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FOSMICIN «...

(fosfomycin sodium)

"y,

( Bgcommegggd Dg;e )

Adult:2-4g.912 hrs
» General dose . 29. g 12hrs

* Osteomyelitis : 4g. g 12hrs’
Children : 100 - 200 mg/kg in 2 divided doses

(_Indications )

FOSMICIN FOR IV.USE is indicated for the following infections due to fosfomycin susceptible strains
of Pseudomonas aeruginosa, Proteus sp., Serratia marcescens, and multidrug resistant strains of Staphylococcus
aureus and Escherichia coli in septicemia, infection of respiratory tracts, urogenital tracts, abdominal tracts,
bones and lymph node, head injuries, meningitis.

(_Reference )

1. Casado V.H., Fosfomycin in a Traumatological Department, Chemotherapy 23 (Suppl.1): 403 - 10.

) Effective for susceptible organisms
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ADANT®DISPO

Sodium hyaluronate for Osteoarthritis

injected once a week

or long head tendon sheath of brachial bueps) However, the dosage should be adyusted according to the severity of the:

transient pain after the admini-stration) and swelling (5%> =0.1%), edema, redness, hot teehn" and heaviness in the injected y y

itching (<0.1%), or edema (face, eyelid, etc.), facial redness, nausea, vomiting, and fever may occur. Shock symptom may occur, therefore, the patients should be carefully
monitored and if any ab-normality is observed, the administration should be d' scontinued and appropriate measures should be taken. CONTRAINDICATIONS: Patients with
a history of hyper: y to the ingredient of this product. PACKAGING: Available as prefilled disposable syringes each containing 2.5 mL of 1% sodium hyaluronate. One
package contains 1 or 5 syringes. : Store below 25°C.

Tsagumeasdoaiuinluenarsdrdeariuaysolunzenarsmive)
luaygalzmaiasi wA. 777/2553
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cme— & Robotic-Arm Assisted UKA: Time of Robot!! ?

waluladnswdaisudaniisde robot # 2 wuy Fedes
1 preoperative CT v38 MRI ﬁauﬁ’a@; LUULLSN passive robotic
surgery fioNdl external frame HAATIAIN anatomic landmark
289 femur UAZ tibia 9N robot 2zfinvithiiin bone cut Axdl
Towsdls wuuiildlEsums approve Wil Us wuuitaasie
robotically controlled milling technique for UKA (Rio, Mako
surgical) Folu US 15uiin13ldfungneniiening 15uainnism
preoperative CT 2MWLAUALAUY WAL alignment U89 implants
ANANFBIN1TTDY surgeon TUTBNKHGANAINTNINT register
AU bony landmark W& surgeon a¢ld robotic arm in
milling A3 computer guide FaALAUTAERUADFINITOINILNY
N39BMUY implants dausndn waziilasanidunis miling
oy sousasznig cartilage TiAU implant SuiSpuianeiu dafey
Aodunaluladfifesfindldans waziailunissda wenanil
\laganifiefimstin implant 3FReelifisneaunisinszasnaly
seazeanneu uasfaduiiies fixed bearing UKA Wit

References

1. Long WT. A robotic-arm assisted UKA. Presented at CCJR meeting, Las Vegas,
Nevada, May 2010.

2. Greenwald AS. Primary knee arthroplasty: the pursuit to optimized patient outcome.

D) Orthopaedics today. Jan 2010.

ot Surgeon-Friendly Navigation for Knee Replacement
ANNAANTINALH computer navigation &VSUTWNGR TKA 7l Amidanansasesia tibia Timman
- nuhe lifieaansthahigeniiung register fnndumeu w3pslle iU tibial mechanical axis uaz

— Alvalamazng wandofiegdeeiu postoperative fracture a1nsaeiin I§ posterior slope MwTiFBINTT
pin LU computer navigation julﬁm'i'lﬂﬁﬁuagﬁu suzildnanodu ol Buinesuusnain David

© ANNATILAT Mayman TNHAaNIIINALLY

7 284 tibial component T 42 11h

Woraedl 2010 130 Orthalign® Baifluvdsniinnia3eeile computer

e , Y A o edns N 97.6% aglu 90£2° BAILU
navigation &W3U orthpaedic Tastawns ldpennanfninitdisznay ) 976% ifiu 90 Hua

- . . oo . 4 . ¥ 96.29 +2°
i tibial cutting guide PUAWNANNBLLUL disposable 2B KneeAlign® coronal U&z 96.2% a%ﬁu 3x2

\inte@edin tivia lneen@ reference 91N ACL insertion WAZANS register T8I sagittal

#i medial malleolus, lateral malleolus uaz tibial crest Wi fisunsn  sgausEmApTulilfGuen
Amium varus/valgus angle uaz tibial slope Waldsmiiu tibial jig HARSUIITUN 2 Nanansazem
femoral cut lRlauendevidnns
LAINUTILAD

Reference: Nam D, Jerabek S, Haughom
B, Cross MB, Reinhardt KR, Mayman
DJ. Radiographic analysis of a hand-held
surgical navigation system for tibial

resection in total knee arthroplasty.
In Press: J Arthroplasty.
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The Short Stem: Does It Really \Work?

flawdiin short-stemmed femoral components a¢lal%
padlval twsnzaeeilien short stem wuuusniegly US
market 31A9usT 1985 ueiruyil short stem n&LNA
‘lﬁ%’ummaﬂaLLa:mﬂﬁoﬁuuﬂnﬁu il fiosanduusnd
AR long stem il stability 7iAnd1 short stem
Wz hauiisnadlulu diaphysis azanetlpeiu
varus malalignment WARKFUENIIAINEUTITEY

traditional tapered stem design 1NAN concept
289 proximally loaded &N short stem Bofdh
proximally loaded wiauiu & NInd stability
ieswaudiladndudeddd stem fiena wananil

2) Intermediate length stem, cervico-

metaphyseal 139 neck- retaining stem

] . [
MendINFeuITenngaldn varus malalignment 3) longer short stem, meta-diaphyseal LT
3l Esinase long-term results Fol@uBay ’ shorter version 289 standard stem 3 completely
uazinaulazed short stem AptELAUSNEN bone metaphyseal fill L8z support 31N upper diaphysis
stock WRzWNNEAUNTHIFALUY MIS-anterior BosilBimBnuIaMInFRiite 982% 289 10 years
approach Tuvnuauminausgtenin suvivorship of mechanical loosening Toefi DEXA scan

INTEMIANTUDDY calcar density BNGE WANTTINEN

short stem fuima canal contact Tapialyuii Tussssnaag short stem Saihanlafasuatineis

16 3 uuy 1) Very short stem, cervico-trochanteric
References

1 =2 A e
INN metaphyseal contact 394 stability ﬁﬂﬂiﬁﬂ 1. Emerson RH. Short-stem components: past and present. Presented in
39th open meeting of the Hip Society, San Diego, Califomnia, Feb 19, 2011
2. Morrey etal. JBJS Br 2000. 82:952-958.

“The 2011 PRP Forum” ﬁ%’ﬂﬂix*‘quﬁuﬁ San Diego, California Lﬁmﬁauqumﬁuﬁ'
BN Imﬂﬁlﬁﬁfmﬂi:nauﬁaﬂ international orthopaedic surgeons, experienced
clinician scientists Ll researchers 917 50 AU LU Steven P. Arnoczky, Freddie
H. Fu, Wellington Hsu, Elizaveta Kon, Allan K. Mishra, Nicola Maffulli, Scott
A. Rodeo l#sanT¥anunifiuiieafunsld PRP (platelet-rich plasma) Tusiadio

e Treatment of acute soft-tissue injuries LU Archilles tendon rupture LAY

H

27

rotator cuff repair
e Chronic tendinopathies L% plantar fasciitis and medial/lateral epicondylitis
e Augmentation of soft-tissue or bone Lfiu spinal fusion

e Treatment of cartilage defects L1l osteochondral lesions LAY osteoarthritis

aqUanuiuly doil

e PRP nngmﬂﬂmﬁauﬁu foudi1 PRP @ concentrated autologous preparation
91N patient’s own blood WARZgATIZAIUIU platelets, WBC, growth factors,
thrombin tHusesisznavlugasuiiliviiu dodu s189uddeses PRP filvina
m3snmsnsiufionaiaaingmsaes PRP fiseri

o PRP onauflumaidiannily nadin1s$nsuuy conservative lalldiwa naufiazii

Reference: The Daily Edition-AAOS surgery Tudnduialy . .

Now. February 16, 2011. e PRP § simple concept WA LAg7iL PRP 8nuinuy dufisviamnuAnay

nneATBiRuazgnsinssialy

PRP an Unproven Option
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Slightly Varus Mechanical
Alignment May Benefit
Many TKA Patients?

anudaiinnsuile alignment laiundn

Sockty

THAIHIPKNEE

TKA #@puidng neutral mechanical alignment
09 winfusuiideAniudauts Wanuise

sy “The Chitranjan Ranawat Award 2011”
\fuve9 Johan Bellemans 3101389 “Is neutral

mechanical alignment normal for all patients?:

the concept of constitutional varus”

Toe Bellemans #nunlu asymptomatic adult
volunteers U 250 AU mtﬁtwi’w 20-27 ¥
lidoagd 1 Tu 6 (17%) vo9fnds uas 1
Tu 3 (32%) 2898l natural mechanical
alignment NN vSphiU 3° varus wena NG
Faflaudde 2 atfufidfaiiud 2010 Tay

© Matziolis et al. Was Paratte et al. fiwu
survivorship Lae functionality 28d outlier

in varus TKA L neutral-aligned TKA
2819l3fm N Adolph V. Lombardi Jr. 370
Ohio State University #aauifiuingism
walavunga TKA THLE neutral alignment
winaany tu 1-2° varus fvansuld us
frdolamundiaieAiLe 3-4° varus wdwad]
16idhs 5-10° varus wdazfaslisnansouensuls
IMUATUPDY Bellermans LNBNLALONLINTILIY
§w1308] varus outlier IFi&ndaswiniu

Reference:
Bellermans

J, Colyn W,
Vandenneucker
H, Victor JMK. Is
neutral mechanical
alignment normal
for all patients?:
the concept of
constitutional
varus. Present

in 2011 Specialty
Day meeting of
The Knee Society,
San Diego,
California.
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Patient Specific Instruments (PSI)
for TKA: The Early Outcomes

Tuau 2011 Specialty Day Meeting of The Knee
Society # San Diego, California #n195taUBNA
nsfnsieniu PSI 89 3 atiudheiu atuusnidu
retrospective study t3auLisy 545 PSI iy 151
mannual instument (MI) WU PSI 2880 outlier
Iﬂﬂﬂ[uﬂf\ju PSI # overall mechanical axis WU
central third 2891E%INNIINGN M1 aeaitbd AL
neadd atuiiseslinanisdnslylunusadioniu
sauatfuiiandunisinsss cost-utility wudn PSI
am perioperative processing time, 8A hospital cost
Twi3a9 instrument processing (LU instrument
washing, transportation, sterilization) LLazan
operative time (average 11 mins) Lwimiﬁﬂmﬁ
TaildAamerilufe cost-benefit 7ag PSI suiilasan
anAnldaeluisas preoperative MRI Uas cutting
block awfiauiyu clinical results AlF5y

Patient Specific Instruments (PSI or Case-Specific
Jig) A jig dmsueuldianzsne Tnsauldudazau
a=fipaldSunnsin MRI mnﬁf’uiagamn MRI 2¢gn
Auanulag 3D-computer LiapANLUY femoral jig

uae tibial jig & wsueuldudazay flasdeimun
fuvieluin39 cutting guide NN NGNS

MINIHIAR TKA

References

1. Lombardi AV, De Claire JH, Berend KR, Gulick BC. Improved accu-
racy of alignment with patient-specific positioning guides compared
with manual instrumentation in TKA. Presented in 2011 specialty
day meeting of the Knee Society. San Diego, California.

2. Accuracy of implant placement using customized patient instrumentation.
Bugbee WD, Mizu-uchi H, Patil S, D’Lima DD. Presented in 2011
specialty day meeting of the Knee Society. San Diego, California.

3. Barrack RL, Ford A, Foreman KA, Ellison B, Zhu J, Nunley R. Cost-
utility analysis of patient specific cutting blocks for TKA. Presented
in 2011 specialty day meeting of the Knee Society. San Diego,
California.



NMletal on Metal Articulation:
Is It Worth the Risk? P BYUBIUENIBNY orthopaedic
NNYUIINULIEEN The 2011

Annual Meeting of the Thai Hip &
Knee Society and the 6" Combined
Hip & Knee and Sports Medicine S
2011 sewieduil 12-13 Remandl 7l 33, gAnonil Thitu AB‘[(:

Practical benefits 284 r%
MOM/hip resurfacing

fa lower dislocation

risk 31N larger

diameterbearings e o M o oA n . - @)
d_ Ao wioniudlutuf 11 femenzedadrsmudeiunadn )
LA preserve bone stock LNBIBUNL 4 e o Ao LA 0
o o X LWE]LWNﬂ’NNiﬂﬂ’]NﬂﬁIuWNWHBG%W’JLi’] LLRZIINNINIIN
THA usvitnnawilvaasnssaating . . R R R C >
. . . ﬂ‘]JI‘JJiﬂEJ—’Ji@’] UINWIDWIANT NIENITDULNAUANIILAU |
risks #1®8 metal particles . D o - -
. . . NEANLLAZNLINTU Shot Game 718 Iﬂﬂuﬂ‘m’ﬁﬂ’l‘mi =
LLlae associated biological A A Deros oo . , o - =
_ . uaziasasfn v mudedunnvinu dauleamedeou O
reaction Usznauny .. 4 i v ¥ - 0
e R adiasmufinulseinas aeAslsail Ins 085-1139300 #3p
AIRUINTVBINITHNARN o * . . . _ . o 0}
) ) thaihipknee@hotmail.com U uUaNA 20 MU Muar O
highly crosslinked , . o & o C
o 4 v Teslusunsnzasoudusediuzasy Y
polyethylene N& 4130
. _ Date 11 August 2011 )|
1#99mfu head diameter ) i
- L Venue: The Imperial Lake View Hotel & Golf Q
36 mm w3slnaininlu , T
Club, Cha-Am Petchburi
2UIRM modular acetabular =
component Fi&nutes 50 06.00-11.00 Practice Round 6
mm e wrlsdauls 11.00-12.00 Golf CI|+n|cA& BJE Skills Crhallenge al
v X . . By lusda-33a1 s mwonedns
YDLNYYDI hip resurfacing LAURILANIL T ()
o ve  da " 11.00-12.00 211INAWIU L
Ml luauldfaneiidu osteoarthritis - .
o . o g 12.30 Shot Gun Start 3 3
LaraIyuasnI1 55 Yy o o _ _
17.00 RuganNsuavdu (Estimated time)
References KL
1. Su EP. Limiting hip resurfacing to appropriate patient 17.00-21.00 N?ﬂWﬂLL’ﬂ\"]’ﬂu
population will aid in success. Presented in 27th uauﬁqgiqqﬁ'a
CCJR meeting. Orlando, Florida. December 2010. o o
2. Schmalzried TP. Metal-metal articulation: Is it worth FUARINVDITNIN
the risk? Presented in 39th Open Meeting of The LLﬂ’J\ﬁuLaﬂ\‘]

Hip Society. San Diego, California February 2011.

{, 6 \What's wrong with the cemented THA? Y/
'\.".

faudii1971891U37N Scandinavian Registry ez National
Joint registry for England and Wales 7" Annual Report
fiwungiils November/December 2010 3z AARUN cemented
THA & rate of revision for any reasons mnieifisuiy cementless
THA lirhazfulungs men v women uaz young v3e old fin
Lm"lmwmuaﬁuLﬁmﬁunﬁmsqiw UIUNIMHIFAGEIY cementless THA
Lﬁuﬁuaﬂwﬁimﬁamnﬂ wotl m@wamuwﬁammnmiﬁﬁ cemented THA #
weilafidudounhuasifanalunmsnanuazsalii cement wissunu flw
operative time WINTINTTM cementless THA wasiimdaduilauviusuieni
37U surgeon TRUsTaUNIRILASMATIANSTN cemented THA fiRnndstioas

Reference: Andersen PK. Orthopaedics “ “ ] o
Today Europe. JAN/FEB 2011. UL cemented THA @A best-proven implants LRY significant less costly

Hip & Knee TODAY 11



Y

Front-
Files

———

AANA Hip Arthroscopy Course

Hua-Hin, Thailand

Toulouse, France

Replacement (MTJR)

of America

Rosemont, United States of America

August 12, 2011-August 13, 2011
2011 Annual Meeting of THKS & 6" Combined
Hip&Knee and Sports Medicine 2011

September 21, 2011-September 23, 2011
Hip Improvements and Proceedings Toulouse 2011

September 30, 2011-October 2,
12" Annual Insall Scott Kelly Institute
Sports Medicine, Hip & Knee Course
New York, United States of America

Indian Wells (Palm Springs), United States

H & K Interesting
NMeetings & Courses

2011

November 11, 2011-November 12, 2011
EFORT Osteoarthritis Instructional Course
Basel, Switzerland

October 20, 2011-October 22, 2011
POS Fall Scientific Meeting-Total Joint Arthroplasty
Philadelphia, United States of America

December 1, 2011-December 3, 2011
2" Annual Advances in Orthopaedic
Trauma and Arthroplasty Course

November 10, 2011-November 12, 2011 Miami (Coral Gables), United States of America
2011 3™ Annual Modern Trends in Joint

December 7, 2011-December 10, 2011
Current Concepts in Joints Replacement Winter
Orlando, Florida, United States of America

@il
‘i\".//'f; i L
LN

References

1. Hozack WJ, Goyal N. Modular revision
stem: Pros and cons. Presented in
39" Open Meeting of The Hip Society.
San Diego, California. February 19, 2011.

2.Haddad FS. Modular femoral components
for complex revision. Presented in 26"
CCJR meeting. Orlando, Florida.

