgement, proper patient select ion 

and appropriate use oft he device, this guide 

offers a comprehensive technique that discusses 

the procedure for component selection, bone 

preparation, tJial reduction. cementing techniques, 

and component implantation 

' : - r ~ ' , • ' 
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RATION AU 
The goc;~ l \?I a succc&.ful unicompartmental 

knee <li t hroplasty operation is to create a 

tncdM11Cill axts thatts netttralto help avoid 

ovesload111~ the Jatetal condyle. wtth the joint 

ltne pawlk:ltolhe 11001 and [X:rpendJO.llar IO 

the mcxhanKal axts The femoral and ubaal 

components ate onentcd perpendicula• to 

thts. mc:..hantcal iJ)(l!> IllS imporum11o avoid 

(]l."err:ontx:ling any dcfomlibcs and trrmsfening 

suess 10 lllcopposllecomportment O>:er­

conc:ct ~•n-.aytrarW'c.:r :ncreasedforceswhidl 

may <tecclcratedegenerauon 

Well <k!:.tl)ncd t~li\Jnlen!S :~llow :~ccumte cuts 

to help a<;sure secure component ftxallon. A wlde 

sel(.'<tiOn 01 component stLCS allows son tissue 

balancmg wtth I muted 01 no sort ttssue release 

-. . : ' 

' ~ ' I 

I ~ • ' ' I : • •: 

. < ~ . ,.·· .. :~:A:., ... 
Tempfallng the prroper.Jttve x ray film CI!>StSIS 

with propet femoral component <tlignntent 

On the femoral x ray film. a llneisdrilwn llom 

the cerner orthc temoral head to I he cwter ol 

the knee The tcmoral anatomic ••~Is tsdtawn 

down the center oft he femoral medullary canal 

to the centct ott he knee By rete• cncing the angk. 

fonned by these 1 wo hncs. and uS~ng the IM 

Fernoral Rescctton Guide 111 the temoral canal 

to reproduce the: anatom1c ax1s. the d~allemut 

can be C\JI pcrpendlC\Jiar to the mt.'Cham~al a lOs 

In the frontal pl;me. tr~ prolOmaltibliliS cut 

perpendiCular to the mechaniCal a'I(IS usu.g a 

cutung gUide to help tacthtate accurate llblill 

resectiOn In the bter:~l pl::me. the cuu•ns guide 

helps create a ubial resectiOn lhatts sloped seven 

degrees postenorly Parallel d•stal femoral a11d 

proxtmaltibta cutS allow proper alignment (or 

implant insertton. 

0 



D 

PR,EDPERATIVE PlANNING 
Take a standing weight -bearing A/P and lateral 

film of the knee and a skyline radiograph of the 

patella. Then take a long standing A/P radiograph 

showing the center of the femoral head, the knee, 

and as much ofthe tibia as possible (preferably 

including the ankle). Altematively, a single A/P 

radiograph of the entire femur allows correct 

calculations and can be made on a 35cm x 42cm 

( 14 x I 7 -inch) film. Draw a line from the center 

of the femoral head to the centerofthe distal 

femur at the knee. Draw a second line down 

the middle ofthe distal femoral shaft in the area 

where the IM Femoral Resection Guide will be 

used to reproduce the anatomic axis ofthe femur. 

The angle between the mechanical axis line and 

the anatomic axis line con·eJates with the valgus 

cut (Fig. I). This angle is usually six degrees. 

Occasionally, in patients who have had total hip 

a11hroplasty vvith a femoral component that has 

more valgus in the neck shaft angle than usual, 

or in the patient with coxa valga, the angle 

between the mechanical axis and anatomic axis 

may be four degrees or even two degrees. The 

rare patient with significant coxa vara or a broad 

pelvis with long femoral necks may have an angle 

of eight degrees. 

The IM Femoral Resection Guide has been 

designed to reestablish the anatomic axis. 

After this landmark is determined, a cut on the 

distal femoral condyle is made using the Distal 

Femoral Resect or Block. This cut is made at the 

angle determined by the templating procedure 

described above. The resection guide allows 

for a choice of four angles (2, 4, 6, and 8 

degrees) which are measured from a reference 

perpendicular to the anatomic axis. Using the 

appropriate angle will help the surgeon create 

a resected surface that is perpendicular to the 

mechanical axis ofthe specific patient's femur. 

No calculations for the tibia are necessary. 

The center of the proximal tibia and the 

center of the ankle are determined visually. 

The proximal p011ion of the cutting guide is 

centered in the medial third of the tibial tubercle 

just medial to the mid-point. The distal portion 

is positioned at the ankle with the tip pointing 

to the second metatarsal The proximal tibia is 

then cut perpendicular to the line between these 

two points. 

~,. ' • • : .I 
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SURGICAL APPROACH 
With the patiem in the supine position, flex the 

hip 70-90 degr~es and the knee approximately 

120 degrees,a.nd place the leg in a stabilizer 

Flexion of 120 degrees is necessmy toinse1, the 

components If u~1able to achieve 120 degrees 

of llexion, a larger mcision may be necessary to 

create sufficient exposures. Wrap the ankle area 

with an elastic wrap. Do not place bulky drapes 

on the dis~al tibia, ankle, or foot. A bulky drape in 

this area will make it difficult to locate the center 

oft he ankle, and will displace the Tibial Resector 

which may cause inaccurate cuts. 

