Traumatology and Orthopaedics of Kazakhstan

ISSN - e2789-9640

https://doi.org/10.52889/1684-9280-2025-76-3-jto001

Original article

Comparative evaluation of clinical outcomes of using

articulating and non-articulating cement spacers in the first

Received: 02.05.2025
Accepted: 11.06.2025
Published: 30.06.2025

* Corresponding author:
Alexandr Kriklivyy,

Email: kriklivyialexandr@gmail.com

Citation: Trauma & Ortho Kaz, 2025,
76 (3), jto001

This work is licensed under a Creative

Commons Attribution 4.0 International

License

@) ©

stage of treatment of periprosthetic infection

Serik Balgazarov !, Alexey Belokobylov 2, Zhanatai Ramazanov 3,

Ruslan Abilov 4, Artyom Moroshan 5, Alya Atepileva ¢,
Alexandr Kriklivyy 7, Yersultan Alzhanov 8

1Deputy Director for Clinical Affairs, National Scientific Center of Traumatology and

Orthopedics named after Academician N.D. Batpenov, Astana, Kazakhstan

2 Head of the Orthopedic Department No.4, National Scientific Center of Traumatology and
Orthopedics named after Academician N.D. Batpenov, Astana, Kazakhstan

3 Orthopedic Traumatologist of the Traumatology Department No. 4, National Scientific Center of
Traumatology and Orthopedics named after academician N.D. Batpenov, Astana, Kazakhstan

¢ Head of the Traumatology Department No.4, National Scientific Center of Traumatology and
Orthopedics named after Academician N.D. Batpenov, Astana, Kazakhstan

5Traumatologist of the Traumatology Department No. 4, National Scientific Center of Traumatology and
Orthopedics named after academician N.D. Batpenov, Astana, Kazakhstan

¢ Traumatologist of the Traumatology Department No. 4, National Scientific Center of Traumatology and
Orthopedics named after academician N.D. Batpenov, Astana, Kazakhstan

7Traumatologist of the Traumatology Department No. 4, National Scientific Center of Traumatology and
Orthopedics named after academician N.D. Batpenov, Astana, Kazakhstan

8 PhD student, Karaganda Medical University, Karaganda, Kazakhstan

Abstract

Periprosthetic joint infection (PJI) remains one of the most serious complications in
modern orthopedic practice, particularly after knee arthroplasty. The incidence of PJI
ranges from 0.5-2.0% after primary knee arthroplasty and up to 22% after revision
procedures. In Kazakhstan, 403 cases of PJI involving large joints were officially
registered in 2023.

Objective. This study aims to evaluate the clinical outcomes of articulating and static
(non-articulating) cement spacers used during the first stage of two-stage revision knee
arthroplasty for PJI.

Methods. For a randomized study, 20 patients were selected, divided into 2 groups of 10
people. The first group received an articulating cement spacer in the knee joint, while the
second group received a non-articulating (static) cement spacer. Both groups included 8
women and 2 men. Median age was 64 years (IQR: 57-69) in the articulating spacer group
and 62 years (IQR: 56.5-67) in the non-articulating group. Clinical and radiological
evaluations were conducted 12 months postoperatively.

Results. Our study found no significant differences in baseline characteristics, hospital
stay, or duration of surgery. Functional outcomes were significantly better in the
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articulating group based on Knee Society Score (knee: 82 vs. 38.2; function: 70 vs. 35; p<
0.001) and Oxford Knee Score (35 vs. 25; p=0.0014). Radiographic analysis showed
cement-bone lucency in 100% of non-articulating spacers and 40% of articulating spacers
(p=0.0034). At 12 months, PJI recurrence was 20% in both groups.

Conclusions. Articulating spacers offer functional advantages over static ones,
particularly in delayed reimplantation, by preserving mobility and improving interim

quality of life.

Keywords: cement spacer, articulating spacer, non-articulating spacer, periprosthetic

joint infection.

1. Introduction

One of the main problems of modern orthopedics
is the development of peri-implant infection. Among all
peri-implant infections, periprosthetic joint infection of
large joints occupies a special place [1]. According to
world statistics, periprosthetic joint infection (PJI) after
primary total knee arthroplasty (TKA) varies from 0.5
to 2.0%, and after revision arthroplasty from 0.95-22%
[2]. According to the statistical digest on the provision
of traumatological and orthopedic care to the
population in the Republic of Kazakhstan in 2023, 403
cases of periprosthetic infection of large joints were
officially registered [3].

