
2 1

SURGICAL TECHNIQUE

GENUS UNI
UNICOMPARTMENTAL KNEE IMPLANT



2 3

Surgical Technique completed in conjunction with:
Mr. Mark Rickman
Consultant Orthopaedic Surgeon, 
South West London Elective Orthopaedic Centre
Epsom, Surrey, UK

Nota Bene: The technique description herein is made available to the healthcare professional to 
illustrate the authors’ suggested treatment for the uncomplicated procedure. In the final analysis, 
the preferred treatment is that which addresses the needs of the patient
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Patient Selection

Medial unicompartmental knee replacement has well defined indications (Tab1), and excellent 
results can be achieved provided the criteria below are respected. 
In general, the disease should be isolated largely to the medial compartment of the knee, and the 
stabilizing structures of the joint should be functioning normally. 

Medial Unicompartmental Knee Replacement Indications

• Medial compartment osteoarthritis or avascular necrosis with a well-preserved lateral 
compartment presenting an intact meniscus and full thickness cartilage.

• Normally functioning Anterior and Posterior cruciate ligaments (*).

• Varus deformity able to be passively corrected and in any case lower than 15°.

• Flexion contracture less than 15°.

• Patello-femoral arthritis is not considered a contraindication.

• Age, weight and patient activity level are not considered a contraindication for 
Unicompartmental knee replacement (2;3;4;5)  

(*) In some cases it is possible to achieve good results performing an ACL reconstruction together with a 
Unicompartmental Knee replacement (1)

Medial Unicompartmental Knee Replacement Contraindications

• All forms of inflammatory arthropathy.

• Varus deformity >15° and any deformity unable to be passively corrected.

• Flexion contracture >15°

• Lateral compartment with signs of degenerative arthritis and cartilage damage.

• Any active infection process. 

Tab.1 Unicompartmental Knee Indications & Contraindications
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Lateral compartment osteoarthritis  
The lateral compartment should be well preserved. 
Wear in the lateral compartment is typically more 
posteriorly placed than in the medial compartment. 
It is best assessed using a weight-bearing x-ray at 
20-30 degrees of flexion, with or without an applied 
valgus stress (6;7). 

The Rosenburg X-Ray view.

Additional information can be 
obtained from an MRI scan, but 
we would not recommend this in 
every case. 
Very early lateral degenerative 
changes, even with marginal 
osteophytes are not a 
contraindication to medial UKR.

Sagittal Instability  
It is essential that the cruciate ligaments are 
functioning normally for the patient to regain a well 
performing knee after medial UKR, as well as for 
implant longevity. Even in the absence of trauma, 
the anterior cruciate ligament can be damaged by 
the osteoarthritic process, and its integrity must 
be confirmed. Lateral radiographs may draw 
attention to possible ACL instability, as wear will 
then be more posterior than the typical antero-
medial arthritis seen in a stable knee (7). MRI 
and arthroscopy can add further information but 
are not essential. The ligament must be carefully 
inspected / assessed at the time of surgery, when 
a final decision can be made regarding the ACL 
integrity.
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Varus Deformity 
Some degree of varus deformity is common in 
medial osteoarthritis. Since UKR surgery is minimally 
invasive compared to total knee replacement surgery, 
ligament releases to correct significant deformity are 
not possible. Any varus deformity must therefore be 
correctible at least to neutral passively, and the MCL 
confirmed to be intact. If deformity cannot be corrected 
passively prior to surgery, then the disease process is 
too advanced and a better outcome will be achieved 
with a total knee replacement. If required varus/valgus 
stress X-Rays may help surgeon judgment. 

Fixed Flexion 
Some degree of varus deformity is common in For similar reasons, large fixed flexion deformities 
typically represent advanced disease and cannot be corrected with UKR surgery. Any more than 
10-15 degrees of fixed flexion makes UKR surgery contra-indicated.

Inflammatory Disease 
UKR surgery is ideal for primary osteoarthritis, post-traumatic osteoarthritis and some cases of 
avascular necrosis. However, in cases of inflammatory arthritis, where disease progression to 
other compartments of the knee can be expected, it is contra-indicated.

Patellofemoral Disease 
This is not a contra-indication, unless the patella is significantly maltracking, or the patients 
symptoms are predominantly arising from the patellofemoral joint. Some damage to the 
patellofemoral joint is commonly seen with medial osteoarthritis, as a result of the varus deformity 
and subsequent mal-tracking, but symptoms from this will typically disappear after the axis is 
improved by UKR surgery. Many patients will have quite marked radiologic patellofemoral changes 
but no symptoms, with or without medial osteoarthritis; disease progression after medial UKR is 
rare (8).