Make an anteromediallongitudinal skin incision 

begilll ling C~llhe supelior pole of the patella and 

extending approximately 8-12cm do\\~llO the 

base oft he tibial tubercle (Fig. 2) 

Incise the rnedial}otnt capsule along the medial 

borderofthe patella with a knife, making an 

incision that begins at the meaial proximal comer 

oft he patella and extends to approximately, (3cm) 

below the joint line (Fig 3). Excise synovium, fat 

pad, and meniscal remnant tofacihtate visualiza­

tion. Make an additionall-2cm long transverse 

or oblique linear incision in the medial capsule 

just distal to the vast us medialis Th1s will create 

a V-incision in the capsule At the level ofthe ioinl 

line. release the deep layer of the medial collateral 

ligament. Do not release other son tissue unless 

specifically indicated. 

As in any knee procedure. a p1incipal goal of 

the surgety is to proouce proper alignment. 

Therefore bone cuts and component implantation 

must serve to COITect the delonnity in order to limtt 

or prevent the disease process from progressing. 

It is important to avoid overcorrecting any 

deformities and transfening stress to the 

opposite compartment. Overcorrection may 

transfer increased forces, which may 

accelerate degeneration. 

Oeb1ide the ioint and inspect it carefully. Remove 

intercondylar osteophytcs to avoid impingement 

with the tibial spine orcruciate ligament Also 

remove pe1i pheral osteophytes that interfere 

with the collateral ligaments and capsule. Protect 

healthy cartilage with a moist sponge or cloth. 

rnspect the patellofemoral joint and the lateral 

compartment. If significant cartilage damage 

is present, a total kneeartbroplasty should 

be considered. 

. ~ 
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TECHNIQUE 
The distal femur is routinely prepared before the 

proximal tibia Resection of the posterior femoral 

condyle allows greater exposure and facilitates 

resection of the proximal tibia. 

STEP ONE 
DRILl HOU IN DISTAl ffMUR 
With the kn_ee nexed 20-30 degrees (without 

everling rh~ patella), move the palella laterally 

and choose the site for 1nsc1ting the IM Femoral 

Resection Guide approximately one centimeter 

anterior to the origin of the poste1ior cnJciate 

ligament and just anterior to the intercondylar 

notch in the distal femur. Use the 8nm1 Femoral 

IM Drill or an awl to create the hole for the guide. 

111 drilling this hole, it is important to parallel the 

shat\ of the femur in both !he 1\/P and lateral 

projections (Fig 4). Only the cancellous bone 

of the distal femur should be drilled. Suction 

the canal to remove intramedullary fat. This 

will reduce IM pressure during the placement 

of subsequent guides. 

The hollow diaphysis offers little resistance to 

the insertion of the intramedullary rod of the 

resection guide. IM Femoral Resection Guides are 

available for both 1ight and lett femurs, and with 

two different rod lengths. The standard length is 

23cm (nine inches) long and provides the most 

accurate reproduction of the anatomical axis. 

If the femoral anatomy is altered, as in a femur 

with a long-stem total hip femoral component. 

or with a femoral fracture malunion, then 

use the optional resection guide with a l Ocm 

(four-inch) rod . It is preferable to use the longer 

intramedulla1y rod for accurate replication of the 

anatomic axis. 

. ·' : . : ... :: . . 11 
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usmg the Unrvcrsal Handle.msen theappropnate 

IM 1-cmoral Res<:cuon Gtude inlo the femur 

(l"t!'( 51 Cmelttlly~ont rol thc rotauonorthe 

ytrlde as It Clpproachcs the attlcttlatll1g surracc 

Ol the iemur rlleposterioredgColthcguide 

~houkl bt.• p.ualicltothc tibial anicularsurrace 

tpctpcndlcular tn the tibial sh.,l\1 (Fig 6). Flex 

I 

' ... '.. . 
\ . • ·.1 .. :, ........ . ' 

or extend the knee as ncssessary to properly 

positJOn the gUide Make sure that the surface 

of the resection guide is nush with the 

condyles and no soft tissue Is impinged. 

Predrill and place a holding pin on the posterlot 

nangeorthe IM Femoral Resecuon Gurde. 

J 
~ I 
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STEPlWD 
CUT THE DISTAL ffMDRAL CDNDYU 
Make sure thatlhe IM femorall{escCIIOn uufde 

is contacting the dtstal femur and that soil tissue 

isproteCled Notseatingthisguidecouldcausc 

msufiictent resectiOn of the diStal femur Wtth 

the proper"right" or"lefi" mdtcation faCing up. 

slide the Distal Femoral Rcsector Block over 

the anterior post oft he IM Femoral Resection 

Guide until the edge of the block contacts the 

distal femur Obsctvc the numbered angle-sellmg 

holes on theantenor surface of the block and 

select the appropnate angle asdetem1tned by 

prcoperauve radiographs. 

