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Review Article

Introduction

In recent years, several preoperative and intraoperative 
guidance techniques have emerged in foot and ankle sur-
gery. Although intraoperative robotics and navigation are 
not currently used in foot and ankle surgery, new guidance 
techniques have contributed to an increase in the informa-
tion accessible to surgeons. Weight-bearing computed 
tomography (WBCT) can be used to create patient-specific 
instrumentation (PSI) for surgery. The implementation of 
WBCT, PSI, and intraoperative imaging has been valuable 
in total ankle arthroplasty (TAA), as well as in other foot 
and ankle procedures.

Arthritis of the ankle joint affects about 1% of the pop-
ulation [7]. End-stage ankle arthritis can give rise to debil-
itating outcomes that compromise quality of life—for 
example, pain and swelling that limits work and daily 
function and creates emotional and mental distress [15]. 
Recently, TAA has emerged as a valid alternative to ankle 
arthrodesis, which was historically the gold-standard 
treatment for ankle arthritis [35]. The number of total 
ankle replacements performed annually continues to rap-
idly increase [30]. This increase is linked to improvements 
in implant design and surgical techniques, which have led 
to improved implant longevity and expanded patient 
candidacy.

Proper bony alignment and implant positioning are cru-
cial to optimize postoperative outcomes following TAA [5]. 
Even minor malpositioning can significantly affect motion 
and contact pressure, potentially leading to implant failure 
[18,39,45]. Implant positioning is critically dependent  
on the quality of cuts of the distal tibia and proximal talus. 
Cuts that are inappropriately varus, valgus, internally 
rotated, externally rotated, dorsiflexed, plantarflexed, or 
uneven (and therefore cause the implant to not seat fully on 
bone) can all increase micromotion, bony strain, and the 
risk for implant failure [44]. Recent innovations in TAA 
have allowed surgeons to provide more accurate component 
positioning using PSI with individualized cutting guides 
generated from WBCT scans [12]. These advancements 
allow for improvements in bone cutting precision prior to 
implant insertion.

This review article includes a brief discussion of inno-
vations in foot and ankle procedures outside of TAA, in 
which similar imaging techniques are being used to 
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provide surgeons with a more complete understanding of 
patients’ unique anatomical features. This information can 
help guide preoperative planning and operative decision-
making. For example, in procedures such as arthrodesis 
and open reduction internal fixation (ORIF), the use of PSI 
and novel intraoperative imaging techniques—such as 
3-dimensional (3D) fluoroscopy and computed tomogra-
phy (CT)—can help surgeons by providing guidance that 
enables them to make better-informed decisions during 
surgery, ultimately improving clinical outcomes.

Preoperative Imaging

Use of WBCT in Foot and Ankle Surgery

WBCT involves CT imaging of the loaded foot and ankle 
while the patient is standing upright. It is used to identify 
underlying pathologies, such as malalignment and impinge-
ment, that may not be fully appreciated when the joint is 
offloaded. WBCT uses cone-beam CT technology, rather 
than conventional multidetector CT configurations, to allow 
the detector to move around the upright patient while he or 
she remains stationary [31].

Compared to other imaging modalities, WBCT has 
demonstrated substantial advantages. Conventional X-rays 
have demonstrated limitations in terms of perspective, 
rotational and fan distortion, and reproducibility [4,6,31]. 
In addition, the complex architecture of the foot and ankle 
present challenges when using X-rays to visualize the anat-
omy, even if loads are borne during capture. Conventional 
CT can compensate for some of these limitations, but it 
does not allow for weight-bearing capability, rendering it 
somewhat misrepresentative of the articular configuration 
when a patient is loading the joint. Without loading the 
foot, pathological severity is often underestimated and 
clinical manifestations may appear less severe or even 
undetectable [21]. To fully understand the function of the 
foot and the relationships of structures, the joint must be in 
the appropriate weight-bearing position. WBCT enables 
this, providing a more accurate representation of the true 
orientation of the ankle during loading [11]. As a result, it 
has the potential to improve clinical outcomes in compli-
cated foot and ankle disorders.