Age 
Patient age is not a contra-indication. Good results have been reported in younger patients (2; 
4). In comparison to high tibial osteotomy pain relief is more reliable, and revision surgery less 
common (9; 10; 11). In older patients the procedure is smaller with less blood loss and a more rapid 
recovery compared to a total knee replacement (12; 13; 14). Disease progression requiring total 
knee replacement surgery is uncommon.
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Pre-operative Planning

The Adler Genus Unicompartmental Knee differs from other systems in that it aims to recreate a 
more anatomical solution specific to each individual patient. When patients presenting for possible 
UKR stand the tibial articular surface is rarely ,if ever,  parallel to the floor. There is typically an 
angle of 1-3 degrees varus, as well as 0-10 degrees of posterior slope (15). Changing these 
angles after surgery will have marked effects on knee function, in relation to ligament balance and 
biomechanics. 
Each knee is therefore individual, based on these angles, and in order to re-create this, careful 
pre-operative evaluation of the patient radiographs is essential.

1. AP Radiographs – Measuring the Varus Angle of Resection (VAR)
An ideal tibial  cut will typically be perpendicular to the proximal tibial metaphyseal angle when 
viewed on an AP radiograph. However, due to most patients having a tibial bow, this cut is not 
perpendicular to the mechanical axis of the tibia. Intra-operatively, an extra-medullary guide will 
align the surgeon with the mechanical axis of the bone – it is thus essential to know the difference 
between this alignment and that of the proximal tibial metaphysis – the VAR.
The simplest and best way to judge this angle is by examining a long-leg AP tibial x-ray. 
This task can be achieved in two steps:

• First, the mechanical axis of the tibia is identified, by drawing a line 
connecting the centre of the ankle joint with the centre of the knee 
joint. (Fig. 1)

• Second, the proximal tibial metaphyseal angle is drawn, by connecting 
the centre of the knee joint with a point in the centre of the bone, 
approximately 10cm below the knee. The angle measured between 
these two lines represents the VAR.  (Fig. 2)

Fig. 1 Example of 
long leg AP x-ray. 
The red line shows 
the mechanical 
axis of the tibia

Fig. 2 The tibial metaphyseal angle
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2. Lateral Radiographs – Measuring the posterior slope
The degree of posterior slope at the proximal tibia is very variable, and the surgeon should aim to 
recreate the native slope. This is important to maintain good function of the cruciate mechanism, 
as well as for accurate balancing of the knee in flexion / extension.
The angle is easily measured on a lateral radiograph of the upper tibia, and at the time of tibial 
resection the tibial guide allows the surgeon to recreate this angle.

Example of pre-op planning on AP and lateral X-Rays.

Post-op AP and lateral X-rays.
The implant has been positioned according to the Pre-op planning, following patient knee joint 
anatomy
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Positioning, Access and Initial Steps

Patient Positioning
Medial UKR surgery is typically performed 
through a minimally invasive medial para-
patellar approach. Due to the minimal access 
available to the surgeon, careful patient 
positioning is essential. 
Throughout the procedure, the knee will need 
to be placed in full extension, 30 degrees of 
flexion, 90 degrees of flexion, and full flexion. 
It is recommended therefore that the position 
shown on  Fig. 1 is adopted.
Since the surgeon typically stands on the 
lateral side of the knee joint, visualization of 
the interior of the knee is improved by having 
the patient at a slight angle, when viewed from 
above.

Fig. 1 Suggested Patient Positioning

Surgical Access and Initial Steps                           
Surgery can be performed with or without the use of 
tourniquet according to the surgeons choice.  Antibiotics 
should be given in line with local protocols. With the knee 
positioned at 90 degrees, a para-medial skin incision 
is made from the mid-patella region to 3-5cm below the 
joint line (fig. 2) . The incision is deepened through the 
joint capsule, but at the upper end, the capsular incision is 
extended proximally only to the level of the vastus medialis 
fibres. 
If access is difficult later on, this proximal incision can be 
extended by 1-2cm to aid exposure. (Fig. 2). At this point, 
it is helpful to incise the synovium proximally, deep to the 
VMO  / Capsule, by a few cms.