12 . Hp & Knee TODAY

Mlodern Modular Revision Stem
15901789 modern modular revision stem ABLENNIUEING
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FNENEIE bony ingrowth lidaRnan@Raulusgua proximal
part uaz distal part axnsosdenTuaLeNfURD NNz aNty
&nBuUz289 bone loss I Yafnaiieniu fretting,
corrosion UaY fracture aNTpELEENFBTBILAAL part
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Hozack WJ. Tesnunantsaeaiihg 122 revision hip
Fhuan 8 T wu 100% radiographic osseointegration,
subsidence < 5mm in 98%, femoral offset restored
in 66% WAL leg length discrepancy < 5mm in 78%
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[ Cartilage tissue engineering |
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TGF’\-/F) 1/3 Adult | |ES/iPS Collagen PLLA PNIPAAM/PLGA
BMP-7 MSCs cells chitosan PLG PLGA/collagen
IGF-1 hyaluronan PEG hydrogel PLGA/fibrin
FGF-2 fibrin, silk injectable hydrogel

alginate

Fig. 1. Components required for chondrocyte tissue engineering (modified from (2)).
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Tuszezam ﬂ’ﬁ’ﬁﬂﬂﬂ%’ldﬂi:@ﬂdauﬁaﬂmaﬁﬁuﬁﬂtﬁﬂ auifluanuaieisenssvsauauliieng
Angreans asesnaulusaiiasy

TnefigailnurpsaunsEAu

WAAN. UNAUAT BILAUNIH
ﬁ‘[ﬁmwiaﬁfmgumiﬁuﬂ’h
waznIdeieniy
wwaafuiilauasnszgnaauy
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D 10 TV

e VI e ’T 1 1
5 D Lj D | e o o
U
HA. (RLAE) UN.Na9981 AINATA
{59NENLNAALAAIINTZENANAULNITIY TR TARIN

afafasuiiausnousudasuwnddaiirdoazlnnuvslssinalng  Anud
I§sunouviIneuzAsy ANlEndusnwuiTLRaus A nmemhmiodesnaddlull we. 2554
Fuinaazaniriugeideaiindliamivgawisioyatnas Fasluiuiddeides
Osteoarthritis of knee (Gonarthrosis, Arthrosis of knee) ¥3nANIAa ICD 10TM
Renguais M17.- ageimsuuzasudn nfindninusiiumsidedy uazmstiudin
naszlisudmivunmday Saflundniiesnuuvandmiuuwndynsedy Aedigannf
AeduldaziBonanniu uduwndeaslsognaiseclionn angluwden Auuzasy
SUADLIN OA knee iRNNSIREBMNBTBINTEYNBURATD (articular cartilage) 289111
LLWV]ETLQW'wWNaEmmmﬁwauan‘lﬁinﬁumm@ﬁLﬁﬂfviul,wuﬂgugﬁ v3enhugd

o

fusIATasfurasadniaiiadanaaini1sneeddin wazastiuinl3lunsss o

7

A

winifdadelsrdoniouiiulleiraduinnsgiu uazderaninsiatey sindnuzasy

+ (2
a =]

Judsailindssuvdseiuganinvaneg sruufiisadaeiudinunndvaaisn
Yseiuganwuisnd Usziudvan §1aan159191mn1s deeiuganwaeaensusneg
fddey i:‘uuma\hﬁﬁ”mmin‘m:Lﬁﬂuﬁﬁﬂ"mdaLﬁmwaﬁwu:ﬂ%’u pmIfidnAiaag
deulilunessidoududosdesq i@suierniniigainfinilé
wazvinlimilapannuzasy Fendrsesiiomdneg

Tuhdadelutiasy

1. 81n113U2@ (chronic pain) #1n
Juldldaisastuiingrsurasuiinisdiiu
Tiﬂqmmﬁuw%a‘lﬁ Fep199zgldanansin
ARDALIAT LWHLIAINANAUNIDDULAN UWNITBH
91N3UIAAIUI IR
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2. daila (stiffness) wulday anaudumauidi
(morning stiffness) wANNlNWIMAY 30 W &
smsBnuuuiinuldesds smstiaanadiadudins
Tugsusnzeanisiadaulnmdeaniniduiiaiuiu
fdend1 Usingnsaiievila (geling phenomenon)
S} 'ﬁaLﬂiﬂﬂﬂwﬁomﬂﬂ"amuu&a@nﬁu

3. ﬁazwzyﬁmgﬂ (bony enlargement) sy
asranuininannszgnivenliuniiinde (osteo-
phyte) fufiusnnduniadusnuiug e1eazwuiili
(bow leg) Fewureening1ds (knock knee) B1ad
MUINANTLAD (effusion) AULNAINNIIBNLEL

v
o

meludo wiieinsuasdinlildenisanizass
RIS RIE Y

4. AFp9MINTOLWNTY (crepitus) Tudawt
Pruziadaulm

5. gauienatadeulynuazn13ineu (reduced
function) MFAHAANNATLNILET IR

6. N3V UVDITBLAIAARY. (restricted move-
ment) laganasswuiidainmduansediuin (flexion
contracture) U9Ausanliléias firlsaziiufin ROM
Tsheuzasy

fagen1stiudin iy Yaadnde valé
10-80 avAn Tl astulaeslails varus deformity
§i effusion upssasna Snenanldsesiudg-

wnndoaslsy 13arstufinnisAfdadelu
discharge summary LaNeq usasudn ffeniden
Faifien (unilateral) v3oiuske 2 919 (oilateral) waz
venaumaiiiiiiedonien denmsgu  ICD-10
THudseanidlu 3 Usziande
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e Primary osteoarthritis of knee Aedauniien
finuvesluggeorglaslifianngiidaau dniias
138N degenerative osteoarthritis %138 idiopathic
osteoarthritis

« Post-traumatic osteoarthritis of knee @p
ﬁaL?hLﬁ'aunﬁﬂgﬁﬁﬁmmnmqtqﬁ?um@ﬁﬁ%nm proximal
Tibia, distal femur, cartilage %38 meniscus

e Secondary osteoarthritis of knee Ao
dofouniogilasiinnazduusnnileainiingnn
Nddutiun1aeiin 1wu avascular necrosis,
inflammatory disease, infection, metabolic disease,
endocrine disorder, calcium and crystal deposit

disease, neuropathic disorder WHudiu

igawindiuzasy  Coder EENVEEER
Tsenenafisansodenaiisndufinly drlulksws
ICD 10 T™ Igfathegniiasuazuwsiuin dhilumanamaas
Wouuwndisudeiy Tasunuachifadlns.onamie
saunanduwwidonslsn Thamgevidarilaudazady

NNDDLONVTINAIDDITHANUDEUZATY  LiND
unauilazldasuiiu Tasswaniiediaaiy OA knee

[
[ [

fAvtiasy

AARNUIN
Primary osteoarthritis of knee
M17.0 nadififeiindeagugdiis 2 4
M17.1 dmiudoiindontgugiidnaden
Post-traumatic osteoarthritis of knee
M17.2 nadiifeddsamsimanaiiui 2 41
M17.3 &wsudanidanndnisuiaiudiagen
Other secondary osteoarthritis of knee
M17.4 nadififeiindeaniogis 2 4
M17.5 &miudioiindouyingidnaien
Woaesa M17.4 wia M17.5 adsacdasfimsliiswasaadeuan
awn wu Tuneidlsagnaesdaisazdisiansifaduianvadlsn
JNMBYARD MO5, MO6, MO8, M09



View

Cement In
Cement

—Femoral Stem Revision

7d. wa. uw.glullad Tamuna

a ara o Y ara g Vv
meineaslslland navwadlslland lsanentnanszuangindn
WOLARANN REWUE
wnihlszdntiusasanayaindaiinuazazing
nalmeasisiland naseadlslland leanenunanszuangind

naidadaiisnludagiudniniulugndiveganlusfndesniing
Tapawzmaidawasudeaslnnifion awngmdniusnainnmsfiddednisuannie

£

Foadnnifonmussand dodu 153eitheduaunisifionnnnuazdndusies

Idsumsndaduiewasudealnniiandeanvasing iwannduluudasd doiu

a

iorandnieelaléfiazdesinnsrige Tuiihefifiorgann Solimanziunissindatises
THnauvdsiinsguilisdoaszniwidaduduiuann mawdalay cement in
cement revision H51e9ulaE Eftekhar NS. us A.A. 1978 A INTuinItim
THuazsissnazesisilunaeg 7 Soldwandondailuszazioa 5-15 Jusduiu
Qﬂaaﬁu‘[ﬁum%’(uLwia:'iwmu wazAeAnasszaz Al lunsinaanasgi
Yszana 5 Duasfinamessvadvayulusuanaudousony biomechanics 13139
Aot lugioslu swawszangind

frhemedifufinogeengiivmuunmddedeainndrengn ufuilacdes
dluudlodiadwnlvel anawdemessdlugiheneinud gunsafmedunszgn
femur ﬁuﬁmﬁmﬁlﬂﬁLLmi:deﬂiz@nﬁ’umiﬁmni:@nﬁﬂa%dwﬁmswmuw%ahiﬁum
fnndauzesarsdansegniunszan FRCNTORP Va1 b
"3%'msw'ﬁ6fmLﬂ&‘ﬂuﬁaﬂﬂwnLﬁﬂﬂmmﬁumsﬁﬂnizgn
wnliisuanasiiann
1. fiumskndalall 2007
case fthevdalneeny 87 T thedhilsa
ihudonluanesgadiu AIHA, DVD s/p PCI 1§35y
e asudeaslnnifiendienindie 12 Jneu
2. M3Wdin 1#nafla cement in cement

for revision femoral stem
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lwuNMWNIUSLENBUNSWICIOU 2009

LHUNIWNIIFIRNEINS
wdaudlalugnioseid
cemented femoral stem
size 3 acetabular cup
size 50 with polyethiline
liner inner 28 IN 50 OD

femoral head 28 mm

MNMSAAMNELIERRIEGR wud J{iae
sansaldnudaaslnnldflifionnisiduiivsianude
wazlinuifinshndenieRnUnfidug nasmssndad
2 InaeHIAR

INNITTIVTINTIENUNNTITLUDINTHAA

[

f8 WU

dotiBlun1snsn A

well preserved-preexisting-cement mantel in femoral stem in revision THA

mﬂmﬁqmqumwdwma%’aﬁtﬁam%Lmﬂ:ﬁmﬁagaﬁu‘[ﬁwudqﬁmwmmm femoral stem ¥8931N
mMIrdageAsduaznsanay (subsidence) 789 stem lﬂﬁﬂoawnﬁﬁﬂaﬂﬁ\lﬁ%nnﬂiwwﬁﬂLﬂﬁﬂuﬁaaziwnLﬁﬂu
adousnily laiuustwsndelusefi radiolucencies 18NN Zone 1 3B Zone 7 MM Periprosthetic

radiolucence Zone #1N Gruen classification

nanNMS

1. remove old stem but leave well-fixed cement attach to bone

2. create old cement surface roughness by high-speed burr or power reamer and dry to
increase surface area for new cement contact.

3. use new stem stand-length or more longer femoral stem in periprosthesis fracture

4. use cement in liquid phase of third generation of cement technique with cement restrictor

for distally and distal plug during cement pressurization.

9INN1INARBY F1U biomechanics Wunsfidizasmamiaiiaiie agi:wdﬂaﬁaﬁ’uﬁmaaﬂs:@nﬁu
nuhiinasaanuudsusdasazananuausa lunsiafniu asile shear strength 85% LLaY tensile strength
80% Fouusri¥iANzen uaznfufinazes cement wWafu cement Tnd islwindaiuldasn
V‘T’amiﬁiz*n'jwﬂaﬁuﬁmrﬁﬁumm:%LﬁumwmmsdumiﬁmLmz‘lé\’mn"ﬁu Fouuzihlfinisnsevseni
sopfifinzesansbanszgnidnnouiiazldasianszgninsialy

22 . Hp & Knee TODAY



Danail G UazAuMLUETNENN A3l collarless polisheddouble-taper
stem Tunmsin issaninansasentddielaglsitiiarefunes
cement é‘ﬂﬁ"’aﬂ’aaﬂiamaﬁ%LﬁmmsLmﬂﬁnw%amqmmngn femur
8ndae wenanil Sedresenisls stem Tnsiadlu cement mantle Lfin
Toeldruawinduvsaldnningy  waslunmsfnszesanlsinuiiimsinees
stem WiN1TWABUIUIAZEY stem ‘lﬁtﬁnaaﬁuaﬂan'}ag\aﬁ%ﬁmiﬁn
289 stem uwsiilaganinienld cobalt-chrome stem Fanusia
fatigue strength lagend1 Febainun1sinlusizerunissifaus
msdenld stem sz iolunswndin Taeld stem Corin taper-fit
stem Tunawdiaudle Wssnfiseanuimunisinoes stem findu
ﬁ’amwu%nmgﬁﬂmm prosthesis 7§ 15ufin prosthesis tanla
stem (introducer hole) 34lHsz3dlunsidenldiadasfioninidlunms

WFANSANLAATUSIN WA FLE A

Jatiuaumsuncialou3s80

1. aﬂmigzytﬁﬂLﬁaniz@nﬁmﬁaaguazam
nMIuAnin Wienzquesnstan femur

2. AANIFLREIADATENININFARLAZAALIAN
Tunswngin %\1mm::ﬁ’uQﬂaﬂﬁ‘l,mwmmuﬁ’umimﬁﬂ
dunauu i §ihegeens wiaillsaszinm

3. annmeunsndeu LU nNSgLReLAea
sewiRda MIuAnYin FeensEgn femur ialapsay
prosthesis w%aﬁmsw:qmmm:gnm”umLi‘immnm‘s
WIBINLDT cement B8N

Jeurninsndaunenoinaduldidoinmswieia
550

1. MINEQIBINTEYNAUD

2. MsuiduRsLdulsza M sacral plexus

3. nmaiadeunsndeuzasmanissnda iy
T MIfhnie Hamunsndauarnnsii Mssedutia
NIDNNIANLEAL

119A598n151911 38 Faflun T lus e s
nszgnvinseugunal daiiuasinu femur (periprosthetics

fracture A Vancouver type B periprosthetic fracture)

Fededdaanifoeiuivnarasnisnnga Tusufily

=

aﬁfuagumimﬁﬂLﬁawwnni:@nﬁnﬁwﬁ'ﬁ‘ﬁwudwu
BMIMIVRIWTBY stem g9 50% uasdawydnd
nazgnbidensioiuldde 5-31% Hworainannsiia
snafanszgnlnaseniuiiinssuanuadnaems
L%auns:@niﬂﬂﬂalnﬁiiuﬁﬁﬁ Foinlvnuidinszgnlsl
\Hansaiu l,l,m"[uma‘mmuﬁwudﬁmsmmmm:@nﬁ
wnlaidgannnissnde  sre3iduiesedndusdeciin
fnenu uazTIuTwHaTassEnsasaly waslifiansan
Wenldtugihenguiiusznautumaiientd prosthesis
fmmnzandint Tnsuusinliianueniiusaswan
289n32gNIRBEINIULSINTEIABNIEANHLSEBLAN

nlilsifimstadousasnszgnasiaduliimaidonnszgn
« \ <

nsudalaslHimaiaideliuinaeniiaan

Anduld

wilvlunaneg mefissssataldiuilendniu
Foslgsunisrrdainandladaaslwniionlusenans
Banszgninuuufiunszgn ORI ELIIANUNITHIFR

avluneihefgiergvislisnsanusenisiifauas

guloidonduiuaunnld uidefiasinnudnmis
HaN13HARluszEzEsaly
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ONCE DAILY DOSE

®

(etoricoxib, MSD)

The Proven Efficacy with various dosages

ARCOXIA® is indicated for the symptomatic relief of :

- - ®

30 60 90 120

o Osteoarthritis o- Osteoarthritis e- Rheumatoid o Acute Pain
. _ Arthritis Associated With
e Chronic Pain Dental Surgery
* Primary o Ankylosing * Acute Gout
y
Dysmenorrhea Spondylitis Arthritis

* Including chronic low back pain
** ARCOXIA 120 mg should be used only for the acute symptomatic period (maximum use 8 days)

Please consult full prescribing information before prescribing
MSD (Thailand) Lid. The Offices at Central World 37th floor, 999/9 Ramal Rd. Pathumwan Bangkok 10330

WsaausigazideaiiuiGulutanaisiifiven .
luaunyalzyntasn 2a. 511/ 2554
04-2013-ACX-2011-TH-7243-DA



ANABIOLICEPIOIWIER

e

terlﬁﬁﬁﬁde (rDNA angm) ln]e____-f,_:f.j

The bone formation agent in Thailand

Rapidly increases BMD and significantly reduces
risk of osteoporotic fracture®

Treatment can optimize patients' long-term mobility
and function*

o

FORTEO"
teriparatide (rDNA origin) injection

Therapeutic indications: Treatment of established osteoporosis In postmenopausal women and In menat increased risk of fracture, In postmenopausal women,
a significant reduction in the incidence of vertebral and non-vertebral fractures but not hip fractures has been demonstrated. Treatment of osteoporosis associated
with sustained systemic glucocorticold therapy In women and men at increasad risk for fracture Contraindications: Hypersensitivity to teripara-tide or any of jts
excipients, Presxisting  hypercalcemia . Severe rendl impaiment Metabolic bone diseases other than primary. osteoporosis. Unexplained elevations of alkaline
phasphatase, Prior radiation therapy to the skeleton. Special precautions: Patients with active or recent urolithiasis, isolated episodes of transient orthostatic
hypotension were observed, but did not predude continued treatment, those with moderate renal iImpairment. Drug Interactions: patients t}lurlg digitalis
Undesirable: Most common are nausea, pain in limb, headache and dizziness. Special precautions for storage: immediately after use. Do not freeze. Each pen is
intended for 28 days dosage, Shelf life 2 years
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New
Technology

n TERA

wA. uw.taz duasdng
ANZUNNEANERS UNIINESEIFITUANERS

Tuflaqtiumaialumandn  TKA finswamnanndumuafiwasull Taed
i’mqﬂi:aoﬁl,ﬁaLﬁumwuﬁuéﬂumiv\hﬁﬂ uazaANsUNALE TR s Hnanas (minimally
invasive technique) lagwiuldannisiungunsainsidal#idnas uazueas ield
Tluumafiinasusonsiinnuusiugney Snsiauildaesiawmeiindaslunisidaie
AAAMNAAWAIAIIN human error (computer assisted surgery) wanslfmaniamas
feowuiigmmsfidgesfinnainidaluns register daya Teldaeiigetu wazdinod
aqﬂn‘mitﬁmﬁu%ummﬁu

Tuilagiudsiinmaiumaunsaitslumssiidalnag  Seananudesinlunis
daaausfANLauiNaNNEsiY custom-fit guide FegnWARNAMILNIHIAR TKA
Fofivdnnnsfe Mnsaivedasfieznslunmsednunisnisindauasla prosthesis Tag
e g msuauldusazau (patient specific guide instrument) fi¥afiAa &1u19n
aﬂqﬂmnimmhﬁmﬂnﬁmmnLﬁu‘[ﬁmﬁaﬁaﬂﬁum MMMIindalEE T (flaganding
am%umau‘lumim@l’m) waznisiiazahelifianauusiuinanndeiu  fensldeenines
NWAUIUMUAUINTAANTEN LazvdipiisaiaunTHIdR