Two-stage revision is the gold standard for the
treatment of periprosthetic infection and, at the first
stage, consists of complete removal of the
endoprosthesis components, thorough debridement
with removal of infected soft and bone tissues,
sanitation of the knee joint cavity with antiseptic
solutions and installation of a cement spacer with an
antibiotic. At the second stage, once the infection has
been fully eradicated, revision arthroplasty is
recommended. This involves removal of the cement
spacer and implantation of a revision endoprosthesis
[4].

There are two main types of cement spacers -
articulating (dynamic) and non-articulating (static). The

2. Materials and Methods

The study was conducted at the National Scientific
Center of Traumatology and Orthopedics named after
academician N.D. Batpenov in Astana. Patients were
divided into 2 groups of 10 patients each. All patients
signed informed consent for treatment, surgery, data
collection and publication of data.

The study was conducted at the National Scientific
Center of Traumatology and Orthopedics named after
academician N.D. Batpenov in Astana. Patients were

fundamental difference between these two types of
spacers is that when using an articulating spacer, it is
possible to maintain movements in the knee joint, and
when installing a non-articulating spacer, the knee joint
remains in a position of full extension [5]. Both methods
are widely used both in world practice and in the
Republic of Kazakhstan.

Each of the two methods has certain advantages
and disadvantages. Thus, an articulating spacer allows
you to maintain the range of motion in the knee joint
and is more comfortable for the patient, but due to the
preservation of metal and polymer components, it may
be associated with a higher risk of re-infection [6]. A
non-articulated spacer, in turn, does not prolong the
surgical intervention, does not contain metal and
polymer components in its structure that come into
contact with tissues, but at the same time the range of
motion in the knee joint is completely lost, and can limit
the axial load on the limb [7].

The purpose of this study is to evaluate the clinical
outcomes of using an articulated and non-articulated
cement spacer in the first stage of treatment of
periprosthetic infection.

divided into 2 groups of 10 patients each. All patients
signed informed consent for treatment, surgery, data
collection and publication of data.

Patients were included in the study according to
the following criteria:

- Patients with an established diagnosis of
periprosthetic infection of the knee joint, requiring
surgical treatment;

- Patient age from 45 to 79 years;
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- Patients' consent to participate in the study.

The exclusion criteria were as follows:

- Patients with an established diagnosis of
periprosthetic infection of the knee joint, refusing
surgical treatment or undergoing a course of
conservative therapy;

- Patient age under 45 and over 79 years;

- Hemiparesis on the side of the proposed
operation;

- Neoplasms of other localizations with or without
metastases;

- Patient's refusal from the study.

In the first group, 10 patients underwent surgical
volume  of

intervention in the arthrotomy,

endoprosthesis removal, revision, sanitation,
installation of an articulating cement spacer with an
antibiotic of the knee joint. In the second group, patients
underwent surgical intervention in the volume of
arthrotomy, endoprosthesis removal, revision,
sanitation, installation of a non-articulating cement
spacer with an antibiotic of the knee joint.

When assessing the groups by gender, age,
concomitant diseases, the number of previous revision
surgeries, no differences were found between the
groups.

Evaluation of clinical efficacy between the groups

was carried out according to the following indicators:

the number of hospital beds; the number of bed days
spent in the intensive care unit; the duration of the
operation; assessment of knee joint function,
radiographic stability, the number of relapses of cases
of periprosthetic infection. Control evaluation of the
results was carried out 12 months after the operation.
Knee joint function was assessed using the Knee Society
Score scale (KSS) and the Oxford Knee Score
questionnaire (OKS). Radiographic evaluation of the
appearance of radiolucent lines at the cement/bone
interface of the endoprosthesis was performed using
the Modern Knee Society Radiographic Evaluation
System.

The surgical technique of arthrotomy,
endoprosthesis removal, revision, debridement, and
installation of a cement spacer with an antibiotic in the
knee joint included the following steps: An incision was
made along the old postoperative scar; the scar was
excised if necessary. Then, medial arthrotomy of the
knee joint was performed, bending around the patella
(Figure 1). Resection of scar adhesions was performed
and the patella was mobilized. Then, the
endoprosthesis components were removed one by one
and thorough tissue debridement was performed
(Figure 2). The joint cavity was abundantly washed
with antiseptic solutions and exposed to povidone-
iodine solution for 5 minutes.