Insert a pin through the appropriate hole 

until it drops. into the same numbered hole, In the 

fM Femoral Resection Guide. This locks the angle 

and prevents movement of the resector block 

(fig 7J.Iffixation ofthe IM Resection Guide IS 

\ 

desired. a Spnng Pin or Hex-Head Holding Pin can be 

inserted through the holeiS) on the posterior portion 

of the guide. Please note thattl a pm is used lor 
fixation, tmptngcmcnl may occul' with 

the sawbladc The distal cut may be Slatted with 

the ptn in place. hut the pin should be removed 

before contact wtth the blade occurs 

Usmg the slot of the ~al Femoral Resector 

Block, cut the distal ponion of the condyle 

(Fig. 8) The amountofatttcu larc<~ttilage and 

bone removed wtll be replaced by the femoral 

component Havmg the IM Femoral Resection 

Guide llush agamsl the medial femoral condyle 

wtll help the surgeon obtam the proper thiCkness 

or bone to be resected 

'· 

Fig.S 



Aller retll0\1ng the 11\·1 Femoral ReseCtiOn Guide 

and Dastal Femoral Rescctor Block, check the 

flatness oft he distal femoral condyle cut with a 

nat surface. 11 necessary. mod1fy the cut surface 

oft he distal cond}1C so thal1t1s completely tlat 

This is extremely Important for the placement 

of subsequent guides and for proper lit of 

the implant. Use a file to smooth any bony 

1wommenccs that rcmasn aod to contour the 

peripheral edge of the femur to ~ose anatomic 

shape (Fig 9. Fig 10) 

\ 
' 

.. 
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STEPTHRIE 
SIZf THE ffMUR 
tnse1t the IM Patella RetraciOI' Into the: u'tra 

medullary hole (Fig I t). At this point in the 

procedure, the tibia may be prepared first if 

desired. Then insert the foot oftht! appll)j>nate 

lell or nght Femoral Sizer/ Ftmshmg Gtude uuo 

the JOint and rest the Oat surtace of U1e gurde 

agatnstthe cut distal condyle Pllll lht; foot of the 

guide up against the cartilage of the postetior 

condyle The perimeter of ll1e guide should 

match ll1e pen meter of the cut distal surface. 

Jeav1ng 1·2mm of exposed bone above Its 

ante1ior edge (Fig. 12) There are seven sizes 

small. small+, regular. regular+. large. large+ 

and large+•. Repeal with additional guides 

until the proper size is selecte<.l lflhe condyle 

appearstobebetweentwosrzes.chOosethe 

smallers11<: This helps prevent the patella from 

1mplnging on the prOSl hesis. Be sure that there 

IS no SOil tissue between the Femoral Si;.er/ 

FinishlngGtudeand the cutd1stal condyle If 

the Femoral Sw~r/Fi111shmg Gutdc does not rest 

d1rectlyonthc tlatsur1a.:t:ofthccut diStal condyk. 

final component lit may be compromlSCd 

Note: If positioning oftlte Femora l Sizer/ 

Finislt/ng Guide is difficult, as in right joints, 

oy hyperjlcxing the kllec and/or rota ring the 

dbia.ifthis does not help to posicion tbe guide, 

proceed to Tibial Preparation Sl.ep One and 

resect the proximal tibial plateau Then, retum 

to Femoral Preparation Sl.ep Three. 

~ 

\ 
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STEP fOUR 
MAKE THI fiNAL fEMORAL PREPARATIONS~--- --~----<~~;-:~, 
Note: II is imponant /Jwt /J1e Femoml it '-~ . ~ ~\ 
S1Ze1:!Finislling Guide sits flush agmi1s1 · ' ', ·. ·-\ 

/J1e lxme. Any gaps belWeen the guide and __ '':\ 

the bone will compromise che accuracy of ~' 
~-che cucs and subsequenUy, componentflt :; 

mqy be compromised. 

The following order is recommended to 

maximize the stability and fixation orthe 

Femoral Sizer/Finishing Guide. This will 

help ensure that the cuts and holes are precise. 

I . With the proper s1ze Femoral Sizer / Finishing 

Guide in position. d1i llthe top pin hole 

and inse11 a holding pin (Fig. 13). Rotate 

the guide into the proper position using the 

cut peripheral edge or the femoral condyle 

as a guide. Leave l-2mmofexposed bone 

at the pe1ipheral edge. 

2. Drill the ante1ior post hole and insert 

a Femoral Holding Peg (Fig. 1 4). 

3. Drill the poste1i or posl hole and leave 

the drill 111 place (Fig. 15!. 

-----rr.;-·-), 
.· ~. '1 

··~-~ 

Fig. l3 

Fig. 14 
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4 If added lixauon tsdesired, c.lrill thestde 

pin hole(s) and insert Long-Head Holding 

Pm!Sl (Fig. 16). Note. The pntel/o nllo/ 

prevent access 10 these holes. 

5. Remove the dtiU from the posterior 

post hole and cut the posterior 

condyle (Ftg 171 

6 Remove the anterior Femoral Holdmg 

Peg and cut the posterior chamfer. 

Remove the top and side holding pins. and 

the Femoral Si7.er/ Ftnlshing Guide. 

Fig 17 

Remove drill 
andcutthe 
posterior 
condyle 

. . . . . . 
• l •,. 

. '.· ,;·>,..,. 

