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			Abstract

			Introduction: Unicondylar knee arthroplasty (UKA) is a treatment option for pure medial tibiofemoral osteoarthrosis. The most common complication of UKA is anterior or medial polyethylene dislocation. We report a rare complication (posterior fixed polyethylene dislocation) of UKA. 

			Case: We present a case of 79-year-old man with bilateral medial compart man arthrosis underwent bilaterally medial UKA. He had posterior fixed intra-articular polyethylene dislocation which was missed by his first intervention. After three months of missed polyethylene dislocation the implants of UKA was totally loosen.

			Conclusion: Diagnostic delay of polyethylene dislocation may result to loosening of component and it will lead to revision of UKA to TKA, which is technically challenging then primer total knee arthroplasty. The most common early complication of UKA is polyethylene dislocation. This should not be forgotten in a painful UKA with locking or without locking.

		

		
			Introduction

			Unicompartmantal knee arthroplasty (UKA) is a treatment option for pure medial tibiofemoral osteoarthrosis. Since being reported by Marmor [1] the frequency of UKA is gradually increasing with the advancement of minimal invasive technique and surgical instrument [1]. Also, less postoperative pain, less blood loss, earlier rehabilitation and better range of motion makes it popular option [2,3]. In addition, UKA is limited to a single compartment, it has the advantages of minimal bone resection, and preserving more normal knee functions TKA (Total Knee Arthroplasty) [4]. Despite these advantages, UKA also has disadvantages and complications such as surgical technique difficulties, infection, subluxation of the knee joint due to inaccuracy of implant implantation, bone defects developed during revision, early lateral compartment arthrosis, Proximal tibia fracture and polyethylene bearing dislocation [5,6]. The dislocation of polyethylene is usually anterior, and it is rare in other directions [7,8]. This study presents a case of posterior dislocation of polyethylene bearing which is a rare complication for UKA.

			Case Report

			A 79 years old man with bilateral medial compartment arthrosis underwent bilaterally UKA in a state hospital. The postoperative period was ordinary. Bilateral knee range of motion (ROM) was 0 to 110 degrees and didn’t have any pain until 10 months after operation. The pain began suddenly after a long sitting period of 

knee 90-degree flexion. Without history of trauma. The patient had a permanent knee pain and diffuse swelling. Upon his visit to his surgeon, he was told that ‘everything is ok’ and the medical prescription was given. At his physical examination, the ROM was 0 to 110 degrees. It was like early postoperative period, but he had pain specially at hyperflexion in popliteal fossa. Anterior-posterior (AP) radiography was taken, but dislocation of the polyethylene was missed at those radiographies (Figure 1). His pain persisted and got worsen. The patient could walk hardly with a walking device. Forty-five days after the symptoms began the patient visited our clinic. AP and lateral graphy of both knees taken, the polyethylene was dislocated and located at posterior of the knee in the right side. The patient had serious lung problems that should be treated first. 
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			The patient was referred to department of chest diseases and department of anesthesiology for preoperative preparation and treatment of lung problems. The department of chest diseases didn’t allow for an elective operation. He had to continue medical treatment for his lung diseases. After one and a half month the department of chest diseases and anesthesiology allowed for operation. In AP graphy the femoral and tibial components were loosen (Figure 2). Revision of UKA to TKA planed. Previous incision and medial parapatellar approach for arthrotomy performed. All compartments of the knee were covered by metallizes. The tibial and femoral components were loose and were moving with flexion and extension of the knee. The polyethylene was fixed at the posterior of the knee. The tibia and femoral components easily removed. Polyethylene released from the posterior of the knee and removed. Femoral and tibia osteotomies for total knee arthroplasty performed. Total knee arthroplasty procedure successfully performed (Figure 3). At the first day after operation the patient began walking comfortably without any support. The patient was extern 4 days after operation with 0-120 degrees ROM of the knee.
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			Discussion

			Dislocation of polyethylene is the most common complication for mobile-bearing noncompartmental knee arthroplasty. The dislocation is usually anterior, lateral and medial side of the knee. Posterior dislocation is rare [7,9]. The previously reported posterior dislocations were extra-articular and were not fixed to the posterior of femoral condyle. In those cases, the posteriorly dislocated polyethylene was removed by a posterior incision [10,11]. In our case we removed the polyethylene with the anterior incision. The main clinical presentation of polyethylene dislocation is pain, mechanical locking of the knee and may be palpable if it is dislocation to anterior of medial. In this case polyethylene was dislocated intra-articular posteriorly, which was fixed to femoral condyle, so the patient didn’t feel locking on his knee. This caused miss diagnosis at the first investigation of the patient. 

			Dislocation of polyethylene is mostly caused by a technical problem. It typically causes by posterior impingement of femoral osteophytes or remainder of the degenerative meniscus, maltracking of femoral component relative to the tibial component or ligamentous laxity [12,13]. In present case, the femoral component was implanted in flexion position, it was impinging to polyethylene. Which may be the main reason of dislocation in our case. 

			The loosening of implant may depend on malalignment of knee [14], tibial subsidence [15], ligament instability [16] and recurrence or missed polyethylene dislocation [17]. Missed or recurrence dislocations results to malalignment and changes the space of joint and mechanical forces to medial compartment. Changing of mechanical forces rules on aseptic loosening of UKA. In a study of Chatellard et al. [18] they provide that joint space changes in 61.8% of UKA. In 48.1% of these cases have lower joint space than the lateral side. Being lower at prosthetic side results to aseptic loosening. Being lower of lateral side results progression of lateral compartment osteoarthrosis [18]. In our case there wasn’t any radiography sign of loosening at initially. The implant loosening seen in three months. Which can be explain by the changing of mechanical forces of medial side. 

			There are a lot of options for revision of failed UKA. The most common revisions are changing of polyethylene to thicker one, or revision of UKA to TKA [12,19]. Chou et al. [19] demonstrate that the functional results of revision TKA for failed UKR are inferior to those obtained after primary TKA. Also, revision surgery for failed UKA to TKA can be technically challenging to those of primary total knee arthroplasty [19].

			Conclusion

			Diagnostic delay of polyethylene dislocation may result to loosening of component and it will lead to revision of UKA to TKA, which is technically challenging then primer total knee arthroplasty. The most common early complication of UKA is polyethylene dislocation. This most not be forgotten in a painful UKA with locking or without locking.
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