Fig. 2 Surgical access (red Line) and
its possible extension (black line)
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The fat pad is removed as necessary to 
expose the intercondylar notch, and the 
anterior medial tibia is exposed. Visualization 
is improved by placing the MCL retractor 
and the patella retractor as shown (Fig. 3). 
As much of the medial meniscus as possible 
should be removed.
The knee should now be inspected to 
ensure that there are no contra-indications 
to proceeding with a UKR; in particular the 
patello-femoral and lateral compartments 
should be assessed and the ACL carefully 
inspected.

Fig. 3

Marginal osteophytes should be removed from both the femur and the tibia, including anterior tibial 
osteophytes. Removal of patella osteophytes will also improve visualization. Notch osteophytes 
should also be carefully removed, to allow insertion of the vertical saw employed for the tibial 
resection.

By flexing / extending the knee, different parts of the joint can be accessed through the incision – 
the proximal femur and patella are best visualized with the knee extended, whereas the posterior 
femur is best seen with the knee in full flexion.

Once the osteophytes have been removed it should be confirmed that correction of any pre-
operative varus deformity in extension is now possible, as soft tissue balancing has been achieved.



10 11

Tibial Cut and Measuring the Flexion Gap

Assembling the Tibial Resection Jig
The Genus Uni Tibial Resection Jig (Fig. 1) allows for 
tibial cut inclination (both varus/valgus and posterior 
slope) and depth adjustment.

Fig. 1 The Genus Uni Tibial cutting Jig

Distal Part

Proximal Part

Genus Uni Tibial Cutting Jig Components

Proximal Part

Distal Part

Components

1. Tibial Cutting Block.

2. Tibial Jig Proximal Rod.

Components

1. Ankle Clamp. 

2. Ankle Clamp sliding Connector.

3. Tibial Jig Distal Rod.

4. Fixation Rod. 1

2

3

4

1

2 Tibial cutting 
block and 
proximal tibial jig 
magnification.

NOTE: The Clamp should be assembled with the bolt hinges always pointing downward
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Applying the Tibial Resection Jig                      
The tibial jig is placed on the leg, and 
secured distally by the ankle clamp. The 
proximal end is positioned against the 
tibial tubercle and a provisional alignment 
is chosen, close to the mechanical axis of 
the tibia (Fig.1). 

NOTE: Normally the jig should be 
positioned in neutral alignment (i.e.: 
vertical rod parallel to the tibial axis and 
ankle clamp connector aligned with the 
foot 2nd metatarsal), because the varus/
valgus cut adjustment will determined  
by acting on the jig proximal sliding 
mechanism.

The long pin is then drilled into the 
tibial tubercle through the middle 
of proximal hole in the jig, thus 
provisionally securing the tibial 
resection jig. (Fig. 2) (At this point, 
it is important to note that the tibial 
cutting block can still be adjusted in 
all directions.)

Having secured the tibial resection jig in place, 
the final resection level can be corrected in the 
sagittal and coronal planes, followed by resection 
depth.
The overall alignment of the jig is adjusted in the 
AP plane to match that of the long axis of the bone 
by sliding the distal connector of the jig on the 
ankle clamp. (Fig.3)

Fig. 3

Fig. 2

Fig. 1
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The posterior slope can be adjusted, 
to match that of the patients anatomic 
slope, as measured in the pre-operative 
planning. This is done by adjusting the 
tibial Jig distal rod on the ankle clamp 
distal connector (Fig. 4a). The jig will 
rotate by up to 10 degrees, with the 
long pin in place. (fig.4b)

Fig.4b Posterior slope adjustment allowed by the Genus Uni Tibial Cutting Jig. The degrees of posterior inclination 
can be judged looking at the scale visible on the front of the jig.

The tibial cutting block 
varus/valgus inclination can 
be precisely adjusted by 
acting on the varus/valgus 
mechanism available in 
the proximal part of the jig   
(Fig. 5a).  
The degrees of Inclination vs 
the horizontal plane can be 
read on the scale available 
on the side of the instrument  
(Fig. 5b).
Normally the varus/valgus 
cut inclination is chosen 
by the surgeon and fixed 
according to the pre-op 
planning.

Fig.5b Inclination scale on the side of the Jjg.  