This technology has applications in TAA and in numer-
ous other areas of foot and ankle surgery, including adult-
acquired flatfoot deformity (AAFD), hallux valgus, injury 
at the syndesmosis, and lateral ankle instability, among 
others [11]. In patients with AAFD, WBCT can identify 
with greater sensitivity subtalar and subfibular impinge-
ment, potentially providing insight into which patients 
might fail a flatfoot reconstruction [26,32]. In patients 
with hallux valgus, WBCT can be used to identify the 
degree of pronation of the first metatarsal to guide surgical 
management [9,29].

Use of WBCT in TAA

Preoperative CT-derived PSI alignment guides allow for 
optimal bone cuts in TAA [48]. These guides are designed 
using 3D imaging from the patient’s preoperative WBCT. 
The cutting guides are constructed based on the patient’s 
unique anatomy, thus offering the potential to improve 
ankle alignment and reproducibility of the prosthesis place-
ment [7,23].

The use of CT-based cutting guides and implants may 
enable more accurate and reliable bone cutting [20]. While 
there is no current intraoperative navigation system for use 
in TAA, incorporating WBCT into the preoperative plan-
ning process allows for modeling of potential implant sizes 
and positions. Computer models are able to account for the 
degree of deformity, retained hardware, and the presence of 
large cysts or osteophytes [23]. This all allows for more 
comprehensive preoperative planning and, ultimately, less 
variability in the operating room.

Preoperative WBCT is also useful in the evaluation of 
ancillary procedures to be done alongside TAA, including 
calcaneal osteotomies, ligamentous reconstruction, and 
adjacent joint arthrodesis [13]. This is clinically significant, 
as 73% of ankles with varus deformity greater than 5° 
require ancillary procedures [43]. Understanding the func-
tional loading anatomy of the foot and ankle using preop-
erative WBCT is critical to developing a preoperative plan 
for intraoperative reconstruction.

Due to the novelty of WBCT technology, there are lim-
ited data on its usefulness in reducing postoperative compli-
cations, and further clinical studies are warranted. While 
correlations between implant positioning and outcomes 
have been reported [8,33,42], further investigation is needed 
to determine the position that yields optimal outcomes. The 
available evidence shows that using preoperative WBCT 
for intraoperative procedures can both decrease operative 
time and increase rates of implant survival [1,41]. Moreover, 
both preoperative WBCT and PSI have the potential to 
improve accuracy and reproducibility of component align-
ment, thus resulting in more appropriate correction of 
deformities as more is learned about optimal implant posi-
tioning and alignment. This can in turn decrease the need 
for corrective osteotomies, ultimately lowering the burden 
for patients [48].

Intraoperative Guidance

PSI

Several PSI systems on the market used in TAA aim to 
facilitate the installation of the implant using customizable 
modules created from CT imaging. The most widely used is 
PROPHECY (Wright Medical Technology, Memphis, TN), 
which is most commonly used for preoperative navigation 
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with the INFINITY (Wright Medical Technology) total 
ankle system, a modular prosthetic. However, PROPHECY 
can also be used alongside the INVISION and INBONE II 
(Wright Medical Technology) modular prostheses; these are 
commonly used in TAA revision, as well as in TAA cases 
with extensive deformity. WBCT imaging has recently been 
used alongside PROPHECY [48]. The PROPHECY system 
optimizes accuracy; with INBONE, it was found to produce 
an average variation between preoperative planned implant 
placement and postoperative actual implant placement of 
less than 2° and less than 1.4 mm [7]. A case example with 
INBONE is shown in Fig. 1, and a case example with 
INFINITY is shown in Fig. 2.

In addition, PSI systems can improve accuracy and pre-
cision in cases of extensive tibial deformities or existing 
implants. In implant systems like Vantage (Exactech, 

Gainesville, FL)—which uses an extra-medullary align-
ment guide anchored at a proximal pin at the tibial tuber-
cle—deformity at the knee or tibia may make it difficult to 
assess alignment for bony cuts. A case example with 
Vantage is shown in Fig. 3. Moreover, implants proxi-
mally such as a total knee arthroplasty (TKA) prosthesis 
may further complicate this process and necessitate alter-
native methods for judging bony resection. In cases such 
as these, PSI provides an opportunity to ensure satisfac-
tory bony cuts and implant position while minimizing 
complications. Another PSI system newly available on the 
market is the APEX 3D (Paragon28, Englewood, CO), 
which is designed for maximal rotational stability during 
natural motion of the ankle [2,19]. Further research regard-
ing the accuracy and precision of these PSI systems is 
warranted.

