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Abbreviations: TKA, Total Knee Arthroplasty; ROM, Range-
Of-Motion; PS, Posterior-Stabilized; KSS, Knee Society Score; 
PCL, Posterior Cruciate Ligament; ML, Medio-Lateral; AP, Antero-
Posterior

Introduction
Total knee arthroplasty (TKA) continues to be very effective in 

providing pain relief and improved function since the early 1970s when 
Insall and Coventry introduced the total condylar prosthesis. In this 
timeframe, the number of primary total knee replacements performed 
in the United States outside from Federal Hospitals reached 719,000 
in 2010.1 If the number of TKA performed continues to growth at 
the current rate, the demand for primary TKA is projected to reach 
3.48 million procedures by 2030.2 Although the results of classic 
TKA designs have been previously reported as excellent with a 93% 
survival rate at 15 years.3 recent studies focusing on patient satisfaction 
as the primary outcome measure have been less encouraging, with the 
Ontario Joint Registry showing that only 70% of patients met their 
expectations one year after TKA.4 This “un-satisfaction” rate is also 
higher in younger individuals requiring early intervention because 
of severe knee osteoarthritis: Parvizi et al.5 reported only 66% of 
young patients (< 60 years) indicating their knees feeling normal at 
1 to 4 years after primary TKA. Because of these reports, in recent 
years, several manufacturers have implemented specific design 
modifications in the attempt to improve patient outcomes: between 
those modifications, high-flexion femoral components and increased 
modularity (femoral, tibial, polyethylene thickness and patellar sizes) 
have captured particular attentions by many designers. In this editorial 
note, we evaluate the evidence concerning the introduction of these 
two device technologies (high-flexion femoral components and 
increased implants modularity) in primary TKA.

High-Flexion Designs

Surgeons have traditionally emphasized knee flexion as a hallmark 
of clinical success.6 As a result, in the last ten years, manufacturers 
have introduced novel designs with specific features targeting high 
flexion. Design features include a reduced posterior femoral condylar 
radius with thickened posterior femoral condyles when compared 
with traditional femoral components (Figure 1) to improve the 
physiological femoral postero-lateral rollback during range-of-

motion (ROM) activities. In addition, manufacturers have attempted 
to improve implants kinematics by altering the radius of curvature 
of the femoral component: currently, two main variations exist: the 
single-radius (Figure 2) and multi-radius/J curve designs (Figure 3). 
Although many daily activities are known to require up to 120° of 
flexion and up to 19° of axial rotation.7 numerous studies, including 
from the Author’s own experience, have demonstrated postoperative 
knee flexion to rarely exceed 120°.8 raising questions about the 
ability of modified implants to reproduce the normal “in vivo” knee 
biomechanics.

Unfortunately, in current time, numerous studies have failed 
to demonstrate significant improvements in clinical outcomes or 
survivorship with high-flex designs. A recent systematic review of 
mid-term and long-term follow-up studies .9 showed no statistically 
significant improvement in postoperative flexion when standard TKA 
designs were compared with their high flexion replacements. At the 
same time, no relevant increase in classic postoperative outcome 
measures (Knee Society Score and Hospital for Special Surgery 
Score), or better survivorship were reported when analyzing the 
results of more modern high-flex TKA designs. Nunley et al.10 in a 
2015 study, found no differences between high-flex and 10-year old 
CR designs with regard to patient satisfaction and residual symptoms 
in patients younger than 60 years. Thomsen et al.11 in a double-
blind randomized study testing a standard and an high-flex design in 
opposite knees in the same patient, questioned the clinical relevance 
of improved ROM after TKA, since patients showed no differences in 
satisfaction scores between the two implants. Kim et al.12 compared 
survivorship and osteolysis in a series of 100 patients who had 
undergone bilateral knee replacements. Each patient had one standard 
posterior-stabilized implant, with the other side being a high-flexion 
type implant. At a minimum 10-year follow-up, no differences were 
found in survivorship, functional outcome, range of motion, or degree 
of osteolysis between the two groups.