YIANN19289 custom-fit guide instrument L%umnmiﬁw;iﬂ'mwLﬁ'}ﬁﬂmi MRI
Wi CT LiWNaganmuz morphology 289n5eANAvULE femoral head Auflv ankle

[ ]

ﬂﬁagaﬁ\lﬁmtﬁﬂﬂauﬁama% WiaaunulunIHAR IﬂﬂLmeﬁﬁjmmm:mmitﬁan
yfiadaifin  wazdadulalunisnediumiszasdodisn iielRldaunisoastaifiuad
gnﬂ”mﬁ"’ﬂuuua coronal LAY sagittal plane NUEaN1sHAR guide Farfluwanafn
Wiaftastinluganiu femoral condyle way tibial plateau ‘IJE)\‘lﬂu\HJ'LQW’I::LLGiQ:Qﬂﬂa

wiaiday pin Amiunednunisiedasiialunisfanszandely 91niuin custom-fit guide
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TUinnng sterile wazdadnviaansin Tunssndauwndasin surgical approach mMNUNA
wAfiagluAn15Lane osteophyte w%am:gnaamwiaim‘[m 193N custom-fit guide
ﬁazﬁamwnunizgnLﬁu“umﬂu\lﬁﬁwmmﬁaum'uiu MRI #38 CT fauUn1IwI6ia
MninsAaNsEaNean N5I9AUNLITBY guide A=RANANA uazilfnTNeR L
prosthesis AaWanludie 1187319 femoral guide TugnuvsivsnzaNudy inans
19123 pin U3 femur Tag pin 2 61 azflu guide §W5UN99n distal femoral
cut uasdn 2 §m &mM¥U AP femoral cut ANBUIN guide pan uwaclfiaToeie
NRIFUWINMINIGR distal femur waz AP cut dply 1sEmnsaiarugniiaiu
NIHGTA L Iﬂﬂi’mmm%ummm:@nﬁﬁmanmLﬁﬂ‘uﬁ’ummﬂﬁﬁﬁmmﬁuéaﬁaumﬁm
16 &musiae tibia fimNng approach adwiu leedalWiuusiin tibia plateau
Vigrng £ custom-fit guide TWUU tibial plateau WAzINZF pin 2 FNNEU medial
oy guide & msumsdanszgn waziinnsdanszgnlaslitniasiionasgu

Hafuaansld custom-fit guide Fafinatngsiu
) miﬁmmsaam%umaumsmﬁmﬁtjomrw anUINIu
waasflofllilunmsidnlfnietostuss Uszudaran
Tumssindn  wastrsfinanuusiuinlunsHfe e
Fofefiintude aldsrofinfnideddlunisi
preoperative MRI %138 CT wazcustom jig fipdldiianiu
NIWAM custom jig LAY guide ILAWNTHINALRNWIE
bony cut walizielun1hn soft tissue balance J

uananil Tuilagudsfl clinical research figanyn
fufuteaNINEIATITRILATaYa liNINNe

3UN 1 femoral cutting guide
instrument 2719Uu femoral bone
model

31l 2 tibial cutting guide
instrument MUY tibial

plateau model
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Constraneo
Acetabular
Component

:‘\it} A

=

-_.:‘;;1

uw.anans tunfml
nausueaflsland lsanenunaiau

Constrained acetabular component Igpanuuuaiive capture Tusuay femoral
head 131 acetabular liner \iia secure ”lﬂu’lﬁmﬁaqum ﬁm“ﬂumiuﬁﬂ@m recurrent
dislocation Tu THR #lsiswnsauslalaedadug Ainndild deideves component i
&étyRadl transmit load Ul component 8NNTNIHAR stress U310 junction FN9 284
component M early loosening 1§ waciitlyvlu ROM #iaaasinl¥iAn impingement
1§ samviofl size Airpuinlnaiintiliamunsaliluiihegeenyiil acetabulum suaidng 16

Indication Tunsi3 constrained acetabular component Fio
1. Failure from other treatment (not constrain)
. Soft tissue insufficiency not to repair or augment
. Chronic nonunion greater trochanter

2

3

4. Cognitive dysfunction or dementia

5. Neurologic motor disorder (CVA, Parkinson)
6

. Elderly or low activity patient

Contraindication Tumsi3 constrained acetabular
component A
1. Malposition acetabular component

2. Loosening acetabular component

3. Poor bone quality

Design AtiuuiBiudoouude:) 3 1uu Tdif

1. Snap fit socket @PULNY less constrain

A T \ TaivHuntaw
ak m 4 2. Metal locking ring around liner Toald ring
. 1 - F :
- & P~ — N3N metal BAMY liner W secure femoral head
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¥fudu zcetabular component 1#wn Dularoc/S-Rom (Depuy), Ring-Loc (Biomet), Trilogy (Zimmer)
3. Tripolar liner 1 design ﬁLﬂuﬁﬁﬂﬂuﬂ%ﬁu Tnefl 2 articulating interfaces @ bipolar insert to
constrained liner LLag femoral head to bipolar head 16U Trident/Secure-fit (Stryker-Howmedica-Osteonic),

Pinnacle (Depuy)

Results 984 constrained acetabular liner qufivilagu sulvajazidiu short term

results Tu series ﬁ’lqumm Berend (2005) WU overall failure rate 42%, mean F/u 10.7
yrs, 29% Aa7n mechanical failure 284 device, 8.3% 41N aseptic loosening
INNITNUDBY Yun (2005) WU mode of failure @ 1. failure of fixation 2. liner

dissociation 3. biomaterial failure 4. dislocation of femoral head from liner

Results 984 Tripolar liner design Tums@nmaes Callaghan
(2004) waz Christopher (2003) &5U71 fhuviefiiia failure w8y
Tripolar designld 3 Type

Type 1 Failure: Prothesis-bone  angle 284 cup 3MAulUMIFN posterior-superior
interface 89 1AR#AINN3719 position  wear and dislocation 1§ ware19LinaIn position
P83 component i abduction angle ay stem Al
sniiuly (60-85 deg) visaannsld
bulk allograft wazn3ld ring cage
FOUULTNABAITIN cup ‘Iﬁag} position
A5 wazald scew HaRdduu
WNWe 5N bone quality Tidwe

Type 2 Failure; Liner locking
mechanism interface #sMLARIIN
impingement 310 femoral head to

liner uazlusefld constrained liner References
1. Cooke CC,Hozack W.Early Failure Mechanisms of Constrained Tripolar
cement to secure acetabular shell Acetabular Sockets used in Revision Total Hip Arthroplasty.J Arthroplasty

o A A . a . _ 2003;18(7):827-833.
Lazinay debondmg W liner-cement 2. Wiliam JT,Ragland PS.Constrained components for the unstable hip

interface ﬁq‘[ﬁLﬁﬂ Ioosening m’mm\l@i following total hip arthroplasty:a literature review. Int Orthop 2007;
31(3):273-277.
3. Etienne G.Ragland PS,Mont MA. Use of Constrained Acetabular Liners
Type 3 Failure: Femoral head in Total Hip Arthroplasty. HIP Orthopedics 2005;28(5):463.
o 4. Berend KR,Lombardi AV,Mallory THAdams JB.The long term out-
Iocklng mechanism @iLlth! most common come of 755 consecutive constrained acetabular components in total

hip arthroplasty:examining the successes and failures.J Arthroplasty
mode of failure 3MNNAIYFILITU 2005;20(7):93-102.

5. Callaghan JJ,O’Rourke MR,Goetz DD,Lewellen DG. Use of constrained
tripolar acetabular liner to treat intraoperative instability and postoperative
dislocation after total hip arthroplasty:a review of our experience.Clin
Orthop 2004:429:111-123.

Fasvniinan femoral head impinge

on locking ring %38d abduction
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(steonecrosis
of the

w.aa. undlsad annlwyadwed
nauueeslelland Trewenunasise
uw.anade fosnlw
wnndilszdntinusatan
nausueeslelland Trewenuasise

wndemdusungoesnistiadiainiigaluaulneifieonguinndt 60 I
agalsfimn wudannnd 10% wesftheluaulnedifionnistindquusadoondiuniu
ndufianannannaszanadenluin Seanansaudeldlivaq asuuy As

1. SPONK (SPontaneous OsteoNecrosis of Knee) &NMUZIANIZAD
UIANINEUUWAUUILI joint line pnstnlddniusfunisasinnindaaluneu
nanaRAuld (U2m31n subchondral fracture) Anaziu single condyle ‘ﬁ;\‘lﬂ’lmm
Julgitoile femur uay tibia uswuile femur 1§ 90% lamaesasiewdoniuuuy

kissing lesion tutipsan Tuussaunisnivevamsiidaunuuasediey dilengs

quil
q
Jui
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2. Secondary Osteonecrosis of Knee (SON)
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F1fediaeiy systemic disease USIARDARE
\Husnunherseuagulufie metaphyseal
area aasawudaduq Ilunadetu
wiu deaclun dalva wazdewin
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positioning

High hip center

Medialization techniques

Structural bone graft

Metal augmentation
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Anatomic versus Non-anatomic cup gﬂuammmﬁﬂﬂﬂamm acet
positioning dysplastic NP
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i abductor function NATY LW?’]::‘I?I’]Tﬁ lever arm 289 abductor muscle #13%uU
ALY anatomic acetabulum #Nasdl medial wall fivunTuasRilEnaINILED M IHUSHIU bone
stock TuALMUSTUININNIUINGA

8m51M5iia loosening 1WSBUWABLSEINNNIINS acetabular cup TUATUMLY anatomic WA
non-anatomic #seaulideiagulunissselyil

Linde (Follow up 15 vy.) 13% 42%
Stans (Follow up 16 y.) 43% 82%

iUlFIIN15I9A WU cup W non anatomic tu afidnsnisiianisviainzesdefisnlu
FLHEHININAIN

High Hip Center
M3 acetabular cup UL high hip center fdialéil3uufa & superolateral bone coverage
wnnd inlAliandusedld bone graft W3p metal augmentation uBNANG aNe9zaASAIINIIIN femoral
shortening w3nzaasafsterdeaslnnifisndnegluildiendn
wszszpenslunsivasuntiosndt nsivasunlu@iunie anatomic
wAn159 cup Tudusnts high hip center ufifidody oseluiae

p19zfianndndusiasld acetabular cup TuaumLEnas
i dusioald femoral head 2um 22 Aadwns Mllamalunisiin
miLﬂﬁaqummaaﬁaLﬁﬂumnmfwnﬁ

Tsiifin actabular bone stock

Tia 0 finANE12092 NN INSISAIUNUNTEY  cup

atigondnnd fAumiszey femoral component ptludinuvisuniiay
Mlvanauls

Abnormal hip biomechanic 4 joint reaction force LAY

abductor muscle force )
3Uusng high hip center

HAN133N#1FI8IBN19909 cup wuw high hip center aquldlunanasialuil

Number of hip Mean patient Mean follow Revision for aseptic Mechanical

age up (years) loosening failure
Russotti 19 DDH 51 11 2.7% 1.6%
37 total (16-73) (7-17)
Schutzer 5 DDH 51 3.3 0% 0%
56 total (26-81) (2-5.3)
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N13%1 medialization AlFseaul3iusigheiu 3 358 cotyloplasty, medial protrusion technique
uae displacement medial wall osteotomy 1828935 medialization fin 313N superolateral coverage
16 uadipidefide M1 bone stock anaald Laze1aLin medial migration 989 acetabular component L6
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defect 1utloanin 25% wadfiufily acetabulum i
acetabular component 8199 Kohler line Tulgannds
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Number of hip Mean patient Mean follow up Revision for aseptic Mechanical

age (years) loosening failure
Hartofilakidis 86 47 7 2% NR
(23-70) (2-15)
Dorr 24 45 7 0% 0%
(22-69) (5-13)

Medial wall displacement osteotomy Sudulae
Dr. Yoo ffafAnann1305n11 bone stock ¥89 acetabulum b
waluetwnTugefl medial wall vusnndy 10 Aadwns
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Wiy 3Bmsmiiasilde 1 osteotomy dustwnan uas
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displacement U5zt 2/3 289ANNMUNTEY cotyloid oL A B
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Structural Bone graft

m3l4 structural bone graft #aveiAe e
acetabular component ﬂdL’ﬁ"]\lﬁﬂ?uﬁ contact iU
host bone HBaN1 70% B9 bone graft fitnanlaniu
fusaemnléaIn femoral head autograft fisin
panaN vi30ld structural allograft Ald nans$nulaals
al wall displacement bone graft ﬂ?ﬂ\l@]’ﬁl’mﬁﬂi’]\‘lﬁiﬂ\lﬂﬁ’

ﬁmeLLamwanfﬁﬂf\é\’wé’omnﬁﬁ medi
U

osteotomy
Number of Mean patient Mean follow up Revision for aseptic Mechanical
hip age (years) loosening failure
Mulroy and Harris 46 46.5 11.8 20% 46%
Rodriguez et al 29 49 11 10% 38%
Lee et al 36 51 10.2 35% 38%

ANTNUEASHANIIINEIAY structural bone graft Taell# cemented acetabular component

Number of Mean patient Mean follow up Revision for aseptic Mechanical

hip age (years) loosening failure
Silber and Engh 19 45 3 2.7% 16%
Morsi et al 17 50.3 6.6 0% 0%

ANTWLEAINANIIINEAIY structural bone graft Taeld cementless acetabular component

s aiiuldinnisld structural bone graft laald cementless acetabular component 813
eiinTnsnaIntipeniinl cemented acetabular component Weintl3fif 8199z FavTEHANITINEN U
Frazey Wanssuiisudnasaniile

Metal Augmentation
M3l metal augmentation Ju3sn1slnsisngalu
NM3¥ANN3MU bone defect 11 DDH Yaffide andnsinsid
structural bone graft LA bone ingrowth Apudvash
FaludTusiaedl host bone contact 3n wsineinalsfi
A8nsiilaisansofisd3ann bone stock wazdl
Taifinanssnenluscoenaensascoseny el
TLigwnsafiarsddeninzunsndeudiaziinduld
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31 metal augmentation

wazm3fl bone stock windn Tugisfiansasd
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One of the most prominent
orthopaedic surgeons in the US
and that would mean one of the
best in the world as well. But, what
strikes me the most is how a man
like him who has achieved more
than everything a surgeon could
wish for (to name a few...being the
examiner for the American board,
editorial boards of many journals,
co-chief of the knee service for
Hospital for Special Surgery (HSS),
a president of the Knee Society,
author of many milestone papers, and
yet routinely setting up 7-10 cases a
day) could still be so active in his
career when he could have stayed
home and been retired after all
these achievements in one’s life?
What keeps him going so actively

every day?
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Interviewed by Satit Thiengwittayaporn, MD.
Faculty of Medicine Vaijira Hospital
Navamindradhiraj University

Prof. Dr. Russell E. Windsor

V\VVhat keeps hirm gong
soO actively every day’’

Could you please share with us
why you chose to be a knee
arthroplasty surgeon?

In the time period (1983-1984) that |
was doing fellowship, total joint replacement
was the new technology. And John Insall, who
was the chief of the knee surgery here, had an
individual fellowship. So at that time the most
sought-after and most interesting fellowship at
that time was the joint replacement fellowship.
When | did my training at the University of
Pennsylvania, department of orthopedic surgery
for residency, in my readings all | saw was
articles by John Insall. So, he was, in my
estimation, ‘the man’ that total knee replacement
was associated with the most. So | applied
and | got that fellowship and | was the fellow
here with him for a year.

That is how | got interested in it because
it was an emerging technology and, at that period
of time, it was one of the most competitive,

sought-after fellowships.



Given your long list of awards
and recognitions, which award
you feel most proud of?

Really, there are two major honors. One
was being president of the American Knee
Society which is a high level position, and that
occurred in 2006. And then in early stages of my
career, | was awarded the North American travelling
fellowship from American Orthopedic Association
when we travelled and visited academic centers in

part of the US for a month.

Since you are a professor, surgeon
and a researcher, which part of your
career do you enoy the most and why?

| think the greatest part of the career is
taking care of the patient, | think that is number
one. The fact that they present an issue that you can
fix, they feel their quality of life is substantially improved,
also taking care of the difficult revision situations
and making those things develop in positive ways
is good. However, the research aspects of things
also keep you involved in what is cutting edge, and
so my involvement with the Knee Society, international
society of the knee and orthopaedic surgery, and
American Association of Hip and Knee Surgeons
keep the thought processes fresh in your mind and
that you are learning new things and so | think that
is important. But, the favorite part of what | do is

taking care of patients.

While performing total knee
arthroplasty, which part of the
operation you pay most attention
to ensure the best long-term

survival result? _
| think still the most important aspect of
the operation is the balancing collateral ligaments.
You must get the alignment right so that the

instrumentation is better in reproducing the angular

alignment of the implants as they are affixed to bone.
The key to success of the operation still centers
on stability of the knee-joint when you change the
alignment. So soft tissues releases are very important
and during many cases the most important part of
the operation centers on the soft tissue and how

you preserve them and treat them.

Recently, there are many new surgical
technigues such as computer navigation
and robotic navigation. How do you feel

about these new techniques?

| think the newer techniques are good to
explore. We do have some surgeons here exploring,
for example, MAKO plasty, also different computerization
networks in an effort to improve the ways that bone
cuts are made in a more anatomic method and that
paves the way for greater emphasis on cementless
fixation because resection of bones are more
accurate. There is an increased timing that is
involved with the operation. And | think what is
going to happen is, perhaps, there may be a selection
of particular cases that may be best served by
computerization. So, there may be one with extra-
articular deformity or different type of deformity where
you can assess proper alignment. The disposable
instruments that are newer fields where you look
at the anatomy of knee-joint may give a predictably

reproducible resection of the bones. So, these things
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handle the bony resection with bony cuts where
the computerization still needs a lot of emphasize,
perhaps, on the soft tissue balance which is an

important facet of the operation.

'As | see that we have come to the time|
of technology, and | see that technology
for knee replacement is very well-es-
tablished, in your opinion, do you think
we could advance the technology for
knee replacement much more than this?

And if so, what kind of the advance

you would foresee in this field? |

First is the issue of reproducible resection
so that the cementless surfaces that applied to
posterior aspect of the implant may become more
predictable for bony ingrowth. So there may be
trend overtime to cementless fixation vs. cemented
fixation. How that plays out is uncertain but there is
a trend towards because people want this operation
at the younger age and if one can get better predictable
bony ingrowth that would be beneficial.