Fig.4a

Fig.5a Tibial Cutting Block varus/valgus 
inclination system 
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The desired VAR should have been dialled into the jig prior to starting, but at this point it should 
be checked to ensure that it has not changed. Once all 3 adjustable planes are correct, the block 
is pinned in place using two or three short pins. (Fig. 6)

Fig. 6

Depth of Resection 
The tibial resection block has a depth gauge, 
with 4 and 6mm resection guides and clips 
into the top of the resection block. Using 
this, an appropriate resection depth can be 
chosen, and the lower block pinned in place 
prior to any cuts being made. The end of the 
depth gauge should fit under the femoral 
condyle, and sit snugly against the tibial 
surface. (Fig.6) 
For cases where there is no bony defect 
the 6mm guide should be chosen, whereas 
if there is bone loss already then the 4mm 
guide is preferred. (Fig.7)

Fig.7 Tibial Depth Gauge. It allows the 
choice between two different depths of cut. 

4 mm 6 mm

Fig. 7
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Tibial cuts
If the suregon would like to execute tibial cuts through a slotted cutting block, then a slotted 
modulus will have to be added on the tibial cutting block (Fig. 8a). In that case tibial depth gauge 
will need to be repostioned in order to re-adjust the tibail cut depth (Fig. 8b). In order to make the 
tibial cuts, the MCL retractor is essential and the patells retractor might also be necessary.
The vertical cut is made first.

The saw blade should cut 
through the intercondylar 
notch, taking care not 
to damage the anterior 
cruciate ligament. The 
direction of this cut is 
approximately in line 
with the femoral head. 
The blade must be kept 
parallel with the top of the 
resection block, avoiding 
to cut too deep into the 
posterior tibial cortex. 
(Fig.9)

Fig. 8a

Fig. 8b

Fig. 9
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The horizontal cut is then made, 
taking care not to damage any 
of the MCL fibres. Following 
this, the resected bone can 
be removed, typically using a 
broad osteotome as a lever and 
a Kochers clamp or similar. Any 
remaining medial meniscus 
should now also be removed.
It is important to check that at 
least the minimum amount of 
bone has been resected, which 
is done prior to removal of the 
tibial jig. This is done using the 
9mm spacer handle, with the 
knee at 90 degrees. (Fig.10a; 
10b) It is important that the 
retractors are removed for this 
step, as retracting the MCL or 
patella tendon will cause an 
apparent decrease in the flexion 
gap.

Fig.10a 9mm spacer handle.
Its thickness represents the 
minimum tibial component 
depth (tibial tray and Poly insert 
combined) 

Fig.10b First flexion 
gap check. 

Any corrections found to be necessary to the 
tibial resection should be made, following which 
the jig is removed by removal of all of the pins.
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Assessing the Flexion Gap
With the knee at 90 degrees, the flexion gap 
is now measured. The 9mm spacer handle is 
inserted into the medial side of the joint, again 
with no retractors in place and the tension 
of the soft tissues felt by hand. The spacer 
should slide into the joint space relatively 
easily, but not be loose enough to be removed 
by just 2 fingers. If the 9mm spacer feels 
loose, incremental build-ups are tried, slotting 
into the under-surface of the spacer handle, 
making the thickness up to 10, 11, 12 or 14mm 
as required.  (Fig.11a; 11b) 

Assessing the Extension Gap
Once the flexion gap is known, the build-up spacers are left in the spacer handle, which is then used 
to assess the extension gap. With the knee in full extension the spacer handle is re-introduced into 
the medial knee joint. Typically, the extension gap will be looser than the flexion gap due to bone 
loss on the distal femur and this gap is again balanced by inserting femoral spacers. The femoral 
spacers are attached to the upper surface of the spacer handle. The femoral spacers are available 
in 1, 2 and 3mm sizes. (Fig.12a; 12b)

Fig.11a Spacer handle and build-up. This assembly allows a precise flexion gap assessment.  

Fig.11b Flexion 
gap check.  

Fig.12a Fig.12b
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Distal Femoral Resection

With the previously chosen spacers in place, the distal femoral cutting block is now assembled 
onto the spacer handle, which is then re-introduced with the knee in extension. The block is 
pinned in place using either 2 or 3 headed pins. (Fig.14a; 14b)

Additionally, with the correct flexion and 
extension spacers in place, an alignment 
rod can be used through one of the holes in 
the spacer handle to check the alignment 
of the tibial cut.(Fig.13)

Fig.13

Fig.14a Fig.14b
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The distal femoral cut is then made, making 
sure not to damage any of the MCL fibres. 
This cut can be made in extension, or if the 
surgeon prefers the spacer handle can be 
disengaged and removed from the knee 
using the hexagonal screwdriver and the 
knee flexed prior to making the saw cut. 
(Fig.15)

The saw will not protrude fully to the back of the knee, due to the curved shape of the distal femur, 
but the surgeon must bear this in mind when judging  how far posteriorly to pass the saw blade.