=

Figure 2 — View of the knee joint after debridement
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Further, the technique differed depending on the
type of spacer. When installing an articulating spacer,
after exposure, the trial femoral components and liner
were installed (Figure 3). The liner was additionally
reinforced with a rod and covered with bone cement.

After installing the reinforced liner, the femoral
component was installed. Then the range of motion and
stability of the knee joint were checked. The wound was
sutured layer by layer and drained.

Figure 3 — Installed articulating cement spacer of the knee joint

When installing a non-articulated cement spacer,
bone cement with an antibiotic was prepared after
exposure and installed in the knee joint cavity (Figure
4). The knee joint was in a position of full extension and
traction. After polymerization of the bone cement, the

All data were recorded and processed using
Microsoft Excel from the Microsoft Office 2019 package
and Statistica 13.0 software for statistical analysis
developed by Statsoft. Statistical processing of the
obtained data was carried out using the nonparametric

3. Results

There were 8 women (80%) and 2 men (20%) in
each group. The median age of patients was 64 years
(Q25-Q75; 57-69) in the first group and 62 years (Q25-
Q75; 56.5-67) in the second group. The median number
of previous revisions in the first group was 1 (Q25-Q75;
1- 2), in the second group 2 (Q25-Q75; 1.5-2). There were
no statistically significant differences between the

stability of the knee joint was assessed. The wound was
sutured layer by layer and drained. The knee joint was
fixed with a bandage.

‘ ‘m.ﬁ i

Figure 4 — Installed articulating cement spacer of the knee joint

Mann-Whitney criterion for quantitative data and the
parametric Pearson’s criterion X2 (chi-squared) for
qualitative data. Differences between the groups were
considered significant at p<0.05 [8].

groups for the presented criteria. When comparing in
the articulating spacer group, the median hospital stay
of patients was 18 days (Q25-Q75; 16 - 23). In the non-
articulated spacer group, the median was 18 days (Q25-
Q75; 15 - 23) (p = 0.56).
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The median number of days in the intensive care
unit for the first group was 1 day (Q25-Q75; 0-1), for the
second group also 1 day (Q25-Q75; 1-1), (p = 0.42).

The median duration of surgery in the first group
was 120 minutes (Q25 - Q75; 116.25 - 128.75), in the
second group 117.5 minutes (Q25-75; 111.25-120) (p =
0.25). Evaluation of knee joint function using the Knee
Society Score scale showed a median number of knee
points in the articulating spacer group of 82 points (Q25
- Q75; 69.75 - 83), in the non-articulating spacer group
38.2 points (Q25-Q75; 32.25-41) (p=0.00015). The median
number of functional points in the first group was 70
points (Q25 - Q75; 62.5 - 80), in the control group 35
points (Q25-Q75; 30-40) (p=0.00055). When assessing
according to the Oxford Knee Score scale, the median
score in the first group was 35 points (Q25-Q75; 30-40),
in the second group 25 points (Q25-Q75; 21-25)
(p=0.0014).

4. Discussion

The choice between articulating and static cement
spacers in two-stage revision total knee arthroplasty for
periprosthetic joint infection remains a topic of debate.
Numerous studies have highlighted the clinical
advantages and disadvantages of each type.

Articulating spacers offer superior postoperative
range of motion (ROM), better functional outcomes,
and improved patient satisfaction. According to
Nahhas et al., patients treated with articulating spacers
demonstrated significantly higher Knee Society Scores
and faster recovery of knee mobility after
reimplantation compared to those with static spacers
[9].

Similar findings were confirmed by Warwick et al.,
who observed a reduced need for quadriceps release
and easier exposure at second-stage surgery [6].

However, articulating spacers are associated with
increased complexity in fabrication and may carry a
higher risk of spacer dislocation or instability,
especially in cases with poor soft tissue or severe bone
loss. Additionally, certain designs (e.g., metal-on-poly
articulating spacers) may induce more wear debris,
though clinical significance remains unclear [9].