Also, greater understanding of reproducibility
of techniques for partial replacement such as
unicompartmental knee replacement and perhaps
patellofemoral replacement that has the better

capacity for functional gain.
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And then, the issues of possibility to
preserving anterior cruciate ligament... | think what
might happen is that we are trying to get a more
natural functional knee as close as possible as to

the normal knee.

| can't help but Notice many books on |

wine in this room, is wine tasting one
of your favorite activities? Outside
the orthopaedic field, do you have

| other activities you enjoy as wel? |

| enjoy food and wine, but | think as far
as athletics, | keep fit by rolling which is a sport
that can be vigorous, an aerobic sport...basically
that keeps me active.

Interestingly enough, my favorite thing to
do is performing classical music on the piano. So
| take lessons. | practiced. These are Western
classical music pieces that I've learned and played

classical piano for probably 25 years.

| have heard you mentioned your familyi
several times and rushed home to be with
your wife on her birthday. | realy admire
how you are such a famiy man. Is there
any advice how to balance personal and

| professional lives for other surgeons? |

| think you have to balance things. In the
US, sometimes orthopedic surgeon can get so
entirely busy that they don’t spend much time with
their family. | tried to schedule things. So | try to
incorporate a time that | could, for example, coach
my son’s baseball team, or make it a point to watch
another son raced, in college, in a rolling team, or
my daughter’s softball game when she was in high
school. Those things are exciting to do and | feel that
perhaps certain aspects of my week are very busy

but that frees up other times later in the week.



Certainly, | could make a decision to
travel more in the world and nationally for
orthopedic surgery. Currently, as it stands, my
travel schedule is just balanced enough that | am
not away so often that | miss things. That is one
nice thing that | have been able to do is to see

important aspects of the growth of my family.

You have been involved in many
important meetings in Thailand.
Since you have some exposure to
Hip and Knee Arthroplasty in Thailand,
how do you feel about the status
of our field in Thailland? How would
you benchmark Thai Hip and Knee

arthroplasty to others? N

| think Thailand in particular as well as most
of Southeast Asia and Asia, joint replacement is going
steadily increased, perhaps much faster than
currently in the US. As a surgeon get trained better
in it, there will be an increase in number of patients
that receive the technology and have an interest in
it. The main limitation is going to be economics
which is centered around the country and national
health system that fund doing the operation. That

would be the only limitation factor but what will happen

in my estimation is, as there is demand for these
technology operations go, there will be increasing
pressure on the country to accept the fact that
these operations will keep people of the country
able to function better. So economically, it will benefit
the country rather than just create an expense.

In China itself, there is actual direct
manufacturing plant to help with the overhead cost
of the implant and that may be the same in Thailand,
but the unique place that Thailand has is that, as
the country, the surgeons have embraced the
technology very excitedly they are very much in to
learning about technology more so than the other
countries in Southeast Asia such as Vietnam,
Cambodia. So they are the driving force of the
region to bring the technology to that part of the

world and that is very important.

'Since our Hip & Knee Today wiill reach |
every orthopaedic surgeon in Thailand,
would you please send a message
to our readers in the regard to how
to become a successful orthopaedic

surgeon like you? N

There is a combination of things that one
should do. One should be aware of latest techniques.
When there is a possibility to travel to
visit an orthopaedic center, you can learn
quite a bit. Certainly, there is a book but
that is static picture. There is more and
more on-line access to the web to find
and view surgical procedure that can be
helpful. When visiting surgeons come to
meetings that is also a big avenue for
surgeon to learn new techniques. For
example, many meetings take place in
Thailand and they bring in international
faculty... that is the time where you should

speak to those individuals.
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A. Knee arthroplasty

i. Decreased surgical size

ii. No necessary to evert patella

ii. Pathology of OA change providing information about “optimal
bone cutting, soft-tissue balancing, and alignment correction”

iv. Prevention of postoperative complications especially bleeding &
DVT and postoperative pain management

v. Revision cases (have no experiences before)

B. Hip arthroplasty
i. Difficult cases eg. Arthrodesed hip converted to THA, impingement M ¥ . g
syndrome to make post-op hip dislocation e * ’

ii. Revision cases (have no experiences before)
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swnsafiaeyndemaniuld dodisfiosdusznaudug wnadnfiazidandaly
vavneld  uardmilenusefsznavinduee fAsausaudn Lidesiduau ‘\

2 ;N

Tupsauain wisusaau fie smdsgdeslananivdean fvmnaiansn - i
mMiwanuatiufianugald infecldlugng & dfegumsany ‘ - 5
YARAUATL .

4. msldfinarinslunseanmdsmensudug gty Ml
$Anléin udousstuionemeuazinta fmanslunsandwdomenlad N
UszAvBawinngu wszasiu fesnidamulimng auldliawdndui :
m3senmasmeseusay fustlemisaganinase oy '

5. msl@siausnlufianssnzes Thai Hip & Knee Society %39 20-22
WEe 54 Fedaiiinnzdne fmiansn ﬁaﬁiﬁuanmﬁamnmwﬁua:mzammini
Tl 2peaniudug wih doldsaneulni Tasamzilasy fellow anwaney
sontu Soldlanuduiuesdiann middeedinidu fellow wleuduilaey Q‘\

WARNTIUADY

9539 wdefiBnvianss &efq Akudnannaenigna 2 Lﬁauﬁiﬁu']@mu Y
wardnaniaziietulallfasiludl 2 sowufiieades 1dun neseaslsdang
Iwwmmaws:mqgmé’ﬁ LLaﬂwwmman‘gamwmm‘im&i Fudein) wumal
mmmﬁ%La'ﬂumQ’ﬁaﬁfuaquwﬂuﬂ%\ﬁ'ﬁﬁﬁu’wm ﬁdwuﬁmandn"naucﬂmvmvhu
flgfdusulumslinnunpanssinaildingemiluadediulugsd
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1T otal Knee

Arthroplasty
N FHexon Contracture

UN. N Usziunag
néumuﬁaﬂnﬁunszqn {sanenu1anang

@’ﬁaﬂﬁmmﬁmﬂﬁauﬂ”amhl,ﬁﬂuﬂs:mm 60% a3z flexion contracture LLAg
genu varus %mwmmuﬁmmnmﬁ scar i posterior capsule, musculo-tendinous unit
730M13H osteophyte N138 contract 289 PCL #139n198 posterior femoral condylar
erosion %@Iuﬂiﬁ@ﬂﬁwﬁ’wwu‘[unﬁjm rheumatoid knee

Tawsrli flexion contracture >15 ° 9

9¢0i99d clinically significant’

ANSSAYND:US:ABUODY

e Preoperative LU physical therapy

Perry (JBJS, 1975) = 8o serial casting

e Intra operative

Tawdl option ¢il 2°

e Osteophyte removal
e Capsular stripping
e Gastrocnemius release
Posterior capsular release
Hamstring tenotomy
Additional distal femoral resection
PCL substitution
Up side femoral component (Whiteside)
Constrained implant

Rotating hinge prosthesis
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Wiluuuaiaue treatment guideline AU
1) N3EifAS flexion contracture <15 degrees under
anesthesia ¥ normal bone cut LAz remove osteophyte

fundveay femoral condyle lap@133zfin capsular

stripping 4uluinile condyle 1-2 ou gL

2) n3l flexion contracture 15-45 degrees
naganinsuileseda 1 uwdy 98 flexion contracture
Al distal cut 289 femeral condyle Lﬁlsﬂﬂﬂvgn 2 mm
i distal cut iz flexion contracture 1§ 10-15 896
WASWANLABINNTMN distal cut N1NNTT 4 mm vi3plApTIN
> 13 mm 8193¢lau MCL 1§

3) NIUNA flexion
Dramatic improvement can be

contracture 45-60 degrees seen in Rheumatoid Arthritis
9% preoperative casting

wazld PCL substituting

[ o

prosthesis 3INAUAGAINE

SN

4) n3ald flexion contracture fAWUETNIHRN

Treated with pre-operative serial casting

preoperative manipulation Wat casting Wacn1a
9z Jusioe release MCL, LCL 3Fvo1adndudineld
constrained implant Wazd193=l¥ifl flexion contracture wda 10-15° iailaeiu
neurovascular injury Iﬂﬂﬁﬂﬂ@'ﬂ’)ﬂﬁﬁ flexion contracture &1N1TAWALAlABATIN
osteophyte removal, capsular stripping, Gastronemius release LLac additional distal

femoral resection 1§ 90% a9 cases’
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—igh

Osteotormy

un.gswa agilszes
thadaanssunszgnuazde Tsamenunaauaanszusus i o AFsan

unuin

fagdun1sikdn High Tibial Osteotomy (HTO) Tesuanuilantioyas
f9n137K16in Dome HTO lagld Charnley external fixator Baldsuanaiuatiasasludn
Lﬁaomni:uuﬂs:ﬁ’uqmmwﬁﬁﬂﬁﬁjﬂaﬂmmmv‘i”n%’unﬁmﬁﬂ TKA 15 waszd
nMsEauMINAA TKA agouwsvans Sensedniy HTO Nfilhuarsazdeaiealdane

VWRIULAZNIIHIARAN learning curve NN

Which operation is the most successful operation
for medial compartmental osteoarthritis of the knee?

970 Clinical Practice Guideline 28919313 InendsunndioaslsDanduns
UszwnAlngldld weight Wisuiisunissnsa 1. Arthroscopic lavage 2. UKA 3. TKA
4. HTO Tu aspect 984 Safety-Uasnst, Efficacy-Use@nSang, Effectiveness-Useansna,
Benefit-Usclumisatszannsuazaonn, Efficiency-UsednSnw wui

1. Arthroscopic lavage oAz uuusn -8, recommendation (--) strongly against

2. UKA lfmsuuusiu +2, recommendation (+/-) neither recommend or against

3. TKA ldAzuuusv +7, recommendation (++) strongly recommend

4. HTO lémzuuusn +8, recommendation (++) strongly recommend

yazaglldin HTO Wumsindafiviasaaiigalu medial compartmental

arthritis of the knee

Long term results of HTO
WaN13HIAA HTO long term result Toeld TKA iy end point

Our result 2008 110 98% 80% =
Saragaglia 2010 124 89% 74% -
Efe 2011 199 93% 84% 68%
Hui 2011 394 95% 79% 56%
Schallberger 2011 54 98% 92% 1%

Taenade survival rate 5 1 89-98%, 10 T 74-92%. 15 1 56-71%
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Patient selection for HTO

MIKIAR HTO andBviannTg realign the limb and shift weight-bearing force flRnsthedminen
affected limb to unaffected limb MWi#l cartilage regeneration M¥iaINsLARTY nsidsngihofivasay
&wﬁcyﬁqﬂﬁ@ﬂw%ﬁmﬁﬁa

1. Clinical pain at medial joint line

2. X-ray d varus on weight -bearing film, decreased medial joint space, normal lateral joint space

3. No osteoporosis nsiiangilefivinzaniianudndyann

Surgical technique

$A%Weim 3 35lun1sin high tibial osteotomy

1. Dome osteotomy @8 35W6 tibia tJu3L dome uazdansenszandie
external fixator

2. Closing wedge osteotomy Aa33H16A closing wedge
% lateral 989 tibia WarBaA3INTEANEIL internal fixator

3. Opening wedge osteotomy APIBHIFA opening
wedge i medial 789 tibia WadnrSansEaNGIE Internal fixator

wAazASH AN advantages and disadvantages TnaLfee

MugusgiuANNninzey surgeon HudAnfigassiy surgical
technique HANAATUNIN

Postoperative alignment

INTLNUDDY Sprenger WUINH 10 years survival rate 90% SVAYWNIAAN anatomical axis valgus
angle 816" Lsill 10 years survival rate 54% thvitlsEGiA & anatomical axis valgus angle < 8° or >16° #383QIN
mechanical axis line passes through the lateral tibial spine 38 passes through the lateral plateau at

62% to 65% of the width of the plateau 3 postoperative alignment &ANuEAYNN

Conclusions
Key of success 789 M3wfin HTO aziseauanudsadioeliasmsznay 3 ot
1. Good patient selection
2. Good surgical technique afm early complications

3. Good postoperative alignment MWl long term survival

v A

§1fia 3 pEn9 survival rate 7 10 T 80%-90%
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Moderate to Moderately Severe Pain

JULTRACET

(Tramadol 37.5mg + Paracetamol 325 mg)

1-2 tablets every 4-6 hours as needed for pain relief. Up to 8 tablets per day

~ Tireatment guideline for OA Pain with Risk factors

—\\
Pain intensity

m'\gggrt:te Paracetamol up to 4 g/day

Cardiovascular Gastrointestinal
risk risk

Avoid NSAIDs/

COX-2 inhibitors Flares Long term

Moderate (g paracetamol /tramadol COX-2 Paracetamol
Weak opioid combinations®) |\ Inhibitors /tramadol

® Tramadol ® Tramadol
Severe ® Strong opioids ® Strong opioids

Reference: Thomas J.Schnitzer, Update on guidelines for the treatment of chronic musculoskeletal pain, Clin Rheumatol(2006) 25 (Suppl 1): $22-529
By WGPM (The Working Group on Pain Management) Recommendation at the 2" meeting in EULAR2005

Prescribing Information:

Indications: Ultracet is indicated for the management of moderate to severe pain. Posology and method of administration: Unless otherwise
prescribed, Ultracet should be administered as follows: Adults and children over 16 years: The maximum single dose of Ultracet is 1 to 2 tablets
every 4 to 6 hours as needed for pain relief up to a maximum of 8 tablets per day. Ultracet can be administered without regard to food. Pediatric
(children below 16 years): The safety and effectiveness of ULTRACET has not been established in the pediatric population. Elderly (geriatric): No
overall differences with regard to safety or pharmacokinetics were noted between subjects >65 years of age and younger subjects.
Contraindications: Ultracet should not be administered to patients who have previously demonstrated hypersensitivity to tramadol, paracetamol,
any other component of this product or opioids. It is also contraindicated in cases of acute intoxication with alcohol, hypnotics, narcotics, centrally
acting analgesics, opioids or psychotropic drugs. Special warnings and special precautions for use: Seizures have been reported in patients
receiving tramadol within the recommended dosage range. Refer pack insert for more details. Administer Ultracet cautiously in patients at risk for
respiratory depression; patients receiving CNS depressants; patients with increased intracranial pressure or head injury; patients taking
monoamine oxidase inhibitors. Ultracet should not be used in opioid-dependent patients; patients with a history of anaphylactoid reactions to
codeine and other opioids and in patients with severe hepatic impairment. Chronic heavy alcohol abusers may be at increased risk of liver toxicity
from excessive paracetamol use. Withdrawal symptoms may occur if Ultracet is discontinued abruptly. Ultracet should not be co-administered with
other tramadol or paracetamol-containing products. For interactions with other medicinal products and other forms of interaction: Kindly refer to
the pack insert. Pregnancy and lactation: Tramadol has been shown to cross the placenta. Safe use in pregnancy is not established. Ultracet is not
recommended for nursing mothers. Undesirable effects: Most frequently reported events were in the CNS and gastrointestinal system. The most
common reported events were nausea, dizziness, and somnolence. In addition, the following effects have been frequently observed, though the
frequency is generally lower: asthenia, fatigue, hot flushes, headache, tremor, abdominal pain, constipation, diarrhea, dyspepsia, flatulence, dry
mouth, vomiting, anorexia, anxiety, confusion, euphoria, insomnia, nervousness, pruritus, rash, increased sweating. N\

For Full Prescribing Information, Please Contact: Janssen-Cilag THAILAND

PHARMACEUTICAL COMPANIES

or fohmronfohmon

'luaqq,nm'[ﬂmmﬁ LaUVI9IA.991/2553 “Tﬂiﬂa’m‘sma:Lﬁﬂmﬁmﬁu‘[uLanm‘sﬁwﬁaaﬁuauuﬁnﬁl@:Lﬂnmiﬁwr’fum”



Concepts Review

—Sack TO pasic:

= —athogenesis of knee
7 osteoarthritis

uwayy AAuifesins
Fasunndanflalland lsanenuianans

Primary %38 idiopathic knee osteoarthritis Lﬂuiiﬂ“il’awhLﬁau'ﬁﬁﬂﬁwﬂﬁﬂaﬂﬁqm
wendindiazadsafiuiadeiilimuuide uaiuflvensuiuhiaduiomeiu mechanical
ILaz biological ﬁuﬁd’su&’lﬁmﬁﬁﬂﬁ metabolic equilibrium 284 cartilage WAy subchondral
bone Anndll uazdenaliiinnisidenvosdeluiige

Etiologic factors lumsiinalsa ot ol slarsbies e 5

My & ' ' a Y] Proviom danags H.p oemnsciomy
woszudoldidu 2 ngulvajq (Uit 1) Toun e Sl

1. Normal load, abnormal biomaterial Ml Pgiocey 46

(joint vulnerability) fiB AMLAilATIa319 w3e

wa ¥ A a v P o txirimilc faclore acting on joint
AuantAzasdaAaUng  uiiuseiuinsein Sysemie fotors affting A .h.nta..;.,n.\‘.‘
ataqul iologi Adewaliiialsnle jolnt velscrability P )
lﬁ!ﬂ?laﬁ).,L U physiologic load NANWALYILNALIALA 2 o el /'
=~ ' [ . [
ALy systemic factors iU age, gender, Gt Niicn

genetic LLas local factors LU joint deformity ~

& malalignment, proprioceptive deficiency, gram ugng etiologic factors Tunsihalsadoiinides

Ut 1 dia
muscle weakness, joint laxity, previous ——

—

—

injury of joint protective structure (eg. torn ACL, post menisectomy)

2. Normal biomaterial, excessive mechanical stress (excessive joint loading)
Ao amziifusenszindedeanniiuly uilassadwuazquanifvesdoazund Adenali
\ialsald 1y obesity, injurious physical activity

Age dmifh strongest risk factor fidnuSTUN1TIAALIA mqﬁmn*’ﬁu Al
laxity maoﬁamnﬁu Tuppued proprioception, muscle mass & strength anRy Tas9a3na
LaTIALIENBLTDY cartilage Lﬂ&‘ﬂu\lmﬁamqmnﬁu L & roughening, softening and
thinning of articular surface, decrease hydration, decrease size & aggregation of
proteoglycan, increase stiffness of collagen network uaﬂmﬂﬁ.:u chondrocyte function
fiutiag 1Hu decrease responsiveness to anabolic growth factor, decrease proliferative
& synthetic capacity, decrease capacity to repair damaged matrix, increase senescence

& apoptosis

Gender wuglinsnizadsalumandennninwazie Tuausigninndt 50 I
wWadnduaniladenesu neuromuscular wazaasluy estrogen
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Genetic Mfin13@nufe gene #inazdl
anuduiusunsialsa §ud gene encoding matrix
molecule LH1 COL2A1, gene encoding protein
influencing bone density L%u VDR, ESR1, gene
encoding for inflammatory cytokine Ltu IL-1