Fig.l6 
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SliP fiVI 
CUT THf TIBIA 
·n1e MIG Unlcompat1mental11bial component 

Is designed for an anatomic position with seven 

degreesorpostetior till It is nnportantlhatthe 

cut be made accurately Postt iOning oft he Tibtal 

Rescctorisc:ruc•<~l (Ftg t8J 

Adjust the telescoping rod to the approximate 

length of I he tib1a and tum the knob on the 

shan of the rod to temporanly matntam the 

length The foot ofthe rod should be postttoned 

about 5· 1 Omm mt.'dralto the mtdpomt between 

the palpable mcdral and laret al malleoh The 

up should pomrto the second metatarsal secure 

the distal port tOll Of the 111:illlJfl1ent by placrng 

the spnng amlS of the ankle clamp around the 

ankle (Ftg 19) 

Fig 19 

-- --- - - __ .!' 



t.oosen the knob tn the mrddle of the Tibial Resector 

shall Posit1on the top ol the mstrurncnt proximal to 

the tlbtilitllbctdc with thec:uttlt1g 

slot at the apptoxn11ate desued level of resection. ,..-

The longltudi11D1 axis of the rod will usually lie just 

mec:Jtallo lhe mtdpolnt ol the llbtal tubercle and 

be centered ove• the mtcrcondyl<ll' emtnence 

In the c;aglltal plane. ahgnthe rod so 11 IS parallel 

to the ante1i01 ttbtal shan by usmg the slide 

adJu,.;tment at the dtstal end or the rod Ttghten 

the knob for the adJustment If there IS a bulky 

handage around the ankle. adtu<:t the rod to 

accornmodatc the bandage Tht5 1\111 help 111 

-.uttmg the ttbta n the proper ,.;lope 

Usc the 2mm up of the Ttbial Depth Resection 

Gauge to help achtc.-ve that the destred depth 

ot cut lnsen the gauge tnto the hole on the top of 

the Ttbt.ll Resector The am1 of the gauge should 

test Ill the ck;cpest c:Jcfect 111 the tibia (Fig 201 This 

uldteates .:t cut thai wrll remove two mrlhmeters 

of tx.1ne below the lip of the gauge When the 

tl~;pth Is set. lighten tl1c knob on the shaft 

use I he UntvcrS.JI Resection Guide to check 

that the sagittal cut will be properly rotated and 

located as close to the tibial spine as posstble 

wtthout cuttmg or ham11ng the antenor eructate 

\ 
' 

Fig.20 

hgamcnt Cftg 211 , 

SURGICAL TIP: 
If the femoral provt~tOnaliS m place. the 

lateral edge can al~ be ulied CIS a guide for 

the sagmal cut 
Fig21 
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Secure the cutting platform of the resect or 

to the proximal tibia by inserting a Headless 

Holding Pin into each of the two holes marked 

"0" on the resector (Fig. 22). Use electrocautety 

or the reciprocating saw to score the tibial surface 

where the sagittal cut will be made. 

If destred. the depth or cut can be verified by 

insenmg the Tibial Depth Resection Gaug~ 

agam. tfthe gauge indicates that the resection 

wtll not be deep enough, remove the prox1mal 

ponion oft he resector and reinsert it over the 

Headless Holdmg Pins using the holes marked 

+2. +4 or +6 Thrs will remove an addttional 

2. 4 or 6mm of bone Once the trbral resectron 

has been determined use the Hex-Head Holdrng 

Pm or Sliver Spring Pin to further stabrlize the 

gurde (Frg. 23) 

Insert a retractor medially to protect the med1al 

collateral ligamenl Usc a reciprocating saw to 

make the sag1ttal cut (Fig. 24) Then use the slot 

of the resect or to cut the upper surtace of the ubla 

nat Ill he first cut ofthe proximal tibia is not deep 

enough. adjust the level oft he cut by using l11e 

+2. +4. or +6 holes as indicated above. Remove 

the Tibral Resector when the tibral preparationrs 

complete tf necessary. a second sagittal cut can 

be made to allow for optimal coverage with the 

next larger sized tibial base plate 

Fig.23 

~--.. 

Frg24 
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Debride the JOint and inspect the posterior 

condyle. Then resect the posterior comer of 

the femur and make sure that no son tissue 

is Impinged If any prominent spurs or osteo­

phytes are present, especially in the popliteal 

area of the posterior femoral condyle, remove 

them with an oscillating saw or an osteotome, 

as they could inhibit nexion (Fig. 25). 

SliP SIK 
MAKf THf FINAL TIBIAl PRfPARATIONS 
Place the Tib1al Sizers on the cut surface of the 

tibia with the straight edge against the surface 

created by the sagittal cut select the 'ribial Sizer 

that best covers the resected proximal tibia in 

both the A/ P and MIL dimensions (Fig. 26). Be 

sure that l11e si%er rests on conical bone around 

its entire pe1imeter tO provide the implant with 

strong con ical support. Remove the Tibial Sizer 

and resecl any tibial osteophytes. especially those 

interfering wiU1 the collateral ligament. Remove 

all soft tissue debris I rom the popliteal region. 

. . ·,1. • 
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Fig.25 

Fig.26 
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~ Minimally Invasive Solution 
,,,....,,~ .r•YestYC 
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Place the corresponding size Tibial Base Plate: 

Provtstonal on the cut surface or the tlbta 111~1t 

the 11bial Plate Impactor into the recess on the 

provisional and impact tlso the lateral Fin engage~ 

the bone and the provisional sits I lush on the llbial 

surface (Fig. 27) Drill the antetior p1n hole and 

t11Sell holding pin 

Usc the Tibial PegOrilltodrill thetwotibial 

post holes (F1g 28) NQ(e that these holes 

are angled 20 degrees posteriorly to facilitate 

dnlhng Although the pos!Son the nnplant are 

at90 degrees. the drill•sdeslgned so that the 

postS will Fit mto lhese angled holes 

SURGICAL TIP: 
Extemal rotauonofthe llexed tibia provides 

ease ol tibial base plate insertion 

Ftg 27 

ftg 28 



TRIAL RfDUCTIDN 
With all bone surfaces prepared. perform a Ilia! 