Static (non-articulating) spacers, on the other hand,
provide superior joint stability and are generally

5. Conclusions

In this comparative study, the use of an

articulating  antibiotic-loaded =~ cement  spacer

demonstrated clear functional advantages over the

When assessing the radiographic stability of the
spacer components in the non-articulated spacer group,
radiographic clear lines were found at the cement/bone
interface in all cases (100%). This radiographic picture
indicates the presence of mobility between the bone
cement and bone, indicating the moment of lack of
complete fixation of the non-articulated cement spacer
in the bed. In the articulating spacer group, 4 cases
(40%) of radiographic clear lines at the cement/bone
interface were detected. In this case, a statistically
significant difference was revealed between the groups
(x2=8.57; p=0.0034). At 12 months postoperatively, there
were 2 cases (20%) of periprosthetic infection in the
articulating spacer group, and 2 cases of recurrent
periprosthetic infection (20%) in the non-articulating
spacer group.

preferred in cases of severe bone defects, ligament
insufficiency, or extensor mechanism disruption. They
are simpler to construct and offer strong local antibiotic
delivery due to their bulk cement volume.
Nevertheless, several studies report inferior functional
results and limited postoperative ROM. For example,
Mian et al. observed increased stiffness and longer
rehabilitation periods in patients receiving static
spacers [10].

The infection eradication rates between the two
types remain comparable across most studies, with
success rates ranging from 85-95% for both designs.
However, as shown in the meta-analysis by Voleti et al.,
articulating spacers may result in fewer manipulations
under anesthesia and improved long-term joint
function [11].

Limitations of current evidence include
heterogeneity in spacer design, surgical technique, and
follow-up duration. More randomized controlled trials
are required to determine the ideal spacer selection
based on individual patient characteristics and

infection severity.

static design. The articulating spacer preserved weight-
bearing capacity and range of motion in the knee joint,
resulting in superior functional outcomes. Furthermore,
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its use may offer additional benefits in cases where
prolonged delay before second-stage reimplantation is
required, maintaining joint mobility and improving
patient quality of life during the interim period.
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Ti3e OybIHBIHBIH IpOTe3MaHbl MHQDEKIVSICHIH eMAeyAiH OipiHIi Ke3eHiHae
apTHUKYASIIMAABIK JKoHe OyBIHCBI3 IIeMEeHT cIielicepaepai KOAAaHy AblH KAVMHMKAaABIK,
HITIKeAepPiH caabIlCThIpMaaAbl Oarasay

Baarasapos C.C. !, beaoko0sra08 A.A. 2, Pamasanos XK.K. 3, Aonaos P.C. 4 Mopoinag A.B. 5,

Atenmmaesa A.M. ¢, Kpukauspiit A.A. 7, Aapxanos E.E. 8

1 AMpeKTOpABIH KAMHIKAABIK, KYMBIC KOHiHJeri opriabacapsl, Akagemnk H./. batnieHoB aThiHAAFbI TpaBMaTOAOTIAS
JK9He OPTOIIeAMs YATTBIK FRLABIMY OpTaAablFbl, ActaHa, Kasakcran
2 Ne4 oproneaus Oeaiminig MeHrepymici, Akagemux H./.baTnieHoB aTbIHAaFbI TPaBMaTOAOTNS XKoHEe OPTOIeANs YATTBIK
FBLABIMU OpTaAbIFbl, ActaHa, Kaszakcran
3 No4 TpaBmaToaorus GeaiMineciniyg opronea-TpasMarToaorsl, Akagemnk H./.baTrieHOB aTBIHAAFBI TPaBMaTOAOTVAS JKoHE
oproneAus YATTHIK FRLABIMU OpTaAblrbl, ActaHa, Kazakcran
4 No4 TpaBmaroaorus 6eaiMinin Menrepymici, Axagemuk H./.batrieHOB aThIHAAQFBI TPaBMaTOAOINS JKOHE OPTOIIEANST YATTHIK,
FBLABIMY OpTaAblFbl, Acrana, Kazakcran
5 Ne4 TpaBMaToaorus 6eaiMIneciHig TpasMaToAaor g9pirepi, Akagemuk H./.baTrieHoB aThIHAaFBI TPaBMaTOAOIVS SKOHE OPTOIIeAVIS
YATTBIK FBLABIMU OpTaAblFbl, AcraHa, Kasakcran
¢ No4 TpaBMaToaorus 6eaiMIneciHig TpaBMaToA0T 49pirepi, Akagemuk H./.baTrieHOB aThIHAAFBI TPAaBMaTOAOIV SKOHE OPTOIIeAVLS
YATTBIK FRLABIMU OpTaAbIFbl, AcraHa, Kasakcran
7 Ne4 TpasmaTOA0rMs OOAiMIIIECiHIH TpaBMaTOA0T gapirepi, Akagemuk H./.BaTrieHoB aTbiHAaFRI TPaBMaTOAOTMS SKoHe OPTOIIeANS
YATTBIK FRLABIMU OpTaAbIFbl, Acrana, Kasakcran