Trauma NM1IE repetitive physical activity
1U9BENN 11U kneeling, squatting & deep knee bending
T high impact trauma fMWAR injury 68 joint
protective structure 11U cartilage, meniscus, cruciate &
collateral ligament &uiduiladuiiussonsifnlsn

Malalignment 9 varus WA valgus
malalignment ¥ load distribution AnUn@ly LN
ANNLAENIUNNT progression 2adlsA Usvana 3 wih

Obesity A1 BMI fisnnninund wisansndes
Tumaiialsn Sn1sUszanadn g udar kg/m’
20961 BMI fiiinannnin 27 inanuidsodszana
15% obesity ¥ joint reaction force Wintu il
N12¢ malalignment LLa¥ muscle strength RARNIINALE
dnnuiaUnAwaY cytokine production & activation
of inflammatory pathway, #0112% insulin resistance
Faflnasta chondrocyte function, wazenaaziieiaeiy
leptin fi.flu adipose-derived polypeptide 'ﬁx‘lﬁﬁﬁu
finsfnen3seiunindu

Cartilage in focus RETRILEBIERE o
cartilage Tulsadawndeon uwveliidu 3 seoe Téun
i::ﬂ::‘ﬁ 1: cartilage matrix damage or alteration g
AARNYDY proteoglycan aggregation, aggrecan
concentration, length of glycosaminoglycan chain
and matrix stiffness ﬁﬂﬂiLﬁuﬁumad water content
and permeability i:&lzﬁ 2 . chondrocyte response
to tissue damage nN3¥1d9 mediators ﬁu’mizﬁuﬁ'\i
catabolic activity LHu IL-1, TNF-OL, MMPs, nitrix
oxide ﬁﬂi:ﬁ@;n,m’ﬁﬁ’lmﬂ matrix LLae anabolic activity
\u IGF-1, TGF-P, BMPs insz#unsa$e matrix
(qUit 2) Fmuunstenusaiiduman fesidngsves
ii 3 : decline of chondrocyte synthetic response

uasd progressive loss 18¥ cartilage Iuﬁqm
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=1, TNF=LL, IL-1%

Cattilase peteidc vl

ey Tk}, B

e ———

artilagy (begruslating
MIkAPs, Approcanasas,

Wi ools

514t 2 diagram uaad mediators fineadaeiune
U

Role of subchondral bone UN9AUEDIINNT
\WaBuwla9wes subchondral bone fusning
fdppensiinalsa uaziinduneunisdsunya
289 cartilage fswuaAgiuin el mechanical stress
\in%u subchondral bone vl remodeling wax
stiffness Lﬁumﬂ‘ﬁu WAN19LAA  mineralization ﬁfu
Tdsaysal Mbianwasnsalums absorp & dissipate
load anad M¥LAA stress #ip cartilage WRNNNTY
wazifin degeneration 709 cartilage V9aHAgLEET
microcrack 2849 subchondral bone (udsfiinduriou
MI#f vascular invasion
winlifushs calcified cartilage
n3eSulvil reactivation 789
2° ossification center LA
i tide mark advancement
(U1 3) donalif cartilage
VN, sheer stress at base
of cartilage RnTunaziio

gﬂ‘ﬁ 3 L&AY microcrack in subchondral bone
() war duplication of tidemark (3721)

cartilage degeneration

Tudign

Role of synovium WU localized proliferative
& inflammatory change of synovium 1¢de 50%
Tilsadodnden Taedodn inflammation fuifinan
miﬂi::@ju’ﬂm particulate & soluble breakdown
products of cartilage Tag synovial macrophage
2v&¥19 catabolic cytokine and MMPs Fainlviin

matrix degradation

a3 wenBhudinwes primary knee OA fuTiase
Felinsuudea wsidadn intrinsic (systemic & local)

WaY extrinsic factors safinalUuSiLNLMENFTY
Tunsiialsa

X guaymshnany cartilage matrix
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—reoperative
Planning for
Srimary THA

UW.2NRE WanEasun
nadnaeflatland
ANLSULWNEANERS UNINENSEUTAIST

o '

NN99N1 preoperative planning ﬁuﬁﬂawuéﬂﬂmaﬂﬁaﬁa Tasan1enIHIAR
wWasudawien usnmilaanmslénanisdanauds SemiFlddafianiidounuas
unisfianzan Seazdenalidoiivaniug ﬁmqm{[iﬁmuﬁ
P1IUU Tmmfﬁlﬂﬂu%maL’éuﬁundwaﬁanwsﬁﬁ preoperative
templating Ay Fea1xsouividunisinsurudinsy

acetabulum LLas femur

Acetabular side
agmémﬁ’mﬁ%ﬁaaﬁmum‘lﬁ%’mLauﬁﬁa acetabular

tear drop F9aclfifiuraunednu medial 815U acetabular

component fufiaavife superolateral margin 284

acetabulum %aiﬁl,ﬂuagmwﬂﬂauéim lateral 289

acetabular component W89 template

antiudr9 i lfs MU aATe cup,

center of rotation LLatyd abduction 783 cup

(5U7 1)

Femoral side

o

VANANATBINNTIN template AYUU
femur AuBl¥iNI1y femoral implant ]
waneRunugthesedug Mslauazaun uae

D [TTUAN UV IMNNE ANEVSUNTN femoral

stem Wuq (AWANIUNSLE stem fogUil 2




it 3 LLamﬂﬁLﬁud'\mwd'\maﬁlum
T.ateral ﬁﬁdauéﬂﬁm’lumaﬁmumwm:
% & AqaEnANWIUNTU
TumnaUERdiITiu AR
anteversion ABUTNININATT

T3iutiuenaae

i femur ¥

%asj@iauu'\maﬁﬂwao
U

A (] WAL

il stem LiagasInad .

fermur 1{lupnucls prosthesis

HANIUANTBY
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smfvgadn su 3) TewifsuidesllddumisindiAvei center of
rotation WAz offset UnAvaviithe (@wnsaifizuandeung) Fovovantiay
InlFdasunninI A uiefiasdn
femoral neck (ﬁoﬁu ANY1IVDY
femoral neck TwiRnazriasunlay
luawanumanzas 209§ianus
NT91Y) JTBEAN lesser trochanter
11J17i center of femoral head, width

of calcar (HwlUn1InTEBY mal-

position Tuuun varus/valgus)

LAZATLLYLNYDY center of femoral

head Wieufiu tip of greater tro-
chanter (3Uf1 4) Suazifurszlomd
atnedislu intraoperative field

awvwa v a = a a o

LﬁﬂTﬁdﬂﬂﬁiamiﬁﬁ\lﬂﬂgum HITEUINTBIIILIFENNTMN templating
maTuABY (Step by step) dasialuil

1. Determine the magnification: Lﬁ.ﬂﬁﬂﬁmminwimmu’mﬁ
Ltﬁa%ammmz@nﬁmﬁﬁs‘fa%v\hﬁm Tmﬂmuﬁﬂ%’ﬁ’mqﬁu%ﬁﬁLiﬁmm
U0 1EU gnivdn wiawdpuuug ey marker

2. Determine the pelvis landmark: 3a&1AtASldna1INLEN
16un tear drop, center of rotation LT femoral offset

3. Determine LLD: &1ansal$innsinszuzann interischial line
%38 interteardrop line W9 lesser trochanter W3suiiauiy 2 419

4. Determine the center of rotation (;Jﬂﬁ 1)

5. Determine the size of femoral component: Iﬂﬂmi%@ﬁ'\idﬁu
proximal/distal LLax AP/lateral

6. Place the proper size template for femur (gﬂﬁ 5)

7. Measure length of CR (center of rotation) to CH (center

of head), neck cut, LT to CH, width of calcar, tip of GT ﬁdgﬂﬁ 4

nasndwsiusiiunsiiugiuzeansi preoperative templating WARREUWNEETINNTHR

a=fipalaifniin19in preoperative planning nanysalavdpesniomsUssiliufiheniuddse iin1inse
smelasazidende Feazinlildnan1ssnsiaide
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ACTONEL® is

risedronate sodlum table

the bisphosphonate that provides

clinical vertebral & non-vertebral fracture
efficacy as early as 6 months."™

Mellistro DD, et.al. Seven Years of Treatment with in Women with

B

IMS comsumption data: September 2008

ACTONEL® Abbreviated Prescribing Information

L
Roux G, et al. Efficacy of risedronate on clinical vertebral fractures within six months. Gurr Med Res Opin.2004;20(4):433-9 (funded by research grant from P&G Pharmaceuticals, Gincinnati, OH USA & Aventis, Bridgewater, NJ, USA)
Harrington JT, et al. Risedronate rapidly reduces the risk for non-vertebral fractures in women with postmenopausal osteoporosis. Calcif Tissue Int. 2004;74(2):129-35. (supported by a grant from P&G Pharmaceuticals, Cincinnati, OH USA & Aventis, Bridgewater, NJ, USA)
o Calcif Tissue Int (2004) 75:462-468 (sponsored by The Alliance for Better Bone Health (P&G Pharmaceuticals, Cincinnati, OH USA & Aventis Pharmaceuticals, Bridgewater, NJ, USA)

Fracture Reduction is the primary goal
of osteoporosis treatment.'**

# Provides efficacy on clinical VERTEBRAL
fracture as early as 6 months’

* Provides efficacy on NON-VERTEBRAL
fracture as early as 6 months?

# LONG TERM SAFETY data up to 7 years®

#® More than 1 million prescriptions
dispensed in Europe/year?

1. NAME AND PRESENTATION: ACTONEL® is available as tablets of 5 and 35 mg risedronate sodium. 2. THERAPEUTIC INDICATIONS: ACTONEL® 5 mg and 35 mg: Treatment of postmenopausal osteoporosis, to reduce the risk of vertebral fractures. Treatment of established postmenopausal osteoporosis, to reduce the risk of hip
fractures. Prevention of osteoporosis in post-menopausal women with increased risk of osteoporosis. ACTONEL® 35 mg: Treatment of osteoporosis in men at high risk of fractures. ACTONEL® 5 mg: Prevention and treatment of glucocorticoid-induced osteoporosis in men and women who are either initiating or continuing systemic
glucocorticoid treatment (daly dosage equivalent to 7.5 mg or greater of prednisone). 3. POSOLOGY AND METHOD OF ADMINISTRATION: The recommended dose in adults is 5 mg daily or 35 mg weekly. The absorption is affected by food and it must be taken at least 30 minutes before the first food, other medicinal product or
drink (other than plain water) of the day. ACTONEL® should be taken before breakfast, at least 30 minutes before the first food, other medicinal product or drink (other than plain water) of the day. The tablets must be swallowed whole and not sucked or chewed. To aid delivery of the tablet to the stomach, ACTONEL® is to be taken
while in an upright position with a glass of plain water (180-240 m). Patients should not lie down for 30 minutes after taking the tablet. Calcium and vitamin D should be considered if the dietary intake is inadequate. 4. CONTRA-INDICATIONS: Known hypersensitivity to risedronate sodium or to any of the excipients. Hypocalcaemia.
Pregnancy and lactation. Severe renal impairment. 5. SPECIAL WARNINGS AND PREGAUTIONS FOR USE: Foods, drinks and medicinal products containing polyvalent cations interfere with the absorption of bisphosphonates. In order to achieve the intended efficacy, strict adherence to dosing recommendations is necessary. Efficacy
of bisphosphonates in the treatment of PMO is related to the presence of low bone mineral density (BMD T-score at hip or lumbar spine <-2.5 SD) and/or prevalent fracture. High age or clinical risk factors for fracture alone are not reasons to initiate treatment of osteoporosis with a bisphosphonate. The efficacy in very elderly women
(>80 years) is limited. See full leaflet. 6. DRUG INTERACTIONS: Calcium, magnesium, iron and aluminium interfere with the absorption. See fullleaflet. 7. PREGNANGY/LACTATION: Must not be used during pregnancy or by breast-feeding women. 8. UNDESIRABLE EFFECTS: The majority of undesirable effects observed in cinical
trials were mild to moderate in severity and usually did not require cessation of therapy. In PMW treated for up to 36 months with risedronate Smg/day (n=5020), placebo (n=5048) were reported (%): headache 1.8 1.4; constipation 5.0/ 4.8; dyspepsia 4.5 /4.1; nausea 4.3/4.0; abdominal pain 3.5/3.3; diarthoea 3.0/2.7; musculoskeletal
pain 2.1/1.9. for uncommon and rare effects see full leaflet. 9. OVERDOSAGE: No specific information is available. Hypocalcaemia may occur.

Further information is available on request
sanofi-aventis (Thailand) Ltd.
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lM! Concepts Review

—ationale
N Prosthesis
Sselectiom

UN.NTEANA Tlanaunan

Audunnemans Tsanentnaguduauuny

nsnfaisdsudeasinniisnduividusgebefanisiionde ol
wnnzanRmIuHlsuAazau Fefiiufinsvaildfidaionsdalaiovoidafiend
winziugiheynaneae (no implant design is appropriate for every patient) n3lRaN
soannifismiuiinareiadefigesnilsde 1un 1) Patient's need ldufi level of activity,
longevity 2) Biocompatibility %ﬁﬂ@ﬁa\‘llﬂu inert material 3) Bone Tgiu quality, dimension
4) Availability of implants and instruments 5) Experience of surgeon 6) Cost
daazlnniiisautiodiu 2 dulvaig Ap femoral component WAz acetabular component
é’oﬁuﬁoﬂ”mLLﬂnﬁﬁmmnﬂud'suﬁ Ty

Goal : normal center of femoral head "ﬁﬁﬂ‘s:ﬂﬂﬁlﬂﬁ’m vertical offset, horizontal
offset, version of femoral neck Iﬂﬂiuﬁﬁ?ﬁzﬁ’uﬁ neck %l modular neck FEUSULLABY
Tkonuasoranmsidentd WeResandomsfisfidanisiedaulm (range of motion)
wiiladefifing A nsunTUIATRNRaLlWNiEN (increase head size), N head/

neck ratio, non-skirt head, trapezoidal neck

Type of femoral component

fnswannansuz e lifTuie Rnsiduldanuudu

fn 1) Material WHu super alloy (cobalt-chromium alloy) 2) Design : broad medial
& lateral border, non-sharp edge, non-circular shape (round rectangular, ellipse)
3) Surface : smooth & polish surface 3) Technique : neutral placement within
femoral canal (PMMA centralizer at proximal and distal stem), stem occupy 80%
of medullary canal, length 120-150 mm.
LUNANMEUY

Design vu 1) Proximal fixation : Straight stem (symmetrical crossectional,
fit either side), Anatomical stem (proximal posterior bow, distal anterior bow, anteverted
femoral neck), Press fit stem (bone-implant interface without the need for porous

coating) 2) Diaphyseal fixation: distal fixation




AU (Stem surface) wiafu 1) Porous
surface stem: circumferential coated (debris
Tviaasduvay stem lailé), patch coated (debris
Tvasediutats stemld)

2) Non-porous surface stem Bearing material
(Press-fit stem: bioactive, ~ Cross-linked polyethylene
ceramic/hydroxyapatite,  Metal on metal

grit blast) Ssmafituiadu Corammic on ceramic
Porous coat 9:lid bone

ingrowth suiufiniiiu

non-porous coat LA bone ongrowth St 2 aEhe
ugessl immediate stability ifuazdl Intimate viable
bone contact fiAge Tae ’[uﬂﬁﬁum’iﬁ’ﬁﬁﬁﬂ Porous
fipg 2 AnwrurAp Bead wuay Fiber metal Porous

Fagivhanlivih stem Aflowiiog 2 vila
@a 1) Titanium alloy (high biocompatibility, high
fatique strength, low modulus of elasticity but

high notch sensitivity) 2) Cobalt-Chromium alloy

Acetabular component

Type of acetabular component

R )

anseuzidu thick-walled polyethylene cup $ufUR
vertical & horizontal grooves (Increase stability), wire
marker (cup position), PMMA spacers (3 mm.; avoid
bottoming out), flange at rim of cup (pressurization
of cement) waLaNaLEINT  reinforcement ring/
cage L¥fuiiladl acetabulum defect 310

Pre-requisites for cementless fixation : 1)
Initial stability (mechanical fixation; < 40 micron
= osteointegration, > 75 micron = fibrous stable,
> 150 micron = loose fibrous tissue) 2) Intimate
contact 3) Long term stability

o |nitial stability : acetabular fixation by
press- fit, augmentation; screw/spike/thread fixation

e Intimate contact : gap < 2 mm., maximum
cup-bone contact (maximum osteointegration,
good distribution of wt bearing), decrease stress

shielding effect

e Long term stability : osseointegration
(bone ingrowth; pore size 100-400 micron, bone

ongrowth), fibous stable

Bearing surface

Benefits Risk
High wear resistance, no toxicity Gross material failure
Low cost, multiple liner options Increase bioactivity of wear particles
Very high wear resistance High ion levels, hypersensitivity
Larger diameter = lower wear carcinogenesis

Highest wear resistance, no toxicity  Position sensitivity
Liner chipping, fracture risk

Acetabular liner with offset

A : Standard
flat liner
B : Posterior
lip without . . " =

anteversion

C : 4-mm lateralized flat
D : Anteverted 20 degrees

e Constrained liner : lock prosthetic femoral head
into PE liner
Indication: 1) Insufficient soft tissues : hip
abductor, neuromuscular disease
2) Hip with recurrent dislocation despite well-

positioned implants

e Oblong acetabular
component 1#iladl

superior segmental deficiencies

o Deep profile component
1Hflafl Protusio deformity

or medial defect

e Dual-mobility cups hip
arthroplasty 1#fiafl
Chronic/recurrent hip

instability
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Median time to onset of Median time to use
analgesia is 28 minutes rescue medication is
(95% Cl, 22 - 33 minutes)? more than 24 hours 3

This was a single-dose, 2-center, randomized, double-blind, active- and placebo-controlled study in which patients

with moderate to severe pain following third molar extraction were randomized to receive a single dose of celecoxib
400 mg, ibuprofen 400 mg or placebo. @
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| reatment
of Osteonecrosis

Of the Hip

Pruk Chaiyakit, M.D.
Arthroplasty Unit

Vaijira hospital school of Medicine
Bangkok Metropolis University

Osteonecrosis (ON) is predominantly presented in young patients with
natural history of progressive joint destruction if no treatment within 5 years.
Regarding age group, surgeons should try to preserve native femoral head if
acceptable results are expected. Since etiology, pathogenesis and pathology
already discussed in previous session, this session will discuss in the treatment
part. There are variations of treatment of ON hip reported nowadays such as
pharmacological treatments, innovative non-surgical treatment, varieties of head
preserving surgery, and choices of hip arthroplasty. Treatments options can be
roughly divided into two groups base on status of femoral head, which can be
either pre-collapse or post-collapse. Every treatment in pre-collapse is aiming to
preserve native femoral head. In spite of the head was collapse in post-collapse
group; there are choices of treatments that native femoral head still preserve with

sensibly good results.