., ' - . : . . ,: .. : 
( ,. ' 

. :.:;~ ::_~;- ::<:)~Cg?.~~~, :·; ... ~ · ... 
SURGICAL TIP I 
The Tension Gauge is used to help balance 

the unicompat1mental knee in both flexion 

reduction with the appropriate size Tibial A1ticular and extension With the knee flexed 90 

Surface Provisional and Provisional Femoral 

Component Check to make sure that a proper 

fit of the trial components exists. If necessal)', 

perfonn minor trimming of bone surfaces. 

With all trial components in place, check lbr 

proper range or motion and ligament stability 

The tibial articular surface used should permit 

full flexion and full extension. OvercotTeclion 

should be avoided as this will overload the 

non-diseased compartment. Evaluate son tissue 

tension in flexion and extension. Additional tibial 

resection is indicated if the involved ligament is 

disproportionately light in either flexion or 

extension. Use the Tension Gauge to balance the 

11exion and extension gaps properly (Fig. 29) 

Fig.29 

degrees. position the 2mm end oft he Tension 

Gauge between the Femoral Provisional and the 

Tibial Spacer. This should be a snug. but not an 

overly tight til. The same test is used with the 

knee in full extension 

The con ect thJCknessorthe prosthesis is one 

that fills the joint space, but which is not so 

tight that it causes excessive pressure on 1 he 

contralateral compartment or stress on the 

collateral ligaments. As a rule, the con·ect 

prosthesis should allow the joint space to be 

opened approximately 2mm when a stress 

is applied. with the knee in full extension and 

without son tissue release. The knee must also 

be tested in 90-degree flexion to allow a 2mm 

flexion g<~p. Excessive flexion tightness will 

prevent postoperative flexion and may cause 

the tibial prosthesis to lin up anteriorly as the 

femoral component rolls posteriorly on the tibial 

component lfthtsocrurs, it can be prevented by 

using a thinner tibial aniculating component or 

increasing the posterior tilt ofthe tibial resection 

SURGICAL TIP 2 
The end of the Tension Guage can be 

used to help apply pressure after cementing 

the components in place. After applying cement 

and insening the components. insert the Tension 

Guage between the components and extend 

the knee. This should apply pressure until the 

cement is sufficiently cured. 

I 

m 



IMPlANTATION 
If the resected surfaces of the tibia and femur 

are sclerotic, drill multiple holes with a 3.2mm 

drill to improve cement fixation. 

WHEN USING A METAL-BACKED 
TIBIAL COMPONENT 
Obtain the tlnal sterile components and 

implant the Tibial Base Plate first Place a sterile 

swab behind the tibia before applying cement. 

Impact the Tibial Base Plate onto the tibia. 

Pull the sterile swabout of the joint to help 

remove excess cement fi·om behind the tibia. 

Implant the femoral component with the 

knee acutely flexed (Fig. 30). 

Fig.30 

Choose the correct size and thickness ofthe 

final tibial articulating surface by testing with 

the Provisional Al1iculating Surfaces in 

maximum flexion and extension. Use the Tension 

Gauge to balance that the 11exion and extension 

gaps. Recheck alignment to verify that the joint 

has not been overcorrected. 

Remove any excess cement before the final 

placement of the Tibial Articulating Sllli"ace. With 

the engraved side down, slide the edge ofthe 

component under the posterior lip ofthe base 

plate on the side opposite the spring (Fig. 31 ). 

Then press down to snap the component into 

place. The spring will lock the articulating surface 

securely in place. 

Fig.3I 
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SURGICAL TIP 
Pnor to cementing the libral component. 

grasp a mass of tissue and available fat with a 

hemostat and use it to coat the top surface orthe 

tibial base plate (especrally the special retaining 

clip) to prevent cement from adhering to this 

area. Frnally, pack the lump of fat against the 

retaining spnng to help ensure that no cement 

wrll be behind it and preventrts proper operation 

Remove the lump of fat prior to libial anicular 

surface insertion 

WHEN USING AN 
ALL-POLYETHYLENE TIBIAL 
COMPONENT 
Obtain the linal sterile components and implant 

the polyethylene tioial component first Place 

a sterile twisted S\vab behind the tibia before 

applying cement Impact the component onto 

the tibra. Pull the sterile swab out ofthe jornt 

to help r-emove excess cement from behrnd 

the tibia 

Implant the lemoral component with the 

knee acutely nexed and externally rotated 

Use Lhe Tension Gauge to ensure that the 

llexion and extension gaps are balanced 

Nore: IllS imponanr nocro use the 71blal 

Plate tmpoctor 10 rmpacttile All· Polyethylene 

71b~al Componem 

. ·, . . . 
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ClOSURE 
lmgate the knee fonhe final time and close. 