Femoral Component Sizing and Femoral Cuts

Sizing of the femoral component is assessed using the femoral sizing guides, which increase in 
size from 1 to 6. These should be placed against the tibial and distal femoral cut surfaces, with the 
knee at 90 degrees and the size assessed visually. Ideally, the top of the sizer should lie within 
1-2mm of the edge of the femoral condyle and not protrude beyond it. (Fig.16)

Fig.16

Fig.15
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Once the appropriate femoral size has been chosen, the same sized femoral cutting block is 
attached to the spacer handle, which is then re-introduced to the knee already assembled with the 
previously selected tibial build-up, if  one was needed. With the knee at 90 degrees, the spacer 
should sit against the tibial cut surface and the femoral cutting block should be in perfect contact 
with the distal femoral cut. Once this is in place, the block is secured using 2 headed drill pins. 
(Fig.17a;17b)

Taking care not to damage the MCL fibres, the chamfer and posterior cuts are made through the 
slots in the cutting block. It is recommended to make the chamfer cut first.(Fig. 18a; 18b)

Once both cuts have been made, the spacer and cutting block are removed, along with the cut 
pieces of bone.

Fig.17a Fig.17b

Fig.18b
Fig.18a
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Tibial Component Sizing and  Bone Preparation

Tibial component sizing
The tibial component is sized at this stage, using the tibial lollipops (Fig.19a). A reasonable guide 
can be obtained by checking against the resected bone and the approximate lollipop is offered up 
to the cut tibial surface. The hook at the back should rest tight against the posterior cortex, whilst 
the lateral edge should run directly along the vertical cut (Fig.19b).

Tibial Bone preparation
The appropriate size is judged based 
on coverage of the tibial cancellous 
bone, with an ideal component 
covering but not overhanging the 
cortex both medially as well as 
anteriorly. Once the appropriate size 
is chosen, the lollipop is secured 
using a headed drill pin. (fig.20)

Fig.19a Fig.19b

Fig.20
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In case a metal back tibial 
implant  will be used, the  final 
tibial preparation consists of 2 
steps. The slot is cut for the AP 
fin, using the fin cutting device 
(Fig.21a). The peg hole is also 
drilled with the dedicated drill, 
which has a built in drill stop 
(Fig.21b). This completes tibial 
preparation and the lollipop can 
then be removed. 
Those two preparation steps will 
not be needed  if the surgeon 
will instead decide to use an all 
poly tibial component.

Fig.21a

Fig.21b
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Trial Reductions

The surgeon can now perform a 
trial reduction.
The appropriately sized femoral 
component is offered up to the 
femur and using the punch and 
a small mallet, hammered into 
place. If necessary, the femoral 
trial can be further secured with 2 
femoral drill pins. (Fig. 22)

The tibial trials come in different sizes (1-6) appropriate to the tibial component size chosen, and 
thicknesses (9-14mm) to match the previously assessed flexion  and extension gaps. 
The correct tibial trial spacer  equates to the size and thickness of the final tibial component and 
polyethylene spacer together. The tibial trial is introduced into the knee on the tibial trial handle, 
which can then be removed, leaving the tibial trial in place.(Fig.23a;23b)

The knee is then assessed for range of motion and stability, carefully checking ligament balance 
throughout. Once the surgeon is happy with the implants, the trial components are removed. It is 
recommended, however, to remove the tibial spacer first and with the femoral component in place 
assess the presence of a posterior femoral osteophyte. This is easier to judge with the femoral 
component in place. If left behind, this osteophyte can interfere with flexion range, as well as 
cause pain, potential polyethylene wear and early tibial component loosening.  Any overhanging 
osteophyte should be trimmed flush with the implant, using a curved osteotome.

Fig.22

Fig.23a Fig.23b
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Final femoral preparation

The femoral drill guide is applied to the trial femoral component.
The holes to host the two femoral implant pegs are made by means of a 4.8mm diameter drill.
The drill has a built-in stop in order to control the correct depth of the peg hole. (fig.24)

This step can be omitted if the surgeon previously secured the femoral trial using the two modular 
femoral pegs available in the set. 

Fig.24Fig.24
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Component Implantation - Cemented

Final preparation of the bone surfaces includes 
routine washing/drying of the bone as per the 
surgical preference. If either bone surface is still 
eburnated, it is recommended to place several 
small drill holes in the bone, to improve cement 
penetration. The tibial component is cemented 
first, making sure to locate the peg and fin in 
their appropriate places before impacting using 
the tibial impactor. (Fig.25) Care should be taken 
to use only minimal force, as there is otherwise 
a risk of causing a tibial plateau fracture. Excess 
cement should be removed carefully from all 
around the component.