There are multiple factors affecting treatment options as folowing.
1. Radiographic Staging: there are numerous staging system were reported
worldwide but there are 4 essential finding critical for treatment planning.

1.1 Integrity of femoral head: Crescent sign is an early indicator of
femoral head collapse. If the head of femur is collapsed then more likely that
THR will be needed.

1.2 Size of lesion: There are varieties of measurement techniques. There
were studies reported that the size of lesion is predictive of outcome in head
preserving surgery.

1.3 Femoral head depression: more than 2 mm. of head depression

conferred worse prognosis in head preserving surgery.
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1.4 Acetabular involvement: No head

preserving surgery success.

2. Intraoperative assessment: Intraoperative
evaluation may play a role in open joint surgery,
light bulb

technique, if substantial damage of cartilage was

for example open grafting with

found then THR would be more proper. Hip
arthroscope may be helpful for enhance the

accuracy of staging.

3. Patient-Specific factors: It is essential
to consider patient age, activity level, general
health, co-morbidities and life expectancy. For
example, the same amount of Ficat 2B lesion in
20-year-old healthy male and 73-year-old male

should be treated differently.

Treatment options in pre-collapse:

1. Varieties of pharmacological agents: low
overall clinical failure rate in short term results,
most data limit in short and mid-term follow up
so long term results is needed.

1.1 Anticoagulants: Coumadin, enoxaparin

1.2 Prostacyclin analogs: lloprost
Inhibit platelet aggregation, enhance blood flow
and promote recirculation

1.3 Lipid lowering agents: Statins

May useful in corticosteroid related

1.4 Bisphosphonates : Alendronate

60 - Hip & Knee TODAY

Decrease osteoclast activity; permit

bone formation via osteoblastic process

2. Varieties of innovative non-surgical
techniques: various results were reported, long
term follow-up and well designed research is
needed

2.1 Pulsed electromagnetic fields:

Dense connective tissue growth stimulators

2.2 Hyperbaric oxygen Provide
oxygenation and promote healing
2.3 Electrical stimulation : Potential to

promote osteogenic activity in necrotic area
2.4 Shock wave therapy : Microfracture

induce osteoblast activity

3. Core decompression with or without
structural support

Core decompression reported in 1980 by
Ficat and Arlet as a diagnostic procedure for
obtain specimen, and later on as a therapeutic
procedure.

Generally this procedure can be done with
either one large drill or multiple small drill, both
report good results in pre-collapse.

Core decompression with structural
supports such as bone graft (iliac graft or fibular
graft) or bone graft substitute was also reported
with results better than core decompression alone.
Results in pre-collapse always better than

post-collapse.



Treatment options in post-collapse:

1. Core decompression with structural support such as non-vascularized bone
graft, vascularized bone graft, and Tantalum

Urbaniak et al popularized vascularized fibular graft with successful rate in
Ficat stage 2 was 89% at 5 year follow up. But this procedure is difficult, required
microsurgical skill and time consuming.

Vascularized iliac bone graft was also reported with good results

2. Varieties of proximal femoral osteotomy

There are many techniques of proximal femoral osteotomy, most of them are from
Japanese surgeon with variation of results. Overall results directly related to intact weight
bearing area after transposition. If intact weight bearing is 60% or more, success rate is
100% in one report. But this type of procedure is difficult and there is not popularized

outside Japan.

3. Varieties of arthroplasty

3.1 Limited femoral resurfacing: This procedure
requires relative undamaged acetabulum. The advantages
are bone stock preservation and lower dislocation rate.
But recently due to the high early failure rate of
27% in 3 years with unsatisfied rate more than 50%,
recommendation to use this procedure may be
somewhat inappropriate.

3.2 Bipolar hemiarthroplasty: This procedure
has same indication as hemiresurfacing with less extend
of surgery compare to THR. Due to high failure rate
up to 42 % at 10 years so this procedure has grade B recommendation against
the use of treatment.

3.3 Total resurfacing of femoral head and acetabulum: the early to mid-term
results was superior to limited femoral resurfacing and comparable to THR. But there are
controversy of relative contra-indication in early phase and concerns about learning curve,
cost and metal on metal bearing so long term follow up is needed.

3.4 Total hip replacement: This procedure is a standard procedure in advance
stage of ON with acetabular involvement and provide excellent pain relieve with good
functional outcome. This procedure also can be a salvage procedure after failed other
surgery. There are many improvements including prosthesis design, alternate bearing such
as ceramic on ceramic bearing, and advance surgical techniques, which improve durability

of prosthesis.
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—xtensor
Nlechanism
Conmpicaton N TKA

UW. UL dUUZIATHENS
2 S d
{sanenualdndu

Hyvaeenalnnswmisan L‘fJuﬂ’]LﬂqtuﬂﬂimﬁﬂLLfﬂ‘IJﬂ’]‘jL‘iJf?]‘lﬂu"iiﬂL‘li’] (revision
total knee arthroplasty) #sawnsageldfis 12%" wesnisddauilaluuiesse’
uazidudlviwulg 1-109%2* vidansrdmAsudia Waeseilym extensor mechanism
T swnsadoeilldlusssnte sodu unndidnfusiesinnssinga total knee arthroplasty
(TKA) Fodufiudiezdined ilailasriulalvigeiitigmmand

Patellofemoral Instability
Lﬂuﬂcymﬁwuﬁaﬂﬁqmﬁodowa’lﬁﬁmﬁwmimﬁﬂ revision TKA {laqtiuniseaniuy
prosthesis LL@:Lwﬂﬁﬂn'mhé'fmmmmamﬂzymﬁmlﬂlﬁmﬁaﬁaEm'j'm%awhﬁ’u 19%°°
instability i mmimﬁﬂlﬁmnwmﬂmmq WU INNN9BANUUY  prosthesis ilsis,
NNIINALYUY prosthesis lsignél'ﬂo, soft tissue imbalance, overstuff patellofemoral
joint, asymmetric resection of patella
msaammuﬁﬁﬁ’u d7U299 femoral component A28 trochlear groove g &n
wazil valgus angle Femlitazihnfissnsaadaudieglu trochlear groove lAninuaziin
mil,ﬂﬁauw%aﬂqm\lﬂ”mn MIvBNULUEN B TmINsNEWSULNNGT LizaurFaLL A
azih msld asymmetrical trochlear groove 39U asymmetric patellar implant ffu Tadlst
AwauanENININAULLY symmetrical trochlear groove S0 symmetrical patellar implant
ANUNTBY  prosthesis i ansnsonaly extensor mechanism iz
M3ReNuisTiRRe Hief extemnal rotation w89 femoral component
Wae tibial component, AY93¢ lateralized femoral component
i prosthesis fnaLan, wenens downsize femoral component
indieidan, patella component AsBEBARY medial
NMINANBY patellar tracking 1 msasinszrirsn
Tasmsitasiaaean 8ana N toumiquet AoufiRzMMMAREL
WREAISIEEY suture 1 WuvSe towel clip 8n extensor

mechanism 1ag patellar mi%a%ﬂu trochlear groove

1 = = .
Iﬂﬂ\lﬁ\mﬂqilﬂﬂ\‘i‘ﬂiﬂ subluxation MWULAAINATBY femoral component funszgnaziin
#@ internal rotation 3xMI¥LAA patella subluxation
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_ ' \ ped
L aten £ '\ i #;‘;

AWULEAINIIIN patella component
a5 WBaey medial

Patelar Fracture

wuldldvesin wuldseana 0.05-21%°
Snwuluinesnnhimds Tae Goldberg wuinszen
aethfiuanlaslifinsnainzesasindion s1u1sa
widaazlg v3elaifl major malalignment n155n®7
wuulsisndaaslinaia Tususingugiendndusios
165unssndnsinldnanissnenfiugndn intraoperative
patellar fracture Wu\lﬁﬂaﬂ‘[u@'ﬂ’aﬂﬁﬁﬂmimﬁﬂ revision
snniihefldsunanida TKA afousn uazdinwg
18lung resurfaced patella 1nn Forfeduldluan
obesity, thin patellar, osteoporosis, eccentric reaming,
overcompression of patellar clamp, excessive or
inadequate resection, slippage reaming, devascu-
larization of patella VED) patellar subluxation %4
AMNLNTBINIEAN patellar 1 s nTisaudliang

YNLnAY 12 mm’

\ Quadriceps Tendon
I i

“ Rupture
e~ wuldtiopannyseana

IRELNL R o

0.1%° q81LA819 vialgiann
overresection of patella with
damage to quadriceps tendon,

seme.  extended approach u&alaifl

healing U V-Y turndown,
manipulation %38 trauma
nasnedaenssinlasnmsrndatenusy adiens
Aansdnnesiniinfiusian insertion fa patella Froriu
mi'«azﬁauLmumaﬁmﬁﬁmnmtﬂ:ﬁﬂﬁlﬂugl,l,ﬁﬁaﬂl,%an
n3ald sutured anchor laeldwan nonabsorbable
sutures VwASsenadTuFedld allograft &lianann
whly extensor mechanism l@ueane wddwen
Tunin full extension 6 &A% wAnaN1INFRsIUIVA)
fislsiimela losanifihediniitlgm extension lag

lLae limited range of motion

Patellar Tendon Rupture
wulddpanin < 0.17%° wsnwuldusenin
quadriceps rupture WAGIIIIENIN MFALALNAIHGR

FUNATENINHIGR 15U exposure of stiff knee 13D
multiple operated knee %@ﬁn%tﬁﬂmauﬁwﬁnm:@n
gethuaznidn drunsievderndniy dniininns
WeNENi manipulation 8MMABUT ANTHAALE 1y
trauma with hyperflexion, patient factors (chronic
steroid used, systemic disease), N19N1 distal
realignment, component malalignment LLag hinged
implant n15iaefuainisaililasld extended
exposure (quadriceps snip, V-Y quadriceps turndown
138 tibial tubercle osteotomy) 85U revision surgery
LAEAIIN lateral release 3IMNUNIT dissect lateral
gutter WaT infrapatellar scar tissue 7N31%
masmentiumlsenn wasinldwalsidhihiwels
21aMlAlae primary repair $aUsl augmentation
w3nlNAle v3sld allograft reconstruction f§tled
partial avulsion a1y drill hole udaLfu, suture
anchor %38 staples Ald &5UN13 augmentation
ﬁu fansamlalasls autograft semitendinosus 38
gracilis 3:628
widdtuilagulddniswaniniseenuuy
Fotflonfindetuudafinn extensor mechanism
complication asnsawuldvsadunwmdgrnsalaise Yo
Q:Lﬁu\lﬁ’jﬂLﬂﬂﬁﬂﬂ’ﬁﬁi’]ﬁﬂﬁgﬂﬁm uazAsdlaieaiu
extensor mechanism i ndusngmsuunns 1ie
finsindinazldnafuaziinnzunsndeuioniige
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Tumor arouno

uAt. un.stuiing aswus
nAdaeslallang AuzunneAand unInetdedesiny

21MSsIa:eINNSIAanY

Aou (mass) MUSIuTouq W Fvenaszenmsuinindelunsdifidu
Lﬁmanni:@nmﬁm%ﬂmm LU osteosarcoma, Ewing sarcoma Fudufeudiasenan
osteochondroma ﬁn%‘l,ajﬁmmiﬂfmuanLﬁﬂmndwmwzﬁmiﬁnLawmqoﬁ'lﬁol,ﬁﬂ
inmadeedluvsiadaideseuseug fou Tunsdifidusewdssenaniiodoseu
snaclaifionnsduie Tumaﬂ%v’avjjﬂmmamwuLmeETﬁaﬂmm‘smﬂmmmniumniﬁ
\innsegninuuuinenBan1w (pathologic fracture)

AsSUsINUWUoUBLANtLAL
o 21y fhengtesfinazifuiilpsensiinugugd uddrenguinnin 40 T dinas
\unziSeiumsnszaeniinszgn
o fnBasinumenwied
+ AnmpUNIINIaIBNITEN (osteolytic lesion) dnddnvauzidunyy
geographic, permeative, motheaten
« 2auULImaayIanlIA (border)
Benign lesion anwale well defined sclerotic border, N13M1ae
nszgnifludnmae geographic destruction, wnlaifl soft tissue mass
Malignant lesion dansole wide zone of transition, 2AULIATDS
seelsnlaidaau anvauznisiiatenszgnifuuuy permeative n3n motheaten
osteolytic lesion uasd periosteal reaction %1 Sunburst appearance, Codman
triangle, Onion skin appearance
¢ Matrix Viwﬁluiaﬂkﬂ . osteoid, chondroid
. é’numzﬂﬁﬁ%ﬂ’mmﬁaﬁuﬂiz@n (periosteal reaction)
- wusnwurzasiowiiefedausindeviola (soft tissue mass)
° ﬁ’]LLﬂﬂdﬂﬂdﬂi:gﬂﬁlﬁﬂiﬂﬂT‘iﬂ epiphysis, metaphysis, diaphysis
o Wusunisiagmsaviatefumis
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ANSIUVS::UBVISA ﬁmluagj U
e Histologic grade
o PAUATRITRELIA: intracompartmental
VED) extracompartmental
o fimsunsnszanevaslsavdal (presence

or absence of metastases)

IusNUIUNS3TDOL

NMITNUIIRLAZNIATIIINEREYaTLBYA
Jamiunsin MR TuvSiuseslsa waznsin CT
scan zavdanlunsdiiasdoinduiiosensiaiouse
Wornszarzedlsa N3N biopsy Fe1aasiinuuy
open biopsy %38 closed biopsy \iellEHaNIWEND
endudeifianuddydustreiadialinssnei
wisneaNugiy szt primary malignant bone
tumor ms%’nmﬁgnﬂ"mﬁﬁa mandaenfawiionn
Wavne (wide resection) uathfauiinsaniunyiSe
funinszatpananeieizdu  nsnefAnaasiiuae
L& Palliative surgery

ANSSABVN

Benign lesion

e Giant cell tumor ﬂ’li%’ﬂmﬁtﬂummg'}u
TuilaqifuAonisfin extended curettage F91flu
mil,ml,ﬁmanaan LAY chemical adjuvant ¥38 thermal
adjuvant $3ufUNsld bone graft v138 bone cement

ANLEAINIIN Limb salvage @1835n1e
Extracorporeal irradiated bone reconstruction

\fie fill defect Tuuneasamnadadiunusiiiiu
seelsadne plate and screw Wietlasifunsiinnszgniin

o Soft tissue mass NHIFHIWNTHIAALDN
fiouilosanaan

Malignant lesion

fufinsiansanfgasmmasnedisnsnisa
amputation %38 N191 Limb salvage procedure
filaseiiarsiasanléun

o ?JﬂUL‘IlVIﬂ']iﬁWﬂWE]‘ﬂﬂﬁiﬂﬂiiﬂ (extent of
lesion)

. ﬁmiﬁwmw%aqn%nﬁmﬁam udszami
&dnsala (major neurovascular encasement)

« Life expectancy p89§ile

o fimsfndasindaonsels

o 91y TRLe

e Local recurrence maaﬁamﬁman

LU Limb salvage liwd

1. Arthrodesis 8 bone graft ¥3an3ld
bone cement

2. Allograft prosthetic composite

3. Extracorporeal irradiated bone prosthetic
composite

4. Tumor prosthesis

AWULEAINIINN Extracorporeal irradiated bone prosthetic composite
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TKA In

BAL UN.AOJUAUT WIEATeY

Howvwy TO do

—lexion

Contracture

AP aslallAnd ANZWNNEAARS UNNINENSEeITUANARS

nardaasudafisnluauldfifiniig flexion contracture Hudsiiviinne

§vSunneeaslslind nsazindnlvlssauANELSIL 1519¢B93h pathophysiology
2890 FC Jamfiisnasfinaanssninmidn aasnauazindndiumaiaatnelslv

UseauNagse

Pathophysilogy

auldififine flexion contracture 1inaN posterior osteophyte
¥ posterior structure AwazdEhanThiszaznamnug szl

contracture U8y posterior capsule, PCL

lae collateral ligament

Miiauldifine flexion contracture snn@uuaziiu fixed deformity «

uanmnuumm‘[mﬂﬂ attenuate 989 anterior capsule LLRE quadrlceps sﬂm mmmnsmnmuﬂﬂm

ﬂ’lEJ‘i]ElM’]‘VILi’l"?"ﬂﬂ\‘lL’%]i"W)']\‘lWﬂﬂﬂﬂﬂB extension gap VW"LLﬂ‘Uﬂ’)’W

flexion gap (gﬂ‘w 1)

Classification

ﬁ;kumﬂu‘lmnm‘lummmmam
wnlégn 1thewn extension gap
Suadnnh (Giles R. Scuderi,
The Journal of Arthroplasty Vol.
22 No. 4 Suppl. 1 2007)

Dr. Lormbadi et al lﬁLLﬁdnﬁjuﬂulﬁLﬂu 3 nf\jumum'mqul,mLtatﬁwuammama

Tun19wsn

"
o "

‘nJ"Il 3 UAMINT release postenor ‘nJVl 4 wmtﬂunaum 2 4§
capsule §at osteotome 1/4” ﬂ’J’lNQ’lLﬂuﬁﬂ\‘iﬂﬂ dlstal cut
4 . (Wilam Mihalko et al, CORR, Vol 789n3tgn femur (iin 2 mm.
JUM 2 unmg posterior S 2003) e gap W (Giles R,
osteophyte Scuderi, The Joumal of Arthroplasty
Vol. 22 No. 4 Suppl. 1 2007)
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ngy 1 & FC panin 15 auen

N13 remove a1 posterior osteophyte
(gﬂ‘ﬁ 2) #3999 release posterior capsule
(sUe 3) fuhwsulngfsmnsaiiazudly
deformity LgiuL&7

naa 2 8l FC agpewig 15 T 30 paAn
wustnlvidia distal cut 289 femur
Wl 2 mm. (gﬂﬁ 4) LLazLa" posterior osteophyte



Ui 5 wamen13dn transverse
zut 999 posterior capsule
(Giles R. Scuderi, The Journal
of Arthroplasty Vol. 22 No. 4
Supp!. 1 2007)

LLRE release posterior
capsule ddaud FC il
wuetnviN release upper
superficial MCL, insertion
of gastrocnemius ﬁnﬁz@n
femur Buiiheaulnaf
fansaihzuily deformity
1% nislugizuree
D136iBNIN transverse cut