COver the lnosron with sterile dress111g and 

wrap the leg with iln elastic bandage rrom the 

toes to the grou,, 
>C"fnMS wndc.1 c,,,,,-tfY Slc!ettSC:\ \'ilnSt~·~~CI dt.'l 

Conlfl.-u•."C)n '" ('(lll~niiiiOC'1at•nlO)()rsuctllltt)' ir.lG"-'1"'•""'~""<' 
so-•s<')'f••ll't:•""·"·l""""''"1'-'• !<OJgi/AI<rf.l"''l 
UC.02! 1!-41·1 

lti.a~l\ A.udett~~~ (~,.-d~ s-t..p.•.n.)UI..:\lftllt'tlt'\3 

COS.•JYtltbmllo\IIILift·,)rwt)'St:s CJlb~~ -incS \lpm ll,.'p.lMI 

l\r3~ S~'Ch\.~U"'"'-....11hc.JM)"Cill~vur 

Lw:\1,.~ P"•i tf,Jr.t!J.-5 IQ 

tv.N:oht.tAftH'.;PJ.1l\t•' \tc:t•• Arcospecli\~.~H·t'• llnt:K.lJ:studr 

(I( q.xon vs L')""tWC"J'•C-mgt•to.11 hcm101 a:p:tu 1\n .~~~•~c:ru ttl 
JY~'ti~141\'\"Jlo11tl f\l'o/1Stug l997 IJ2t)j 2'J2-S 

1-.t<lly Mol\ MIUin\,llly II VM-'Ic IOOilri.f\f..'C' J.l1nT~-.pt~y oi\1\tJ 

thl:um,;l'!'ll'·liiii'I.'U~ •• Ij,tlitX" JA•AnnuttiWlllOtll'I(~Wl"IM:."' 

5)11\IX.r.hmt.;I,A)O 

Dctgel Kf\ f4'(k'100.~HM:r1HM,~tal un~Ot"flr'nn-,cmaJ 
ln~ MHtrltpb$1y:- ('IJmc,'IJ C)({Jt:uCOCC iiJ (, • to HJ •)l."ilJ tNir(w.• 11{1 

ltHIOidl<'/i{'lh'f'< I~J,Jt.l 51)-60 

A~~S OOINM"-'e!l""k.'1Ce.IIOOOJSI111'>".: 
Hl\'C$j:S:\lkf1 /t(,.,,.,. ... tl S\Jpe;ll 1?68.217;!,$ 

I' 

- - ~- - - ----- ===------------- --------------- _:,.-



M/G UNICOMPARIMINIAl KNif SYSTEM 
IMPLANTS 

Femorals, Pre coat 
Prod . No. Description AP 

5790-20 Small Left Medial/ Right Lateral 42 

57~;).21 Small Right Mcd!al/Ld1t.JJtCial 4< 

57)10-22 Small Plusl.efl Medial/Rightl..ateral 4< 

5790-23 small Plus Right Medial/Left Lateral 44 

5790-24 Regular Lefl Medial/ Righi Lateral 47 

5790-25 Regular Right Mediai/Lell Lateral 47 

5790-26 Regular Plus Lell Medial/Right Lateral 50 

5790-27 Regular Plus Right'Mccliai!Lell Lateral 50 

5790-28 Large Left Medial/Right Lateral 52 

5790-29 Large Right Medial/Left Laleral 52 

5790-30 Large Plus Lell Medial/Right Lateral 56 

5790-31 Large Plus Right Medial!Lelt Lateral 56 
5?90-32 Large Ptu:;Pius Lett Med \/Righi Lateral ltJ 

5790-33 Ul.rge PlusPiu Right1>•1edta11left Lateral 60 

Tibial Articulating Surfaces 
Prod. No. Description 

5788-40-08 Series I ·• 8tim1 

5788-40-10 Series I - I Omm 

5788-40-12 Series 1 - 12mm 

5788-40- 14 Series I - 14mm 

5788-50-08 Series 2 - 8rnm 

5788-50-10 Series 2 - 1 omm 
5788-50- t2 Series 2 - 12mm 

5788-50-1 4 Seties2- 14mm 

5788-60-08 Series3 - 8mm 

5788-60-tO series 3- JOmm 

5788-60- 12 Series 3 - 12mm 

5788-60-14 Series 3 - 14mm 

5788-70-08 Series4- Bmm 

5788-70-10 Series 4 - I 0111111 

5788-70-12 Series4- 12111111 

5788-70- 1 !j Series 4 - t4mm 

5788-80-08 Series 5 - Smm 

5788-80-10 Series 5 - 1 Omm 

5788-80-12 Series 5 - t2111111 

5788-80-14 Series 5 - 14mm 

Tibial Fixation Plates, Precoat 
Prod. No. Description 

5790-45-11 Series I - Right Medial/Left Lateral 

5790-45- 12 series I - Left Mediai/Ri~ht Latera l 

5790-55-11 Series 2 - Right Medial/ Left La! era \ 

5790-55-12 Series 2 - Lefi Medial/Right Latere11 

5790-65-tl Seri es 3 - Right Medial/Left Later<ll 

5790-65-12 Series 3 - Lell Medial/Right Lalere1l 

5790-75-11 Series 4 - Right Mediai/Lell Lalcral 

5790-75-1 2 Series 4 - Left Medial/Right Lateral 

5790-85-11 series 5 - Right Medial/Left Lateral 

5790-85- 12 Series 5 - Right Medial/Let[ l.Bteral 
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All-Polyethylene 
Tibial Components 

Prod. NO. Description- S<:nes 1 
3191).4(Hl8 Tibial Componenl MR'T'IJ.T 8mm 

~In TII.>I;I}ComJl(li1Cnl MRTIUT IOl'Jn 
5 7'l0-40- 11 1\blal CMipOOCnl MRTIUJ 12tr.tn 

5791).4/l ·~ ltoaiC~I MRTIU1 1411"11' 