Since novel implants cost more, it is mandatory to demonstrate 
superior outcomes compared to older designs before their widespread 
use. Unfortunately, the recent literature has failed to demonstrate 
overall significant improvements when high-flex designs have been 
utilized: to date, reservations regarding their clinical utility may still 
remain.
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Abstract

Although the volume of total knee Arthroplasties (TKAs) performed around the world 
continues to increase, recent studies on patient satisfaction as the primary outcome measure 
have shown that up to 30% of the patients remain unsatisfied. Especially in younger 
individuals, TKAs are associated with higher rates of revision and with decreased patient 
satisfaction. Because of these reports, several manufacturers have implemented specific 
design modifications and have increased the modularity of their systems. However, little is 
known of the safety and functionality of these newer designs. This editorial note highlights 
recent advances in TKA implant designs, focusing on the reported outcomes of high-flex 
and extremely modular new primary TKA designs.
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TKA Implants Modularity

Today’s most popular TKA designs follow two basic approaches: 
functional and anatomic. Functional approaches gained widespread 
popularity because of their simplified knee kinetics. Anatomical 
approaches, on the other side, attempt to recreate normal knee motion 
decreasing contact stresses. The small inventory needed of functional 
knee designs ultimately lead to their overwhelming success and 
market dominance. The large library of anatomic implants sizes 
needed has brought on their failure to achieve widespread production.

At the same time, in our modern times, TKA systems are intended 
for use on the global population. Popular functional knee designs 
were originally characterized by 2 symmetric condyles mimicking 
the individual condylar J-curve and a single piece tibial tray with 
a centered peg for cement fixation.13,14 Later on, John Insall and Al 
Burstein worked together to improve the posterior-stabilized (PS) 
design of the tibial plates in order to obtain a more posterior contact 
point of the condyles on the tibial tray with increased flexion: in this 
matter, a cam and post mechanism, which allowed progressive femoral 
rollback with flexion replacing the function of the posterior cruciate 
ligament (PCL), was developed and introduced to the market.15 In 
the last few decades, the development of functional designs revealed 
the addition of more implant size options (“increased modularity”) to 
accommodate the large range of knee sizes and geometries. In fact, 
numerous morphologic studies have demonstrated high variability in 
the size and shape of the human knee, especially of the distal femur.16 
While left and right throclear flanges were added early to functional 
designs, a larger range of femoral medio-lateral (ML) and antero-
posterior (AP) options, an increased number of tibial symmetric 
and asymmetric designs and an increased number of tibial insert 
thicknesses have been recently introduced by the major orthopaedic 
manufacturers. It remains unclear whether the increasing number of 
implants size options is cost effective and especially beneficial to 
patients.

In a digital three-dimensional model study using knee CT 
reconstructions, Dai et al.17 investigated component fit in six 
contemporary femoral component design families, showing that 
contemporary femoral component designs characterized by extreme 
modularity (12 femoral sizes, 9 tibial sizes, 6 patellar sizes and 
8 different poly thicknesses for every tibial poly size) resulted in 
improved femoral component fit across various ethnicities.

In the clinical setting, things might be different. Nunley et 
al.10 reported the impact of modern designs with an improved 
modularity on patient satisfaction and functional outcomes 
in the most challenging patient population: patients younger 
than 60 years old. In their study, the authors found overall few 
differences between classic (cruciate retaining) and modern 
TKA designs, including gender specific with high modularity. 
In a recent study (unpublished data), the current author aimed to assess 
for potential patient-reported functional benefits and report short-term 
outcomes of a newer extremely modular PS TKA design (Attune, De 
Puy-Synthes, Warsaw, USA) when compared with its predecessor 
(Sigma PS, De Puy-Synthes, Warsaw, USA). A consecutive group 
of 100 patients (Group 1) undergoing TKA using a classic cemented 
fixed-bearing PS TKA system (Sigma PS, De Puy-Synthes, Warsaw, 
USA) was matched by age, gender, BMI to 100 patients (Group 
2) having the newer (Figure 4A & 4B) cemented fixed-bearing PS 
design (Attune, De Puy-Synthes, Warsaw, USA), both by the same 
manufacturer. Patients were assessed preoperatively, at 12 months 
and at 24 months minimum follow-up (range, 24-46) in a standard 
prospective fashion. The outcome assessments used were the Oxford 

Knee Score, the Knee Society Score (KSS), range-of-motion (ROM) 
and a satisfaction survey. A two-sample  t-test comparing the two 
groups was performed.

At 2-year follow-up, differences in clinical and radiological KSS 
(p=0.09), Oxford Score (p=0.08) and overall satisfaction rate did not 
reach statistical significance. Implant group 2 showed a statistically 
significant decrease in postoperative anterior knee pain (p=0.006). 
At final follow-up, 16 % of group 1 knees achieved > 130° flexion 
compared with 37% in group 2 (p=0.0009). There were two revisions 
for any reason in group 1 and none in group 2. In that study, the 
current author showed that design modifications applied to the newer 
TKA system allowed greater flexion and lower anterior-mechanism 
complications but did not appear to achieve better overall clinical 
scores at final follow-up.