289 posterior capsule

(Ui 5)

ngu 3 i FC u1nnin 30 aeAn

uwusSIii distal cut 289 femur WeIwA 2 mm.
nau Ltazwé’amnﬁfﬂﬁlﬂ remove posterior osteophyte
WaY release ligament dliUseaUANES? (non
rectangular gap) wazhisnansanBeailaga e
spacer block 10 mm. Auwustnl¥@a distal femur
widn 2 mm. soiulugihenguiliosndon constrain
prosthesis back up W3z EUNIE pnadanudndu
/DN extensive release 89 superficial MCL Uag
Pes anserinus 31813M" ¥ superficial MCL 210%q®
9ENNNAINNIEEN tibia Wislisansoing release T
(i rectangular gap 1§ shunmedueg Aiianudndusieds
constrain prosthesis ® mismatch flexion and extension
gap (flexion gap Hamininni extension gap BENN),
posterolateral instability after extensive release in

valgus knee

Prosthesis selection

Tuffihengui 2 uar 3 uuzinldiden PS
knee design W31¢d contracture 989 PCL Wefin
154880 CR knee design fiflanafianudniufiacsio
release PCL fiileafiazifiniliynn flexion instability
AN LG

Surgical technigue

auldfuwusdulnaazidu combined
deformity 5¢%319 FC 998N varus deformity sratiu
NMINFRIERILLNA anterior skin incision Wazapproach
YUY medial parapatellar Tos192i58 released
i posteromedial corner (capsule, OPL, semimem-
branosus) (gﬂﬁ 7) wé’omﬂﬁuﬁmngn distal femur
¥YINAINNUN prosthesis waznNITen proximal tibia
¥UNU5eN1l 10 mm. 31N lateral plateau e nmiula
spacer block 10 mm. #1911 varus Way valgus stress
test Tuvin 180 B9A1 &1 medial WAz lateral Wiy
uwazinBualdgaviadomie FC agualinin fimawm
IMMaAIN finish femur LLALN1 posterior clearance
3NULD" posterior osteophyte 8an cWUI1 80%
vaufihelungai 1 fazanansaud deformity 16 usith
£N3l FC agj’(ﬁm release posterior capsule aIABDNTZAN
femur (3U 3) Tugilhenguil 2 uaz 3 wuzdinlen
distal femur Wy 2 G4 4 mm. luae uazsulnaf
foofinudniufiessiossn release posterior lower
part of superficial MCL 838 released gastroc-
nemius %3891 transverse cut of posterior capsule
fUM3 sizing P89NIZAN femur ﬁaﬁﬁﬂu‘lﬁ anterior
reference twuiniu between size fazidan size
Tnav3ea9az up size femur uae dufueliungsil
3 #ARTREH mismatch 289 gap NG

%a99N finish femur WA tibia L&5aL38u308
wadlld femoral wax tibial trial component with
plastic 10 mm. ud test luvinwdsainneu sulnal
Awyan ligament balance UAILRE FINITOB AL
ldgana1zia1ldl balance e spacer block 31
SeuSesudusiihdonuiwmdeanlaligauas medial
51’\15\18%15‘[?1” release posterior lower part of superficial
MCL wasaniulifan test spluvingaisn 90 aan
WL stress test L&Y medial WAy lateral iU
wazlafl lift off MeFU lateral AUFAIINIINIGA
UszauanudSaudy ualupulingudl 3 n3 test
Tuvinveidh 90 avAenaazdwudde & MCL fved
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7 lift off MEU lateral FefplUALULTN release
anterior lower part of superficial MCL (gﬂﬁ 8) LAY
Pes anserinus BIlFLAAILUINIINNTHIFALIAN

L 1 A’
algorithm glagaluil

Algorithm:Ligament balancing in varus

deformity with FC 15 degrees

Medial parapatellar approach
l

Remove osteophyte and released posteromedial corner
and semimembrancsus l

Proximal tibial cut 10mm above lateral plateau,
add 2mm of distal femoral bone cut

!

Posterior capsule

|

Posterior upper part of superficial MCL

l

Posterior lower part of superficial MCL

!

Ingertion of Gastrocnemius behind femur

Add 2mm of distal femoral cut

!
Transverse cut posterior capsule —s | Constrain prosthesis

|
Sizing femur;, Up size femur and finish femur

mmmnlummpewnm

-
Ligament no lift off

Too tight medial side 4
l Apply semi-constrain prosthesis

Tight medial side; lift off at lateral side

l

Released anterior upper part of superficial MCL

| N

Released anterior lower part of superficial MCL ——_ Ligament balance,

constrain prosthesis

l mmlnp
Hlltmdrﬂlmﬂnu// Apply semi-
!
| constrain prosthesis |
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3‘1]’17] 7 LA
released OPL,
SM and posterior

capsule (William

M. Mihalko et al,
AAOS Vol 17,
No12,2009.)

JUN 8 UAMINT anterior lower part of

superficial MCL and Pes anserinus (William
M. Mihalko et al, AAOS Vol 17 No12.2009)

asu

nannslunsednAa %1 bone work
$28n136R distal cut 289 femur WM WAy soft
tissue release M9EY posterior AUNTEIILH
balance extension gap Wav full extension @2g
spacer block 10 mm. wasINiuF 9 flexion
gap Uas release ligament MaduntiniiafnlH

flexion gap U rectangular gap Iu@'ﬂ’sﬂﬂq:uﬁ

3 pnafianudniuses up size femoral component
WMl Gap wihiu
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otal knee

arthroplasty following
Nigh tibial osteoctomy

un.usnw nalui
NAN2afleTIANE ALCUNNEANARSISINENLNAIILNBLA

nm;héfml,ﬂﬁﬂuagum:@n (High Tibial Osteotomy; HTO) Lﬂumwol,ﬁanwﬁﬁu@ﬂw
ﬁﬁﬁfym medial compartment osteoarthritis Fawalun133nannInaneINstn uas
MbghenduluiFinussr lndidesdnd  uinnmsfiemugievdonidnluge 510 1
wudn fAfhsdszanu 80-55% naunfiensuiaen nnsdegdeniiiunnniy
wardndudpssun1wisaAsuitn (Total Knee Arthroplasty; TKA) #9nisiin TKA
Tu@ﬂm‘ﬁ fail HTO #Asuanssanmswasuaioll weludunieiniaeedii
wWasuly wazmadalunisHidn

1. Joint alignment Tuihun@ tibial plateau Q::ﬁsgs\l varus 15zdn0d 3 89A
Lm"[u@’ﬂwﬁﬁﬂ HTO luudn szmﬁ‘iﬂmﬂu valgus U5zNneu 7-10 a9FTIENINNIT
¥ medial tibial plateau §9n71 lateral tibial plateau (g‘ﬂ‘ﬁ 1)

2. Proximal tibia bone stock atanad Lﬁa\‘imnﬁﬂ’mm
m:@nmadauaan"[unm‘iﬁﬁw close wedge osteotomy (3‘1J17i 1)

3. Tibial offset azin1aidaulunedudng (Lateralization)

Taeamznselitin close wedge osteotomy azdimsiaRaulusmunad

(Posterior translation) 16 Tunsdifin dome osteotomy (gﬂ‘ﬁ 1)

4. Tibial slope azfimswasuudas el posterior
slope fianas wazluunends wuiflu anterior slope 18lunseiiing
close wedge osteotomy Tugnuedinaii open wedge osteotomy
eI slope ’nTundduld
5. Patella infera mnmwmg’umaa patella tendon
Ui 1

TAUsEHEIENIN patella MU tibia tubercle fianad R0 1311019 g7,

n a 1
18INAYag 9 a7 clos
Wedge osteotomy e




Tips

Pre-operative evaluation

UANIINNII/Y X-ray scannogram oYz limb alignment LLRE standing
flm vpadlunuy AP uas lateral Tugithenguiidnfudesdinisnoununidaiisany
wazflanuuansiangiaegndasily na1afe

1. mavUszifiunn implant #ilslun1s fixation dudunpsianaannialy
uazaziuiu 1 stage 1130 2 stage

2. eunulumsasuwaiidn  lasdssifiuanuaaridaninineguinnle waz
fumiefiazasunalnad s1ofiazin TKA uaz remove implant oon Tunsdiiigiood skin
bridge Andu asdl bridge fin¥19n31 7 cm. wiailaaiuiliynn soft tissue necrosis

3. 15¢1iu collateral ligament IﬂﬂLQW’lt‘[uﬁﬂ’mﬁﬁ over valgus correction
oty MCL laxity 1§ wazanadniusioein
nsuilalaun1sin MCL reconstruction w3ald
constrain prosthesis Hugiu

4. ¥ Template WaMIuNUUNTHGFATALE
tibia cut ﬁﬁ’jﬁ{l’mﬁu mechanical axis WasH
posterior slope ANTIFINT B98199zwuIng bone
defect Lﬁﬂ"ﬁuﬁ lateral tibia plateau 16 F9mTmTan
bone graft %38 metal wedge Lifiaudly defect
AINAT? (gﬂf'i 2)

5. M9ukulun19919 tibia component
ilagan tibia { offset fiAsuly vads anasedd
. offset rod tieilaviun1s impinge 284 tibia tray

Ul 2 MM template WWINUAUMTHWIANELE  fU lateral tibia cortex TasMWiia fracture L6

post HTO

Surgical Technigue

1. Intra-operative exposure AagUNNINNILNUTUINIAR LaLNITRARIDDY
patella tendon FMWENTUMIWAN patella 5eWINEIGR B1aTNTuAlElABNT release
scar WAy fat pad USIU patella 8N 9INNUNNT release patellofemoral ligament, 11
prophylaxis pinning tiailasiu avulsion 289 Patella tendon insertion &189lianansonan
patella 1§ 81971 early lateral release Tunsdififinsfndnvasidiaifosauneludonn
9136BIN1 Quadricep snip, V-Y plasty %138 tibia tubercle osteotomy WL exposure
FEAIWHIR

2. Tibia cut d89and valgus angulation 84 tibia Tuwua coronal
plane F9fpvraziiudn USnmunszanuey lateral tibia plateau indeptnniiiasle
uazwenewdneanlviesiign nszgniidaeansnaIndiu medial tibia plateau 9z
NALEND LL@:U’Nﬂ%@IuﬂiﬂjﬁLﬁﬂﬂi:@nﬁ?’mmiﬁ’] close wedge osteotomy Tuudn
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m'«ﬂsjm"mﬁml,mm:@nwm lateral tibia plateau 2anLaY &IUNISHA tibia (WLUI
sagittal plane T¥#1fin posterior slope 1 #agszTonenda anterior proximal tibia
wnuiuly LWﬁ:ﬁ;:ﬁaﬂﬂﬁLﬁﬂm:gnU%L'Jzu posterior tibia Nty Feazin
T¥iiatlamnlunns balance gap I

3. Tibial shaft offset \{1p9a1nfin135 lateralization 289
tibial offset lastawizlunsdlfiin close wedge osteotomy
13179 tibia tray A99NaNTAY tibia plateau a7aLAATN
intra-operative fracture 31NN1IBUNUDAY Tibia tray peg WAL
lateral tibia cortex\éi (gﬂ‘ﬁ 3) ﬁ’oﬁunﬁamsaw tibia tray
T#3aNmM19fu medial WAz ¥In peg 89 tray £lalaiwu
lateral cortex B19%89 down size tibia tray WifauIALANRY
%38lE medial offset stem

4. Tibial rotation 81ainsasuldlunsdlfifingg loss
289 fixation Foriu AI3lE landmark Auq Samde Tun1sysziiu
rotation UANIN tibia tubercle L1%U tibial crest, midpoint of
talus 1130 tibialis anterior tendon (Hudu

5. Collateral ligament imbalance inazdiloymn tight

98U lateral 1981 balance gap TFaUAlAENTT release
lateral ligament Laztin tibiofemoral angle (Hu valgus > 20 31117i 3 Periprothetic fracture
degree #B95390172 MCL incompetency [36ia8 81adiagin 9NN13 impinge 989 tibia
MCL reconstruction lagl# hamstring tendon w3ald '™ il lateral tibia cortex
constrained prosthesis WHudu

6. Patella infera wa‘lﬁﬁv’o‘[umn‘iﬁﬁ'\ close LLaY open wedge osteotomy

pnaudlelaenisiienld patella component NfzuNALENRY WAz WVEATAUIU

proximal 789 patella TixNigA N138A proximal tibia HANTUKAZER di

: . i .
fopas Aonadudnneean fiazil¥ joint line Mad wazufilam patella inf
16 wsimsszaiilasann proximal tibia #U3n1a4 bone Uoengudd el Ti

tray aﬂoaguunsz@nﬂﬂLtﬁau‘;\ﬂﬁ

Tagagunansi1din TKA after HTO fipoustenldnanlal
f99N primary total knee uazvofiseldnaugnii primary
total knee ﬁ‘;\‘i‘[uu\‘i‘ﬂﬂ\‘m’li\‘lamﬁﬂﬂ (range of motion) ﬁamm,
Hm3IN199 lateral release ﬁgﬁu LATNIEUNINTDUANNS ﬁg\m'h

%am‘sﬁﬁ;:‘lﬁwamﬁnmﬁﬁﬁqmﬁu windgrdndndu faeinounu

{ ‘ 1 M usrlssifiunzasadnlufihousacsnaly
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The hands that rock the cradle...
The pillars of strengthes...
require the strong support

[ ]

T"A BT EBFa7/9

Sodium Alendronate Ph. Eur. equiValent to ‘Alendronic Acid.70 mg.

Strengthening bones...

Improve the quality of life

of your osteoporosis patients...

Aldren Reduces the risk of fractures... improves bone mineral density

{UspanuseaziBaaiuianluenans infusn

IMPORT & DISTRIBUTED BY

KASPA PHARMACEUTICAL (THAILAND) CO., LTD
> 252/25 Jaransanitwong Road., Banchanglor,
Bangkoknoi, Bangkok 10700, THAILAND

Tel: 0-2411-6114-7 Fax: 0-2411-6118 www.kaspapharma.com

ALDREN 70 Tablets

Composition:

Each tablet contai

Alenconate Socium P Eur

Equivalent to Alendronic ac\d 70mg

Mechanism of action/Eff

Aendronats s Blephosphonates tha act pimarly on the bons, Thelr mlor pharmacologic acton

is the inhibition of normal and abnormal bone resorption. Secondariy, Alendronate shows

preferetil localizationto sites of bone resorption,specifcally under Osteotasts, The osteoclasts
mally {0 the bone surface but that is indicative of active

e B B B S RS

inhibit ostéoclast activity.

Pharmacokinetics
Studies in humans showed that mean oral bioavailabilty in women was 0.64% for 5 to 70 m

ses after an overnight fast and 2 hours before a standardized breakfast. Bioavailabiliy was
decreased (by approximately 40%) when 10 mg Alendronate was administered either 0.5 or 1 hour
before a standardized breakfast, when compared to dosing 2 hours before eating. Bioavailability
was negligible whether Alendronate was administered with or up to 2 hours after
breakfast. Alendronate transiently distributes to soft tissues following 1 mgikg IV administration
butisthen rapicly rdistrbute o bone or excreted n the urine. The mesn seacy-state Volure of

rbuton, exclusve of bone, s at least 261 in humans. Proten binding in human plasma is
Sonroxiately 783%: There i o evdencs at Alenaronate s metabolzec 1 anmals of
After  singlo IV dose, approximately 50% s excreted In the urine within 72 hours snd ume o
the feces. The terminal haf-ife in humans is estimated to exceed 1

probably refiecting Alencronate flom the skeleton.
Indication

ldren 70 are indicated for the following:
* Treatment osteoporosis in postmenopausal women.
T ncrease bone mass in men with osteoporost
* Treatment of gluc rosis in men and women receiving glucocorticoi

& dally dosage quvalent 0 7.5 mg or reater o predisone and who have iow bone minera

fensity.
* Treatment of Paget's disease of bone in men and women.
Dosage and Administration
Usual adult dose
ostmenopausal ceteoporosis (reatment)

i the moring with six to eght ounces of plain water, adminisered at
\eas( thirty mmmes et et ot beverage, or medication.

Tane or 34 Uprg for at east 3 minutes

- Hypersensitivity to bisphosphonates or any component of the product.

- Hypercalcem

Warning and Precaution

Alendronate, like other bisphosphonates, may cause local iritation of the upper gastrointestinal

mucoss. Alet physicians to any signs or symptoms signaing & possbi esophageal reaction and

instruct patients to discontinue ALDREN 70 an eal ttention  thy develop dysphagia,
ia, retrosternal pain, or new or worsenmg heart burn. The risk of severe esopha

adverse experiences appears to be greater in patients who lie down after taking Alendonate =z

‘who fail to swallow it with a full glass (6 to 8 oz) of water, or who continue to take ALDREN 70 after

Tuayanalawniasil 2@, 380/2553

developing symptoms suggestive of esophageal iritation. Because of possible iritant effects of
bisphosphonates on the upper GI mucosa and  ptential for warsening o the underying discase,
use caution when 70 are given to patients with active upper GI problems (such as
dysphagia, esophagea\ diseases, gastritis, duodenitis, or ulcers). ALDREN 70 are not
tecommendied in moro seves renl msu!ﬁclency {creaiine leerance < 35 mLmin)

st be cortected befor ther lendronate. Also effectively treat
other dsturbances of minera
metabolism (60, Viamin D deficiency. Presumably because of the effects of Alndronate on
increasing bone minera, small aymptom ses in serum calcium and phosphate may
occur, especially in patients with Paget om the pretreatment rate of bone turnover
may b greally slevated and In patients receving glucocoricoids, n whom calcium absorption
may be decreased. Enstre adequate calcium and viamin D itake to provide for these enhanced
needs.