8 PhD-aoxropanT, Kaparanasr MeautinHa yausepcureti, Kaparanarr, Kasaxcran

Tyiingeme

Tise OybmHbIHBIH npoTesmansl uHpekusacer (IIMM) kasipri opromeamsasik ToxXipmOede, acipece Tise
OyBIHAQPBIH IIPOTE3JeyAeH KelliH eH ayblp acKblHyaAapAblH Oipi 6oasin Kaaa Oepeai. IIMI >xmiairi Tise OybIHBIHBIH
DacTankpl apTponaacTukaceiHaH KeiiiH 0,5-ten 2,0%-Fa aeifiH XoHe KaliTa Kapay HpolledypadapblHaH KeliiH 22%-Fa
AetiH aybITKMABL Kaszakcranaa 2023 >xb1abl ipi OybiHAapAbl KamMTuUTeH 403 TIMV >xaraaiisl pecMu TypAe TipKeAreH.

bya szeprrey IIMM vymriH eki caThIABl pPeBU3UAABIK Ti3e apTPOIAACTMKACBIHBIH OipiHINi KeseHiHAe
apTUKYASNUAABIK >KdHEe CTaTUKaABIK (OYBIHCBI3, apTUKyASALMAABIK eMecC) IIeMeHT Ccllelicepaepai KOAAaHYABIH
KAMHUKAaABIK, HOTVKeAepiH OarasayFa OarbITTaAFaH.

Oaicrepi. PanaoMuzalmsiaanFal sepTTeyre apkaiiceicel 10 agaMHaH TypaThiH 2 TolKa OeaiHreH GapabiFer 20
HayKac TaHAaAAbl. Bipinii Torrare HayKacTapAblH Tise OybIHBIHA apTUKYASIMAABIK IIEMEHT cIleicep, aa eKiHIIi TOIKa
Tize OyBIHBIHA CTaTMKAABIK IIEMEHT cIlelicep opHaThIAABL. Eki TomTa 8 oriea xoHe 2 ep agaM 0044bl. APTUKYASIINAABIK
criperizep TOOBIHAA OpTala >Kac 64 >KacTHl (KBapTMAbapaAblK AMariaszoH: 57-69) skoHe OyBIHCBHI3 criacep TOOBIHAA 62
>KacThl (KBapTUAbapaaAblK AManasoH: 56,5-67) KypaAbl. EMHIH HoTIKeAepiH KAMHUKAABIK, JKoHe peHTTeHOrpaUAABIK
Oarasay oTagaH 12 aif ©TKeHHeH KeliH XXyprisiaai.

Hatwmxeaepi. Herisri cumarramasapda caabICTBIpFaHAa, aypyXaHaja OTKi3TeH yaKbIT HeMece OTaHBIH

Y3aKTBIFBIHAA aliTapAbIKTall alibIpMallblABIKTap TaObLAMaAbl. PyHKINMOHaAABIK HoTibKedep Knee Society Index
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OorrpiHIIa (Tize: 82 (38,2-re Kapcsr); pynku: 70 (35-ke kapcsr); p<0,001) sxone Oxcdopa Tize nHAeKci 6oribHIIa (35 (25-
ke Kapcol); p=0,001)), HeriziHAeri apTUKyAAIIMAABIK CIlelicep TOOBIHAA aliTapABIKTail  >KaKChI 00AADL.
Penrrenorpadusaapik Taagay 100% xarjaiiga apTUKyAAIUAABIK eMec cHelicepge koHe 40% karaiija
apTUKyAANUAABIK crericepae (p=0,0034) memenT/cyitek arapysIH KkepceTTi. 12 aiiaan kerrin IIMM katitaaaHys! exi Torrra
4a 20% Kypaasl.