The femoral component is then cemented in place. It's recommended the surgeon manually 
positions the cement on the anterior and distal femoral condyle surface, but places the remaining 
cement on the back of the prosthesis.  
Using the femoral introducer, the femoral component is then provisionally placed, being sure to 
locate the pegs in their appropriate holes. The femoral component is then fully impacted using the 
femoral impactor at an angle of 45°, and any excess cement removed. (Fig.26)

The polyethylene spacer is then inserted by hand and will click into place once seated properly. 
(Fig.27) The knee is then placed in full extension, with minimal pressure and the cement allowed 
to cure.
A further check is made for extruded cement, which should be removed as necessary. The knee 
is then observed to be moving through a full range of motion, with well balanced ligaments, before 
the wound is irrigated and closed.

Fig.25

Fig.27Fig.26
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Component Implantation - Cementless

The cementless tibial component requires a secondary fixation by means of a compression screw, 
therefore the following additional steps will be needed: 

Tibial hole cover removal
Before tibial tray implantation the hole 
cover should be removed using the Hex 
screwdriver available in the instrument 
set. 
(Fig.1)

Tibial hole drill
After tibial tray impaction, a drill guide 
is applied to the tray hole and a hole is 
made to host the 6.5mm tibial fixation 
screw. 
(Fig.2)

Tibial Fixation Screw insertion
The 6.5mm tibial fixation screw is then 
inserted. 
(Fig.3)

Fig.1

Fig.2

Fig.3
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Post-operative Regime

Recovery of knee function is typically rapid, due in part to the minimal damage caused to the 
quadriceps mechanism. Patients should be encouraged to fully weight bear the following day.
Knee flexion will generally recover well and typically by 6 weeks at least 100 degrees of flexion 
will be achieved. Forced early flexion in the first few days after surgery is unnecessary, as post-
operative stiffness is much less common than after total knee replacement.
Good postoperative radiographs are necessary as a baseline for comparison with later films and 
to allow ‘quality control’ of the surgical technique. AP and lateral radiographs are essential and 
an initial skyline radiograph gives useful information regarding rotational component alignment.
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Genus Uni Implants
Part. numbers, Descriptions and Dimensions 

Implant Options

Cemented Femur Cementless Femur 

Metal Back Tibial Tray Cementless 
Tibial Tray
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Femoral Components

Tibial Trays

(*) Ingrowth Surface Co-Por® + HA Coating

(*) Ingrowth Surface Ti-Por® + HA Coating



28 29

Tibial Inserts

6.5mm Tibial Screws
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Genus Uni Instruments Tray 1

CODE DESCRIPTION QUANTITY

IC14020 GENUS UNI BASE INSTRUMENTS TRAY 1

IC14023 GENUS UNI BASE INTR. TRAY COVER 1

IS02600 SCREWDRIVER L70 CH3.5 1

KG24300 ANGEL WING 1

KU00100 GENUS UNI HANDLE SPACER 1

KU00201 GENUS UNI TIBIAL SPACER +1mm 1

KU00202 GENUS UNI TIBIAL SPACER +2mm 1

KU00203 GENUS UNI TIBIAL SPACER +3mm 1

KU00205 GENUS UNI TIBIAL SPACER +5mm 1

KU02001 GENUS UNI FEM CUTTING BLOCK LL/RM SZ 1 1

KU02002 GENUS UNI FEM CUTTING BLOCK LL/RM SZ 2 1

KU02003 GENUS UNI FEM CUTTING BLOCK LL/RM SZ 3 1

KU02004 GENUS UNI FEM CUTTING BLOCK LL/RM SZ 4 1

KU02005 GENUS UNI FEM CUTTING BLOCK LL/RM SZ 5 1

KU02006 GENUS UNI FEM CUTTING BLOCK LL/RM SZ 6 1

KU02011 GENUS UNI FEM CUTTING BLOCK RL/LM SZ 1 1

KU02012 GENUS UNI FEM CUTTING BLOCK RL/LM SZ 2 1

KU02013 GENUS UNI FEM CUTTING BLOCK RL/LM SZ 3 1

KU02014 GENUS UNI FEM CUTTING BLOCK RL/LM SZ 4 1

KU02015 GENUS UNI FEM CUTTING BLOCK RL/LM SZ 5 1

KU02016 GENUS UNI FEM CUTTING BLOCK RL/LM SZ 6 1
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KU02101 GENUS UNI TRIAL FEM COMPONENT LL/RM SZ1 1