579!HHIS llhal Colr4Jontnl r.I.TII.Rf 8mm 

57<)0-~1·10 Tol)ca!COI:llX"'b!l MIJIIRT 11)rnr 

5790-'1' ll 1\ll!JI Componenl MLTIIRT 120111\ 

57<10-41 14 Tt~taiComponem ML1 /I.K1' 1401111 

Prod NO Description-Sencs 2 
57~·5<•·fJtt rob"'' CQmJXlllenJ ~1RTIIJ.T Smm 
57'10-5010 1\!JiaiCOOlj)Onenl MRT·u.T IO!nm 
S'/90-5LII2 Tolli.>IC«r.panc:n~ MRTIUJ llmm 
5191).5().1~ TlboiiiCom;>mcn~ MRT,UJ 14mm 

5'/'l0-51.o!l Ttlllal C'llmpOntnl MLillRT bll\nt 

5'/'lO-SHO Tibial (CI'lpOI1eOl MIJ/00 IOtmr 
5790 51·12 Ttbi<tl C0111ponem MIJ/ lXT 12rnm 

5790-51 14 Tt!Mal componcm MITILRT 1~11111' 

Prod NO Descnpllon - Serl~ 3 
S;'t)O.f.O~ Ttl>.il! CO!npO!l(lll MRTILIJ 8mm 

5790·1'0-10 TlbliiiC:O.~I MRT 'W' lOom' 
57'JOoc.?-12 Tibo.ll (L1mpl:ln<n: MRT'Ul llmm 
5~14 Tlb<a!C<lnlp(lr.enl ~W!UJ 141M' 

5~14·'·(11\ nr.a.eom~t Mll/00 8mm 
51lJO.I\HO Ttll<al~nl MLT/LRT IOmm 

5790·(11 12 Tobia I Compoocnl MLTIIRT 12mm 

5790-61 14 nbta!Componem MLT/lXT 14mm 

Prod No Description-Series 4 
519(>-~ Tlblaleompone.~ MRT/W St\1111 

57<)0.71} w 'l'IOOIC~ MRT/W lllrrJ\1 

51'»-i'Oil 1\blal Cc)fnponent MRTIU1 llmm 
5]»70-1( l'braiCoo·poneu MRTIU1 14r:vn 

57')11}-71-CII 1\blal Con..,coenl Ml.fii.KT tlmm 

57!)0.71-10 Tibial COI"po1tnl MJ:r/LRT IIJnlOT 

57'1()·71 12 1\blaiComponem MLT/lXT 11nun 
5790·71 14 1\btal compo:lent MIT/ Lf,'T 14mm 

Prod No OeSCripc.ion-Sencs 5 

57'JU-80-IAI 111M! CO!llj)Or:cl'l MRT/UJ &nun 
5790-S> 10 lbaJ (Qr.!P01leJ11 MIIT/UJ lllrr.m 

57<»~12 llbial~ MIIT/UI 12rml 

5790-110•11 lil>oal Cornponen4 MRTIU.:' 14r.un 

5790-8108 llbtaiCompooem Ml.f/00 8nml 

5790·81 10 Ttbtal CQn\pOIICnt MLI/UCI IOmm 
5790·81 11 1lbial Compo<lt111 MLTII.Kf 1211\Ul 
5790 81-14 TtbliliCom~t MLlii.R'f 14:rm 

: . 
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M/G UNICDMPARTMENTAL KNEE SYSTEM 

Instrumentation 
Prod. No. 

1336-28 

5061-63 

5061-68 

5120-85 

5222-39 

5785-72 

5785-79 

5785-80 

5785-82 

5785-97 

5791-01 

5791-02 

5791-03 

5791-04 

5791-05 

5791-06 

5791-07 

5791-08 

5791-09 

5791-10 

5791-11 

5791-12 

579t-13 

5791-14 

5789-\5 

5789-16 

5789-17 

5789-18 

5789-51 

5789-38 

5789-42 

5789-43 

5789-46 

5789-47 

5789-48 

5iS9-49 

Descriotion 

Femoral impactor 

Holding Pins (4) 

Anterior Femoral File 

QIC Drill, 3.2mm 

Headless Smooth Pin 

Universal Handle Driver 

Alignment Rod 

Alignment Rod w/Coupler 

Q!C Femoral Intramedullary Drill, 8mm 

Slaphammer Extractor 

Femoral Sizer/Finishing Guide, 
Small Right Medial/Let\ Lateral 

Femoral Sizer /Finishing Guide, 
Small Lei\ Mediai/Ri~ht Lateral 

Femoral Sizer /Finishing Guide, 
Small+ Right Medial/Let\ Lateral 

Femoral Sizer /Finishing Guide, 
Small+ Left Medial/Right Lateral 

Femoral Sizer /Finishing Guide, 
Regular Right Medial/Lei\ Lateral 

Femoral Sizer /Finishing Guide, 
Regular !..ell Medial/Right Lateral 

Femoral Sizer/Finishing Guide. 
Regular+ Right Medial/Lei\ Lateral 

Femoral Sizer /Finishing Guide, 
Regular- Medial/Right Lateral 

Femoral Srzer/Finishing Guide, 
Large Right Medial/Lei\ Lateral 

Femoral Sizer /Finishing Guide. 
Large Lett Medial/Right Lateral 

Femoral Sizer /Finishing Guide, 
Large+ Right Medial/Let\ Lateral 

Femoral Sizer/ Finishing Guide 
Large+ Medial/Right Lateral 

Femoral Sizer /Finishing Guide, 
Large++ Medial/Rieht Lateral -----------------
Femoral Sizer /Finishing Guide 
Large++ Medial/Right Lateral 