Drug interaction
1t likely that calcium supplements atacids, and soms oral medications wil nerere with

of Alendronate. Ther ents sfouid be acvisa to ake Alendronate t esst 30
s befors taking other Medcations o
Iniavenous raniicine was shown to Goue |he bioavaiabity of oral Alendronat; the clica
significance of this increased bioavailability
A% Incroased ncdence of upper gasroitestnal T e taking
more than 10 mg of Alendronate a day concurrently with salicylates or salicylate-containing
compounds.
Pregnancy and Lactation
Since adequate and well - controlled studies in humans ot been done, Alendronate shold
be used dring pregnancy ony if the potental benef Justifs the po(ermal Tisk to the mother and
fetus. It s not known whether Alendronate is excreted in human milk, caution should be exercised
wher Alencionats s acmiistered 10 ursing women.
Side efects

ing nsed for medical attention

Incidence mors feauer
Abdominal e
Incidence less
PEEE ity swalowingl heatourn; taion, peln, o iceraton of the ssophegue; muscle

Nole There have been reports of severe iritation, pain, or ulceration of the esophagus in some
nts. Presenting symptoms may include dysphagia and/or heartburn. Alendronate therapy

a0l be cacontreied ¥ Mese syraptors devei,

Incidence rare.

in rast
"Thoss ndicating need fo medicalatenton ony i they contnus orars bthersome
Incidence less

B B o o o o s 0 G e o
nausea
Overdosage
Hypocalcemia, hypophosphatemia, and upper Gl adverse events (such as upset stomach,
heartburn, esophagits, gastris, icer) may rsult rom overdosage, Consider he administration of
milk or antacids @ bind Alendronate. Dialysis would not be beneficial
Storage conditio
Store below 25 0. Protectfrom light
Presentation
Aldren 70 : Pack of 4's
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Fellowship

Ndonesian

—_eponrt:

Andreas Siagian
Fellow Indonesian Hip And Knee Society

My journey as fellow started on 14" November 2010, when | landed at
Suvanaphum International Airport. It was my first time in Bangkok, Thailand. My heart
was full of excitement to learn about arthroplasty cases that can enrich my experience.
Thanks for the chance | had from Thai Hip and Knee Society.

Since the first time | met Dr. Thanainit and member of Phramangkutklao
Hospital, | felt warm welcome and sincere hospitality. It made me feel like home. | started
learning about patient management in outpatient clinic and operative procedure. The
discussion in this hospital was intense and deep, but friendly. In Thailand the communication
between the fellows is good and | learnt much from my fellow friend also.

I’'m very glad that Thai Hip and Knees Society gave
me a chance to visit many hospitals. | visited Ramathibodi
hospital and learn from Dr. Tanapot about computer assisted
arthroplasty. That was my first time experience, great!!

In Lerdsin hospital, | learnt from Dr Charlee
Sumettavanich, about his arthroplasty technique. His explanation
helps me understand more about arthroplasty.

On 25" November | had an opportunity to met

most of the members of Thai Hip and Knee Society at
their meeting in beautiful PAI | was very lucky. The meeting
discussed cases from other hospital and challenge the fellow to speak and answer the
problem of cases. Even though it was in Thai language | still could catch some lesson
from the powerpoint presentation. Because of the intensive teaching and training in
arthroplasty and also because all fellows can join the meeting and share their experience,

| believe Thai Hip & Knee Society will gain success.
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2 Fellowship

One thing that surprised me was the social responsibility
program. This program took members of THKS to the country, through
the difficult road, helped the village and school by providing play ground
for the children. | was thinking about your generosity to give your precious
time to do the social program. It was very beautiful thing to do. | will do

that also in my country because of your good example.
Back in Bangkok beside Phramongkutklao,
Lerdsin and Ramathibodi hospital, | visited Chulalongkorn
and learnt from Dr. Aree. In Chulalongkon hospital, | saw
Uni Condylar Knee Arthroplasty for the first time.
During my short stay, I've learnt 16 cases of
knee arthroplasty (2 cases with CAS), 5 cases of hip

arthroplasty, 2 cases bipolar hemiarthroplasty, one
unicondylar knee, femoral open wedge osteotomy, 4 cases
of infected hip using cement spacer. | did the TKR workshop with sawbone.
Learned and listened lectures from expert especially Dr. Thanainit.

Beside the lesson about hip and knee arthroplasty, | also had a good
time enjoying the beauty of your country Thailand. | went to Chaophraya river
for the Loi Katrong festival (I did the Loi also). | visited the magnificent king

palace, saw the temple of dawn, reclining Buddha, many temples, Madame
Tussaud museum. While In Chiangmai, | went to the elephant

ride, hug the tiger in Tiger Kingdom, have a photo with the
Long Neck Tribe.

Again, | am very grateful for this opportunity and |
hope to visit your country again. | hope this friendship will
never last. My thanks for all the member of Thai hip and Knee
Society, especially for Dr. Thanainit for this opportunity.
Also for all the arthroplasty fellows that help me much
during my stay, especially Dr. Montree and Dr. Pramook.
My thanks also to Ms. Li-lee.

If you have a chance to visit my country,
please let me know, so we can meet again and refresh

our memory.

Kop Koon Krup

|

Andreas Siagian

Fellow Indonesian

Hip And Knee Society
+628125131177
andreas__siagian@yahoo.com
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Training

M* H Hannover Medical School

s Ho & Knee Fellowship
SURGER in Deutschland
and the Big Apple

UN. 418M EINEINT
ANISUNNEANAASITINEILNG UMNAINENEEUITuNs 8

a¥aResy muillemadnlasuyuanm ez wweman B anend
NPNWNATUAT Iﬂﬁm:}’]@\‘l’lu fU Hannover Medical School (Medizinische Hochschule
Hannover, MHH) L84 Hannover UssinAeasuil (3s Deutschland 1iuiad) was i
Hospital for Special Surgery a9 Manhattan, New York City (¥3afivaies au
fj%’nﬁ’u‘[u"?ial,dudﬂ the Big Apple) UscinAansgaining sawszaciiaioy 1 U 3979
idvdszaunsaii Ainuandiefiulstlomidaiuiios Adnazludnmsisluie 2
Uszinaiiuzasy

wuﬁm"nam%uﬁnLﬁnﬁaﬂdﬁmﬂﬂﬁnmﬁaﬂ%’aﬁmmwumaﬁgmmﬁummamn
windinudug  thefithedlssandeufiasiiunsludunaldsiig fellowship trainning
Tuvsenalneg  Aofirnizunneaians JRAINTAIAININENAY  URLINENRBUNNEANERT
WITNINYINEY FINTNNLTERUNTAINTNNUNINDENAT

\in9 Hannover Wuidlaszuanane
atnnouviloraddssindiwasuil &
155213577 600,000 Ay iuilaefiidoies
mesumsiuguidasegaaussaland

o

fdannmeiuaaNimasLaznalulad

Apvu CeBIT Tuzviiwnagiilusiniea

wuuan gauniieauuasinsanviin

LNDUARDALIAD wuﬁw'magjﬁ Annastift

hospital S'I'\‘iﬁ'ﬂag"lu Hannover Medical School
1138 Medizinische Hochschule Hannover, MHH
FordulsaSouunndNidaiRosnndusudug
2991U0INH §7  Annastift hospital (83 LL&IN
U3aBanN19In MHH  §i5Un59@neasamny
wuuerastudszimauovgled §oraadufidy




Training

MMAY Aufindwrrauasiisssimunalngagnislu
Tauldlsmdouls lnsitlacmidaans elective case
Wil

LLWWﬁﬁﬂgTu department of arthroplasty b
5 vinudieiu As Prof. Dr. Henning Windhagen
“Bé\‘iLﬂuﬁZ\‘l medical director LA chief of department
Dr. Fritz Thorey Aeeufisunl@nwsiouasguany
AN viuABN lecture 91U Advance Arthroplasty
Course figifinilel 2010 A%y wonand i
Dr. Hans-JOrg Winnecke Dr. Lars Heide uax
Dr. Gabriela von Lewinsicalki 37U cases i1
KiAlUgIuz89 hip and knee arthroplasty W
primary WA revision U839 Annastift hospital
wfuflannnin 4,000 cases siall Ty case fulnn
WHu hip 81001 knee #iMB9ENAA UL 8 B
ﬁv}j“ﬁ’mﬁhﬁmﬂu resident LAY medical student
NaENRURousiszann 7 T Sesaulngias
agiuﬁmmﬁmmaamstwzﬁﬁmﬁwimﬁmﬁuﬁﬁu
UNIN case ALVINA Iﬂmaa‘ﬂagﬁm:mmﬁam: 4-5
cases AU TusenineWn case il case 2B9¥BY
dufiiraulafiamnsnldguinld firudanlauaziin
auTQﬁBLLWMﬁNWﬁﬂ@’%’Uﬂmﬁau case mmﬁﬁﬁmgua
wipnauldnieurdn wazifloindaasasuuesazsiog
duisenauldludaedsiisouses Tnefdduduwnd
Snmileauagiifivstoiudu Seensuiusng wu
13J¢1'am¢'jumm:uuﬁﬁnwhh waLiianlu&ninS

|

SuAnIuNaziiuaAsnsmaulsiunng HAn3andn
L a Vd]l

fovquasuiiney case vaviLBIlHR

i
U
qAUULDY

FAWHGANY Dr Fritz Thorey
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Tusuaey hip reconstruction v it
NNTHIAA hip LUUATUNIT fivonsnnea osteotomy
wuusae Tu hip dysplasia #Msenéia hip arthroscopy
Tu femoroacetabular impingement {n13W16® hip
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GO

The 2011 Annual Meeting of The Thai Hp & Knee Society
and The 8" Combined Hip & Knee and Sports Medicine Meeting

August 127-13", 2011 at Dusit Thani Hua Hin Hotel, Hua Hin, Thaiand

August 11, 2011
Golf/sport activity
Faculty Dinner

August 12, 2011

Time Royal Dusit Ballroom A Time
09.00-10.00 = What’s new in joint surgery = Thamrongrat Keokarn,
(12 min each) Direk Israngkul : Moderators
What's new in CAOS Thailand =~ Pornpavit Sriphirom
What's new in Sports Medicine = Dusadee Tattanond
Highlight from 2010 Samart Muangsiri
CCJR/2011 AAOS: Knee
Highlight from 2010 CCJR/ Piya Pinsorasak
2011 AAOS: Hip
Q8A
10.00-10.30 = Opening Remarks (15 min) Thanainit Chotanaphuti,
Ngarmukos honorary lecture Aree Tanavalee &
(15 min) Dusadee Tattanond
Chaithavat Ngarmukos,
Wallob Samranvedhya:
Moderators
Introduction by Pongsak
Yuktanandana
“Future of fellowship Charoen Chotigavanich
training in Orthopedics”
10.30-11.00 Coffee break
11.00-1200 Hip & Knee debates Thana Turajane, 11.00-12.00
(3 events) Thanaphot Channoom:
Moderators
1. Shorter is better? Satit Thiengwittayaporn: Pros
Vajara Wilairatana: Cons
2. Resurfacing/THR Viroj Larbpaiboonpong: Pros
Pruk Chaiyakit: Cons
3. mﬂagnua:ﬁﬁﬂnu? Nattapol Tammachote: Pros
Charlee Sumettavanich: Cons
12.00-13.00 Lunch symposium
13.00-14.00 = Current interesting issues Kris Kanchanaroek, Pongsak  13.00-14.00
in hip arthroplasty (English) Yuktanandana: Moderators
10 min/each presentation
Large diameter bearing
options in THA
X-linked PE & large metal Christopher Mow
head diameter 14.00-14.10
Large metal head on metal shell Nattapol Tammachote 14.10-14.30
Large ceramic bearings Luigi Zagra
Tripolar bearings Fritz Thorey
Prevention & treatment of Luigi Zagra
dislocation after THA
Discussion 1430-1530
14.00-15.00 Current interesting issues in Aree Tanavalee,
knee arthroplasty (English) Surapoj Meknavin: Moderators
10 min/each presentation
Paﬂent’s demand now and David Barrett 1530-1600
into the future
UKA: Definite surgical treatment Young-Joon Choi
for OA Knee!
CAS TKA: is it still there? Nicolas Bupiparama
Multicompartment knee David Barret
resurfacing 1600-1700
Periprosthetic TKA infection: Christopher Mow
US current update
Discussion
15.00-15.30 Coffee break
15.30-17.00  workshops 1-4

19.00-22.00

Congress Dinner

Royal Dusit Ballroom B

Sports medicine :
Teleconference 1 - Live
interactive surgical
demonstration case
“Arthroscopic ACL
reconstruction”

Lunch symposium
Symposium : Approach
to ankle sprain injury -
the practical point.
Panelists

Hip arthroscopy - what's new?

Symposium : PCL and PL

injuries - what you do?
Panelists

Teleconference 2 Live
interactive cadaveric surgical
demonstration

Arthroscopic Bankart's repair
AC joint injury

Acute AC joint injury
Chronic AC joint injury

AC joint reconstruction
(Video demonstration)

Case discussion
Rotator cuff lesion

Shoulder Instability

Nusorn Chaiphrom :
Moderator

Bavornrit Chuckpaiwong,
Sukij Laohajaroensombat,
Tanawat Vaseenon

Pisit lerwanich
Suriyapong Saowaprut :
Moderator

Thanarat Boonriong,
Vudhipong Sudhasaneya,
Sermsak Sumanont
Somsak Kuptniratsaikul :
Moderator

Suraphol Kesprayura : Moderator
Theera Rojpornpradit

Nattha Kulkamthorn

Prakasit Sanguanijit

Prachan Banchasuek : Moderator
Wichan Kanchanatawan,
Nadhaporn Saengpetch,
Ekavit Keyurapan
Bancha Chernchuijitt,
Mason Porramatikul,
Chanakarn Phornphutkul
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August 13, 2011

Time
08.30-10.00 Complicated TKA &
complications (English)

10 min/ each presentation
TKA after HTO: Technical note
from knee surgeon

TKA in ankylosed knee: From
approach to outcome

TKA after failed UKA: Not a
difficult revision?

High Flexion Knee
Recurvatum after TKA: What
the expert says!

Q&A

Case discussion | (15 min)
Case discussion Il (15 min)
Coffee Break

Difficult primary & revision
THA (English) 10 min/each
presentation

Femoral options & technique
in deformed femur

Cup options & technique in
shallow acetabulum
Periprosthetic B-tpye Fracture
mangement

Bone loss management

in revision THA: European
perspective

Bone loss management in
revision THA: US perspective
Q&A

Case discussion | (15 min)
Case discussion Il (15 min)
Lunch symposium

Difficult primary hip & knee
arthroplasties (panel discussion)
Thai

Case presentators: 2 hips

10.00-10.30
10.30-12.00

12.00-13.00
13.00-14.00

Case presentators: 2 knees

Panelists

14.00-15.00 Thai Joint Registry/guideline

15.00-15.30
15.30-17.30

Coffee Break

Trauma section: Treatment
of femoral neck fracture
in 60+ Yr

15.30-15.50 : Evidence based
internal fixation VS arthroplasty
15.50-16.10 : How to fix in
correct way & pitfalls
16.10-16.30 : When to do
hemiarthroplasty

16.30-16.50 : When to do total
hip arthroplasty

16.50-17.30 : Case discussion

17.00-17.30 | Closing remarks/Adjourn

Royal Dusit Ballroom A

Viroj Kawinwonggowit,

Chumroonkiet Leelasestaporn:

Moderators
Young-Joon Choi

Teo Yee Hong
David S Barrett

Nicolaas Budhiparama
Teo Yee Hong

Presenter: Satit Thiengwittayaporn
Presenter: Samart Muangsiri

Pornchai Mulpruek,
Supichai Charoenvareekul:
Moderators

Fritz thorey

Nattapol Tammachote
Fritz thorey

Luigi Zagra

Christopher Mow

Presenter: Piya Pinsorasak
Presenter: Srihatach Ngarmukos

Yongsak Wangroongsub,
Thanainit Chotanaphuti:
Moderators

Montree Siripaiboonkit,
Apisit Patamarat
Boonchana Pongcharoen,
Artit Laoruengthana
Sattaya Rojanasthien,
Wallob Samranvedhya,
Weerachai Kosuwon,
Pitt Thanachanan,

Keerati Chareancholvanich,

Pacharapol Udomkiat,
Nattapol Tammachote
Sukit Saengnipanthkul,
Polawat Witoolkollachit :
Moderators

Pollawat Witoolkollachit,
Athaporn Limpanyalers

Suthorn Bavonratanavech,
Vajara Phiphopmongkol :
Moderators

Vajara Phiphobmongkol
Suthorn Bavonratanavech
Srihatach Ngarmukos

Charlee Sumettavanich

All

Time
Symposium Sport exercise

and obesity
Panelists

Coffee break
Free papers (all)
Fellow paper presentation

Lunch symposium

CAOS Thailand

Surgical technique:

Tips and pearl

13.00-13.10 : THA navigation
13.10-13.20 : TKA navigation
(Mobile bearing)

13.20-13.30 : TKA navigation
(Fixed bearing)

13.30-13.40 : ACL navigation
1340-1350 : HTO navingation
1350-14.00 : Spine navingation

13.00-14.00

14.00-1430 | CAOS Thailand meeting

paper awards
14.30-15.00 Case discussion | (10 min)
Case discussion Il (10 min)
Case discussion Il (10 min)
Panelists

Coffee break
Periprosthetic infection
(scenario & discussion)
Case discussion

15.30-16.30

Panelists

16.30-17.30 . “What's new, what work,
what would you do?”

Panelists

Royal Dusit Ballroom B

Atirek Chivabongs :
Moderators

Ead Lorprayoon,
Kachain Namsirikul

Vatanachai Rojvanit,
Vajara Wilairatana : Moderators

Chumroonkiet Leelasestaporn,
Pruk Chaiyakit

Pornpavit Sriphirom
Chumroonkiet Leelasestaporn

Pruk Chaiyakit

Bancha Chernchuijitt
Kasidit Srichongchai
Tayard Buranakarl

Pornpavit Sriphirom,
Thanaphot Channoom :
Moderators

Charoenwat Uthaicharatratsame
Pruk Chaiyakit

Satcthawit Sirisathit
Chumroonkiet Leelasestaporn,
Thanainit Chotanaphuti,
Sakarin Vonglertsiri

Samart Muangsiri

Sukit Saengnipanthkul,

Aree Tanavalee: Moderators
Noratep Kulachote,
Rapeepat Narkbunnam :
Case Presentation (2 cases/each)
Thanaphot Channoom,

Satit Thiengwittayaporn,
Polawat Witoolkollachit
Sakarin Vonglertsiri,

Sattaya Rojanasthien,
Areesak Chotivichit
Vatanachai Rojvanit,

Surapoj Meknavin : Moderators
Weerachai Kosuwon,
Yongsak Wangroongsub,
Thana Turajane,

Rapeepat Narkbunnam,
Wallob Samranvedhya

82 Hip & Knee TODAY

Color code

General

Hip & Knee
Sports Medicine
CAOS

Trauma



\
Il
-

\

\}U\u

11

An Outstanding Performance

We all strive for perfection. To succeed, we need a well-rehearsed
team, precision, and proven technologies and materials. This is true
for building bridges as it is true for high-tech hip joint components.
That's where BIOLOX® ceramics for inserts and ball heads make a

contribution. Proven and innovative. For more than 35 years.

BIOLOX® Market leader in ceramic ball heads and ceramic inserts.
Over 7 million components implanted worldwide.

CeramTec GmbH - CeramTec-Platz 1-9 - 73207 Plochingen - Germany
www.biolox.com
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Aesculap Orthopaedics
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