KU02102 GENUS UNI TRIAL FEM COMPONENT LL/RM SZ2 1

KU02103 GENUS UNI TRIAL FEM COMPONENT LL/RM SZ3 1

KU02104 GENUS UNI TRIAL FEM COMPONENT LL/RM SZ4 1

KU02105 GENUS UNI TRIAL FEM COMPONENT LL/RM SZ5 1

KU02106 GENUS UNI TRIAL FEM COMPONENT LL/RM SZ6 1

KU02111 GENUS UNI TRIAL FEM COMPONENT RL/LM SZ1 1

KU02112 GENUS UNI TRIAL FEM COMPONENT RL/LM SZ2 1

KU02113 GENUS UNI TRIAL FEM COMPONENT RL/LM SZ3 1

KU02114 GENUS UNI TRIAL FEM COMPONENT RL/LM SZ4 1

KU02115 GENUS UNI TRIAL FEM COMPONENT RL/LM SZ5 1

KU02116 GENUS UNI TRIAL FEM COMPONENT RL/LM SZ6 1

KU02601 DISTAL FEM. CUT ADJUST. SPACERS +1MM 1

KU02602 DISTAL FEM. CUT ADJUST. SPACERS +2MM 1

KU02603 DISTAL FEM. CUT ADJUST. SPACERS +3MM 1

KU02604 DISTAL FEM. CUT ADJUST. SPACERS +4MM 1

KU03406 GENUS UNI FEMORAL SPACER 6 mm 1

KU04301 GENUS UNI CONNECTOR DIST. FEM BLOCK RL/LM 1

KU04305 GENUS UNI FEM DIST. CUTTING BLOCK RL/LM 1

KU04401 GENUS UNI CONNECTOR DIST. FEM BLOCK LL/RM 1

KU04403 GENUS UNI FEM DIST CUTTING BLOCK LL/RM 1

KU04600 GENUS UNI UNIVERSAL HANDLE 2

KU04700 GENUS UNI FREE FEMORAL IMPACTOR 1

KU04800 GENU UNI FREE TIBIAL IMPACTOR 1

KU05000 GENUS UNI MODULAR PUNCH LM/RL 1

KU05010 GENUS UNI MODULAR PUNCH RM/LL 1

KU05300 GENUS UNI FEMORAL SIZER SZ1-2 1

KU05301 GENUS UNI FEMORAL SIZER SZ3-4 1

KU05302 GENUS UNI FEMORAL SIZER SZ5-6 1

KU08000 GENUS UNI TRIAL TIBIAL POSITIONER 1

KU13400 GENUS UNI RASP 1

KU13801 GENUS UNI TIBIAL SIZER SZ1/2 RT/LT 1

KU13802 GENUS UNI TIBIAL SIZER SZ3/4 RT/LT 1

KU13803 GENUS UNI TIBIAL SIZER SZ5/6 RT/LT 1
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Genus Uni Instruments Tray 2