Figure 1  Femoral component of a posterior-stabilized (PS) TKA system: 
design differences between a standard and a high-flex design.

Figure 2  Left Knee: GMK Sphere TKA system (Medacta, Castel S. Pietro, 
Switzerland). The femoral component is characterized by a single radius of 
curvature.
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Figure 3 Right Knee: lateral x-ray. The femoral component is characterized 
by a J curve design (Persona, The Personalized Knee System, Zimmer, Warsaw, 
USA).

Figure 4A Left Knee: Attune total knee arthroplasty system (De Puy-Synthes, 
Warsaw, USA).

Figure 4B Left Knee: Antero-posterior and lateral view of a left TKA (De 
Puy-Synthes, Warsaw, USA).

Conclusion
With the orthopaedic community and industry striving to improve 

outcomes following knee arthroplasty surgery, newer TKA implants 
with distinct design features have been introduced into the market. 
While improvements in perioperative pain management, computer 
assisted technologies, and polyethylene quality resulted in improved 
clinical results, the merits of high-flexion and extremely modular 
designs are still yet to be realized. Because newer implants cost more, 
it is mandatory to demonstrate superior outcomes compared to older 
designs before their widespread use.

Acknowledgments
None.

Conflicts of interest
None.

References
1.	 National Hospital Discharge Survey (2010).

2.	 Kurtz S, Ong K, Lau E et al. Projections of primary and revision hip and 
knee arthroplasty in the United States from 2005 to 2030. J Bone Joint 
Surg. 2007:89(4):780‒785.

3.	 Rodricks DJ, Patil S, Pulido P et al. Press‒Fit Condylar Design Total 
Knee Arthroplasty Fourteen to Seventeen‒Year Follow‒up. J Bone Joint 
Surg Am. 2007:89(1):89‒95.

4.	 Bourne RB, Chesworth BM, Davis AM et al. Patient satisfaction after 
total knee arthroplasty: who is satisfied and who is not? Clin Orthop 
Relat Res. 2010:468(1):57‒63.

5.	 Parvizi J, Nunley RM, Berend KR et al. High level of residual symptoms 
in young patients after total knee arthroplasty. Clin Orthop Relat Res. 
2014:472(1):133‒137.

https://doi.org/10.15406/mojor.2015.03.00120
ftp://ftp.cdc.gov/pub/Health_Statistics/NCHS/Dataset_Documentation/NHDS/NHDS_2010_Documentation.pdf.
http://www.ncbi.nlm.nih.gov/pubmed/17403800
http://www.ncbi.nlm.nih.gov/pubmed/17403800
http://www.ncbi.nlm.nih.gov/pubmed/17403800
http://www.ncbi.nlm.nih.gov/pubmed/17403800
http://www.ncbi.nlm.nih.gov/pubmed/17403800
http://www.ncbi.nlm.nih.gov/pubmed/17403800
http://www.ncbi.nlm.nih.gov/pubmed/19844772
http://www.ncbi.nlm.nih.gov/pubmed/19844772
http://www.ncbi.nlm.nih.gov/pubmed/19844772
http://www.ncbi.nlm.nih.gov/pubmed/24061845
http://www.ncbi.nlm.nih.gov/pubmed/24061845
http://www.ncbi.nlm.nih.gov/pubmed/24061845


Modern total knee arthroplasty designs: are we improving outcomes? 170
Copyright:

©2015 Indelli

Citation: Indelli PF. Modern total knee arthroplasty designs: are we improving outcomes? MOJ Orthop Rheumatol. 2015;3(6):167‒170. 
DOI: 10.15406/mojor.2015.03.00120

6.	 Meding JB, Meding LK, Ritter MAet al. Pain relief and functional 
improvement remain 20 years after knee arthroplasty. Clin Orthop Relat. 
2012:470(1):144‒149.

7.	 Komistek R, Douglas D, Mahfouz M  In vivo fluoroscopic analysis of 
the normal human knee. Clin Orthop Relat Res. 2003:410:69‒81.

8.	 Indelli PF, Aglietti P, Buzzi R, Baldini A The IB II prosthesis in 
osteoarthritis: a five to nine‒year follow‒up study. J Arthroplasty. 
2002:17(5):544‒549.