KopbITBIHABL. APTUKYAAIIUABIK, ClielicepaiH (PYHKUMOHAAABIK apTHIKIIBLABIFEL CTaTUKaABIKTapFa KaparaHAa,
ocipece KelIiKTipiareH peMMIlAaHTalMsAAa, YTKBIPABIKTBI caKTayJa >KoHe YaKbITIa ©Mip camacbhlH >KaKcapTyda
DalikaaaAapbl.

TyitiH ce3aep: 11leMeHTTIK crielicep, apTUKYASLMAABIK, CIielicep, OyBIHCHI3 cIlelicep, IIpoTe3MaHbl MH(PEKIVACH.

CpaBHUTeAbHAasI OIleHKa KAMHIYIeCKMX pe3yabTaTOB IPYMeHeHNsI apTUKY AVPYIOIIIX U1
HeapTHKYAVPYIOIIVX IIeMeHTHBIX CIeliCepOB IIpY IIepBOM dTalle AedeHNsI HepupOoTe3HOMN
mH}eKI KOAeHHOTO CycTaBa

baarasapos C.C. !, beaoko6sra0B A.A. 2, Pamaszanos XK.K. 3, Abuaos P.C. 4, Mopomian A.B. 5,

Atenmaesa A.M. ¢, Kpukauspir A.A. 7, Aapxanos E.E. 8

1 3amecTHTEAb AUPEKTOPA 10 KAMHIYECKOI paboTe, HarioHaApHbI HAayYHBIN LIEHTP TPaBMaTOAOIUY M OPTOIIeAVI
umMenu akagemunka H./. barrnenosa, Acrana, Kasaxcran
23aseayromuit otaesenneM Oproneaun Nod, HanyoHaAbHbIN HayYHbIN LIEHTP TPaBMaTOAOTUI ¥ OPTONIe AU
uMenu akagemuka H./. batrienosa, Acrana, Kazaxcran
3 TpaBmaToaor-opTore/ ordeaenus TpasmaTtoaorun No 4, HarmoHnaAbHbI HaydHBIi IIEHTP TPaBMaTOAOTUM 1 OPTOIIeANM MIMEH!U
akagemnka H./. barnenosa, Acrana, Kazaxcrau
4 3aseayrommii oraeaenreM Tpasmaroaorny Ne4 HarmonaapHOro HayqHOTIO IIeHTpa TpaBMaTOAOTMU ¥ OPTONeAUN IMeHN
akagemnka H./. barnenosa, Acrana, Kazaxcran
5 Tpasmaroaor oraeaenus TpasmaTtoaoruu Ne 4, HarmoHaAbHBIN HaydHBIN II@HTP TPaBMaTOAOTMM U OPTOIIe AN MMEHNU
akagemnka H.J. barnenosa, Acrana, Kazaxcrau
¢ Tpasmaroaor orgeaenns TpasmaTtoaoruu Ne 4, HarmoHaAbHBIN HAayYHBIN IIEHTP TpaBMaTOAOTUA 1 OPTOIIe AV IMeHN
akagemnka H.J. barnienosa, Acrana, Kazaxcran
7 Tpasmaroaor orgeaenns TpasmaTtoaornu No4, HarmoHnaabHbIN HaydHBIN 1I@HTP TPaBMaTOAOTUH ¥ OPTONeAUN MMeHN
akagemnka H./. barnenosa, Acrana, Kasaxcran

8 PhD aoxropant, Kaparananxckuit MeauriuHcKuit yausepcuteT, Kaparanaa, Kazaxcran

Pesome

Ilepunporesnaa mapexnua (IIIIV) ocraeTcs oAHMM M3 CaMBIX CEPBE3HBIX OCAOKHEHUII B COBPEMEHHOII
OPTOITeAMYeCKOI IMpaKTIKe, 0COOEHHO I10CAe DHAOIPOTE3NPOBaHI KOAeHHOTOo cycrasa. Yacrora I1I1V cocraBaser ot
0,5 20 2,0% mocae mepBUYHOTO YHAOIIPOTE3UPOBAHMS KOAEHHOIO CyCcTasa U 40 22% I10cAe PeBU3MOHHEIX ITponeayp. B
Kazaxcrane B 2023 roay odpunnaasHo saperncrpuposano 403 caygas [1I1V], saTparnsaroniyx KpymHEbIe CyCTaBbl.