CODE DESCRIPTION QUANTITY

IC14021 GENUS UNI "I" INSTRUMENTS TRAY 1

IC14024 GENUS UNI "I" INSTR. TRAY COVER 1

KG03200 EXTRAMEDULLARY ROD ASSEMBLY 1

KG08700 CONNECTOR 1

KU05100 GENUS UNI TIBIAL POST DRILL 1

KU06710 GENUS UNI TRIAL TIBIAL COMPONENT H9 SZ1 1

KU06711 GENUS UNI TRIAL TIBIAL COMPONENT H10 SZ1 1

KU06712 GENUS UNI TRIAL TIBIAL COMPONENT H11 SZ1 1

KU06713 GENUS UNI TRIAL TIBIAL COMPONENT H12 SZ1 1

KU06715 GENUS UNI TRIAL TIBIAL COMPONENT H14 SZ1 1

KU06720 GENUS UNI TRIAL TIBIAL COMPONENT H9 SZ2 1

KU06721 GENUS UNI TRIAL TIBIAL COMPONENT H10 SZ2 1

KU06722 GENUS UNI TRIAL TIBIAL COMPONENT H11 SZ2 1

KU06723 GENUS UNI TRIAL TIBIAL COMPONENT H12 SZ2 1

KU06725 GENUS UNI TRIAL TIBIAL COMPONENT H14 SZ2 1

KU06730 GENUS UNI TRIAL TIBIAL COMPONENT H9 SZ3 1

KU06731 GENUS UNI TRIAL TIBIAL COMPONENT H10 SZ3 1

KU06732 GENUS UNI TRIAL TIBIAL COMPONENT H11 SZ3 1

KU06733 GENUS UNI TRIAL TIBIAL COMPONENT H12 SZ3 1

KU06735 GENUS UNI TRIAL TIBIAL COMPONENT H14 SZ3 1

KU06740 GENUS UNI TRIAL TIBIAL COMPONENT H9 SZ4 1
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KU06741 GENUS UNI TRIAL TIBIAL COMPONENT H10 SZ4 1

KU06742 GENUS UNI TRIAL TIBIAL COMPONENT H11 SZ4 1

KU06743 GENUS UNI TRIAL TIBIAL COMPONENT H12 SZ4 1

KU06745 GENUS UNI TRIAL TIBIAL COMPONENT H14 SZ4 1

KU06750 GENUS UNI TRIAL TIBIAL COMPONENT H9 SZ5 1

KU06751 GENUS UNI TRIAL TIBIAL COMPONENT H10 SZ5 1

KU06752 GENUS UNI TRIAL TIBIAL COMPONENT H11 SZ5 1

KU06753 GENUS UNI TRIAL TIBIAL COMPONENT H12 SZ5 1

KU06755 GENUS UNI TRIAL TIBIAL COMPONENT H14 SZ5 1

KU06760 GENUS UNI TRIAL TIBIAL COMPONENT H9 SZ6 1

KU06761 GENUS UNI TRIAL TIBIAL COMPONENT H10 SZ6 1

KU06762 GENUS UNI TRIAL TIBIAL COMPONENT H11 SZ6 1

KU06763 GENUS UNI TRIAL TIBIAL COMPONENT H12 SZ6 1

KU06765 GENUS UNI TRIAL TIBIAL COMPONENT H14 SZ6 1

KU10400 GENUS UNI FEMORAL HOLDER 1

KU08600 GENUS UNI ANKLE CLAMP "I" 1

KU08700 GENUS UNI EXTERNAL TIBIAL ROD "I" 1

KU09300 GENUS UNI TIBIAL PALPATOR ASSEMBLY 1

KU10700 GENUS UNI VARUS ADJUST, ASSEMBLY "I" 1

KU10730 GENUS UNI 2 SPIKES MODULUS CONNECTOR 1

KU10740 GENUS UNI ANAT. 2 SPIKES MODULUS MR 1

KU10741 GENUS UNI ANAT. 2 SPIKES MODULUS ML 1

KU10760 GENUS UNI SLOPE ADJ. LOCK. SCREW ASSEMBLY 2

KU13900 GENUS UNI CLAMP LOCKING SCREW 1

KU14000 GENUS UNI AP/ML ADJ. BASE "I" CLAMP 1

KU13600 GENUS UNI TIBIAL CUTTING BLOCK "I" RT 1

KU13610 GENUS UNI TIBIAL CUTTING BLOCK "I" LT 1

KU13650 GENUS UNI UPPER TIBIAL CUT. BLOCK  "I" LT 1

KU13660 GENUS UNI UPPER TIBIAL CUT. BLOCK  "I" RT 1
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Drills, fixation pins and drill guides

CODE DESCRIPTION QUANTITY

KG03105 HEADLESS SELF-TAPPING PIN Ø 3.2mm 4

KG03114 SELF-TAPPING PIN Ø 3.2mm WITH STOP L65 4

KG03115 SELF-TAPPING HEADLESS PIN Ø 3.2 L110 6

KG04100 HEADLESS PINS CONNECTOR 1

KG08700 CONNECTOR 1

KU04501 GENUS UNI TIBIAL CEMENTLESS DRILLING GUIDE 1

KU11500 GENUS UNI 3MM PIN 1

KU11900 GENUS UNI FEMORAL PEGS DRILL Ø 4.8 L100 1

KU13201 GENUS UNI 2 HOLED FEMORAL DRILL GUIDE SZ 1-2 1

KU13202 GENUS UNI 2 HOLED FEMORAL DRILL GUIDE SZ 3-4 1

KU13203 GENUS UNI 2 HOLED FEMORAL DRILL GUIDE SZ 5 1

KU13204 GENUS UNI 2 HOLED FEMORAL DRILL GUIDE SZ 6 1
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