Series I -Tibial Sizer 

Series 2 -Tibial Sizer 

Series 3- Tibial Sizer 

Series 4- Tibial Sizer 

Series 5 -Tibial Sizer 

Tibial Articular Surface Remover 

Unicompartmental Femoral Drill w/Stop 

Holding Pin Pliers 

Femoral Holding Peg 

Tibial Holding Clamp 

Lon~ Head Holding Pins 121 

Ttbral Drill w/54op 

5789·11 Tension _Ga __ t-"'rg'---c::--:--:----- -----
5977 -84 Tibial Resection Guide 

5967-33-01 Spring Screws. Short 

Minimally Invasive 
Surgical Instrumentation 

Prod. No. Description 

5791-21 Right Medial/Left Lateral intramedullary 
Femoral Resect or Guide (9'") 

5791-22 

5791-.23 

579t -25 

5791-31 

5791 ·32 
5791-35 
5791-60-08 

5791-60-10 

5791-60-12 

5791-60-14 

5791-70-00 

5791-71-00 

5791-81-00 

Let\ Medial/Right Lateral Intramedullary 
Femoral Resect or Guide (9") 

Oi~al Femoral Rcscnor Block-Mcdial 

lnlramedullan· Patellar RetractOf 

Left Medial/Rieht Lateral Tibial Resector 

Righi Medialll.efllaler<rll1biil t Reseclor 

Concave Tibial Spacer, 8mm 

Concave Tihial Snacer. 1 Omm 

Concave Tibial Spacer, 12rnm 

ConcaveTibiaiSpacer, 14mm 

i\nkle Clanm 

Distal Telescope Rod 

Depth Resection Stylus 

SAWBLADES 

Prod. No. Description 

5052-73 Reciorocator Saw Blade 12.5 x 73.5 x .9111111 

5071-00 Oscillating Brazol Blade 19 5 x 86 x 1.27mm 

5071-180 Oscillating Saw Blade I 0 x 90 x 1.27mni 

Femoral Sizer/Finishing Guides 1.27mm Slots (040in ) 

Distal Femoral Resector and Tibial Resector I .27111111 

Slots (.OSOin ) 



M/G UNICDMPARTMENTAL KNEE SYSTEM 
PROVISI 0 N ALS 

Fern orals 
Prod. No. Descriotion AP 

5792-20 Small Left Medial/Right Lateral 42 

- 5792·21- Smilll Right Medral/L.ell Lateral 

5792.-2.2 Small+ LcR Mt'ttiai/Rll!ht Lateral 

5792-23 Small+ Right Medial/Left Lateral 44 
5792-24 Regular Lel1 Medial/Right Lateral 47 

5792-25 Regular Right Mcclial/L.ei\ Lateral 47 

5792-26 Regular, Lel1 Medial/Right Lateral 50 

5792-27 Regular+ Right Medial/L.cft Lateral 50 

5792-28 Large Left Medial/Right Lateral 52 

5792-29 Large Right Medial/Lel1 Lateral 52 

5792-30 Large+ Lel1 Medial/Right Lateral 56 

5792-31 Large +Right Medial/Let\ Lateral 56 

5792-32 Large++ Let\ Medial/Right Lateral 60 

5792-33 Large+~ Right Medial/Left Lateral 60 

Tibial Articulating Surfaces 
Prod. No. Description 

5789-40-08 Series I - 8mm 

5789-40-10 Series I - I Omm 

5789-40-12 Series 1 - 12m111 

5789-40-14 Series I - 14mm 

5789-50-08 Series2- 8mm 

5789-50-10 Series 2 - I Omm 

5789-50-12 Series 2 - 12m111 

5789-50-14 Series 2 - 14111m 

5789-60-08 Series3- 8mm 

5789-60-10 Series 3 - t Om111 

5789-60-12 Series3- 12111111 

5789-60-14 Sencs 3 - 14111111 

5789-70-08 Series 4 - Smrn 

5789-70-10 Series 4 - I Omm 

5789-70-12 Series 4 - 12111111 

5789-70-14 Senes 4 - 14rnrn 

5789-~0-08 Series 5 - 8m111 

5789-80-10 Series 5 - I 0111111 

5789-80-12 Series 5 - 12ml11 

5789-80-14 Seriess- 14mm 

Tibial Fixation Plates 
Prod. No. Description 

5789-45-01 Series I - Right Medial/Left Lateral 

5789-45-02 Series I - Left Medial/Right Lateral 

5789-55-01 Series 2 - Right Medial/Left Lateral 

5789-55-02 Series 2 - Left Medial/Right Lateral 

5789-65-01 Series 3 - Right Medial/Left Lateral 

5789-65-02 Series 3 - Left Medial/Right Lateral 

5789-75-01 Series 4 - Right Medial/Lei\ Lateral 

5789-75-02 Series 4 - Left Medial/Right Lateral 

5789-8..'>-01 Series 5 - Ri)ll l'll Mcdi~I/Lel\ lateral 
5789-85-02 Series 5 - Right Medial/Lei\ Lnteral 

--------------------------------------------------------------------
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(/)z•n•mer Please refer to the package msert for product 
tn(ormatton. mcludln~ contraindteations, 
warnings. and prccottonary informatton 
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