9.	 Nieuwenhuijse MJ, Nelissen RG, Schoone JW et al. Appraisal of evidence 
base for introduction of new implants in hip and knee replacement: 
a systematic review of five widely used device technologies. BMJ. 
2014:349:5133.

10.	 Nunley RM, Nam D, Berend KR et al. New total knee arthroplasty designs: 
do young patients notice? Clin Orthop Relat Res. 2015:473(1):101‒108.

11.	 Thomsen MG, Husted H, Otte KS et al. Do patients care about higher 
flexion in total knee arthroplasty? A randomized, controlled, double‒
blinded trial. BMC Musculoskelet Disord. 2013:14:127.

12.	 Kim YH, Sohn KS, Kim JS Range of motion of standard and high‒
flexion posterior stabilized total knee prostheses. A prospective, 
randomized study. J Bone Joint Surg. 2005:87(A):1470‒1475.

13.	 Walker PS, Wang CJ, Masse Y Joint laxity as a criterion for the design of 
condylar knee prostheses. Clin Orthop Relat Res. 1974:410:5‒12.

14.	 Walker PS, Ranawat C, Insall J Fixation of the tibial components of 
condylar replacement knee prostheses. J Biomech. 1976:9(4):269‒275.

15.	 Robinson RP The early innovators of today’s resurfacing condylar 
knees. J Arthroplasty. 2005:20(Suppl 1):2‒26.

16.	 Mahfouz M, Abdel Fatah EE, Bowers LS et al. Three‒dimensional 
morphology of the knee reveals ethnic differences. Clin Orthop Relat 
Res. 2012:470(1):172‒185.

17.	 Dai YD, Scuderi GR, Penninger C, Bischoff JE, Rosenberg A 
Increased shape and size offerings of femoral components improve fit 
during total knee arthroplasty. Knee Surg Sports Traumatol Arthrosc. 
2014:22(12):2931‒2940.

https://doi.org/10.15406/mojor.2015.03.00120
http://www.ncbi.nlm.nih.gov/pubmed/21984354
http://www.ncbi.nlm.nih.gov/pubmed/21984354
http://www.ncbi.nlm.nih.gov/pubmed/21984354
http://www.ncbi.nlm.nih.gov/pubmed/12771818
http://www.ncbi.nlm.nih.gov/pubmed/12771818
http://www.bmj.com/content/349/bmj.g5133
http://www.bmj.com/content/349/bmj.g5133
http://www.bmj.com/content/349/bmj.g5133
http://www.bmj.com/content/349/bmj.g5133
http://www.ncbi.nlm.nih.gov/pubmed/24903823
http://www.ncbi.nlm.nih.gov/pubmed/24903823
http://www.ncbi.nlm.nih.gov/pubmed/23565578
http://www.ncbi.nlm.nih.gov/pubmed/23565578
http://www.ncbi.nlm.nih.gov/pubmed/23565578
http://www.ncbi.nlm.nih.gov/pubmed/15995113
http://www.ncbi.nlm.nih.gov/pubmed/15995113
http://www.ncbi.nlm.nih.gov/pubmed/15995113
http://www.ncbi.nlm.nih.gov/pubmed/12771811
http://www.ncbi.nlm.nih.gov/pubmed/12771811
http://www.ncbi.nlm.nih.gov/pubmed/1262362
http://www.ncbi.nlm.nih.gov/pubmed/1262362
http://www.ncbi.nlm.nih.gov/pubmed/15647728
http://www.ncbi.nlm.nih.gov/pubmed/15647728
http://www.ncbi.nlm.nih.gov/pubmed/21948324
http://www.ncbi.nlm.nih.gov/pubmed/21948324
http://www.ncbi.nlm.nih.gov/pubmed/21948324
http://www.ncbi.nlm.nih.gov/pubmed/25026932
http://www.ncbi.nlm.nih.gov/pubmed/25026932
http://www.ncbi.nlm.nih.gov/pubmed/25026932
http://www.ncbi.nlm.nih.gov/pubmed/25026932

	Title
	Abstract
	Keywords
	Abbreviations
	Introduction
	High-Flexion Designs 
	TKA Implants Modularity 

	Conclusion
	Acknowledgments
	Conflicts of interest 
	References
	Figure 1 
	Figure 2 
	Figure 3
	Figure 4A
	Figure 4B