Ileap mccaesoBaHUA: OLIEHUTHh KAMHMYECKME pe3yAbTaThl IPUMEHEHNSI apTUKYAUPYIOIINX M CTaTUIecKUX
(HeapTUKYAMPYIOIINX) IIEMEHTHBIX CIIelicepoB Ha IIepBOM 9Talle ABYX®TAITHOIO PeBU3MOHHOTO HSHAOIPOTE3UPOBaHNS

KoaeHHoro cycrasa npu [TV


https://orcid.org/0000-0003-4193-7695
https://orcid.org/0000-0002-2786-6520
https://orcid.org/0000-0003-2927-1720
https://orcid.org/0000-0003-2309-628X
https://orcid.org/0000-0002-6684-2791
https://orcid.org/0000-0003-4342-8317
https://orcid.org/0000-0002-5675-0471
https://orcid.org/0000-0002-6348-9080

Trauma & Ortho Kaz, 2025, 76 (3)

Metoapl. B panaoMusupoBaHHOe 1ccAes0BaHMe OblAM BKAIOUeHb! 20 IaleHToB, pa3jeAeHHBIX Ha 2 TPYIIILI 110
10 ueaosex. B mepsoit rpyme manueHTaM OblA yCTaHOBAEH apTUKYAMPYIOLINMII LIEMEHTHBIN cIlelicep KOA€HHOTIO
cycTaBa, BO BTOPOJI — HeapTUKYAMPYIOIIMIT IleMEHTHBIN CIlelicep KOAEHHOro cycraBa. B obemx rpymmax Oprao 8
SKeHIIMH U 2 MYX4YMH. MegmaHHBI BO3pacT cocTaBua 64 roga (MeXXKBapTUABHBIM paszmax: 57-69) B rpymme c
apTUKyAMPYIOIIero crericepa 1 62 roda (Me>XKBapTIUABHBIN pasMax: 56,5-67) B IpyIille HeapTUKyAUPYIOIero cliericepa.
Kaunungeckas 1 peHTreHOAOIMYecKas OLleHKa Pe3yAbTaToOB XMPYPTMYeCKOro BMeIlaTeAbCTBa IPOBOAMAach yepes 12
MecsLeB I10cAe OIlepariin.

PesyapraTsl. B pesyabraTe Harero mccaeaAosaHns He Ob110 OOHapY>KeHO CYII[eCTBeHHBIX pa3ANInii B ICXOAHBIX
XapaKTepUCTUKaX, IpeObrBaHny B OOABHMIIE MAM MPOAOAKMUTeABHOCTM omepaiiuy. OyHKIIMOHAAbHBIE Pe3yAbTaThl
OBLAY 3HAYNTEABHO AyUIIle B TPYIIIE C apTUKYAUPYIOIINMI CIlelicepaMu Ha ocHOBe nHAekca Knee Society (koaeHo: 82
npotus 38,2; ¢yukumsa: 70 mporums 35 p<0,001) um wmugaexca Oxford Knee (35 nporus 25; p=0,0014).
Pentrenorpadguuecknii aHaAu3 II0Ka3aad IpocBeTAeHne remeHra/koctu B 100% caydaeB ¢ HeapTHUKYyAMPYOIIVMU
criericepamy u B 40% caydaeB ¢ apTuKyAsnyoHHbIMU creiicepamu (p=0,0034). Uepes 12 mecanes peuwngus [T
cocrasna 20% B 0Oemx rpyIimax.

Br1BOABL. ApTUKYAMPYIOLINE CIIeViCePBl AeMOHCTPUPYIOT PYHKIIMOHAAbHBIE IIPEMMYIIIeCTBa 10 CPaBHEHUIO CO
CTaTMYeCKMMI, OCODEHHO IpU OTCPOYEHHOM peuMIIAaHTaIlUM, COXPaHAS IOABVIKHOCTb M yAydIllas BpeMeHHOe
Ka4eCcTBO >KM3HI.

Kaiouesble caoBa: ILieMeHTHBIN crHelicep, apTUKyAUPYIOIIMII cIlelicep, HeapTUKYAUPYIOIINI cIeicep,

MIepUIPOTe3HasT MH(PEKIIVIA.