Fig. 1.  An INBONE total ankle replacement in a 48-year-old man with end-stage ankle arthritis: preoperative standing radiographs  
(a: anteroposterior [AP], b: lateral); preoperative weight-bearing computed tomography (c: coronal, d: sagittal) used to create patient-
specific instrumentation with customized cutting guides and a preoperative surgical plan (e); intraoperative fluoroscopy (f) used to 
confirm adequate position of the cutting guides; postoperative weight-bearing (WB) radiographs (g: AP, h: lateral) showing excellent 
positioning and adherence to the preoperative plan.



Zeitlin et al	 329

Intraoperative Imaging

While not yet approved for use in TAA, advanced intraop-
erative radiologic techniques have already improved surgi-
cal methods for multiple procedure types in foot and ankle 
surgery [33,41]. Unlike traditional fluoroscopy, which pro-
duces 2-dimensional (2D) images, intraoperative 3D fluo-
roscopic imaging uses a mobile isocentric C-arm to obtain 
CT-like 3D images. This has improved outcomes in foot 
and ankle surgery, specifically in operative treatment of 
osteochondral lesions of the talus [22]. In fixation of both 
ankle and pilon intraarticular fractures, 3D fluoroscopy 
helps prevent revision procedures [3]. Intraoperative guid-
ance using 3D imaging provides novel information: Richter 
[41] found that in about one-third of fracture reduction and 
fixation cases, it illuminated the need for reduction/correc-
tion and/or implant repositioning.

Another type of intraoperative imaging system that uses 
CT, known as the O-arm, is used for ORIF of calcaneal frac-
tures and syndesmotic injuries, allowing for more accurate 
visualization of bony anatomy and implants. Intraoperative 
use of the O-arm has been shown to improve patient out-
comes, including wound healing and revision rates [10]. 
The O-arm can also be used intraoperatively to identify dia-
stases of the syndesmosis that would otherwise be missed 
[16]. It also improves the detection of necessary intraopera-
tive re-reduction in ankle ORIF and the quality of resection 

in talocalcaneal coalitions in children, a procedure in which 
3D fluoroscopy is less contributive [17,27].

Imaging can also be used to make 3D models of a joint 
for intraoperative guidance in a technique known as com-
puter-assisted surgery (CAS). The use of CAS in arthrode-
sis of foot and ankle deformities allows for rapid correction 
and improved accuracy, potentially leading to improved 
clinical outcomes [14,41]. CAS guidance uses 3D fluoros-
copy or CT for intraoperative navigation to provide imme-
diate control of surgical treatment. It has improved accuracy, 
procedure speed, and clinical outcomes in the correction of 
deformities of the ankle, hindfoot, and midfoot/tarsometa-
tarsal [12].

Future Applications

Intraoperative navigation been used in other orthopedic 
procedures for decades. Since first being used for TKA in 
the 1990s, CAS has improved the accuracy of tibial prepa-
ration, coronal alignment, and implant survival [1,28,47]. 
When it is used in total hip arthroplasty (THA), CAS results 
in better positioning of the implants and may reduce intra-
operative complications [34,38,40].

Intraoperative navigation in TAA has significant poten-
tial benefits, as described by its use in TKA and THA. The 
Mako (Stryker, Kalamazoo, MI) is a robotic-arm assisted 
surgery system that enables accurate execution of the 

Fig. 2.  An INFINITY total ankle replacement in a patient with end-stage ankle arthritis and valgus deformity of the hindfoot: 
preoperative anteroposterior (AP) (a) and lateral (b) weight-bearing (WB) radiographs; preoperative WB computed tomography 
(c: coronal, d: sagittal) used for preoperative planning (e) that includes customized cutting guides and guidance for implant position; 
postoperative standing AP (f) and lateral (g) radiographs confirming position of the implant and of the hindfoot (the patient also 
underwent concomitant calcaneal osteotomy and first tarsometatarsal fusion to realign the foot).
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surgical plan and protects against soft tissue damage in 
TKA and THA [46]. KneeAlign and HipAlign (OrthAlign, 
Aliso Viejo, CA) are intraoperative navigation systems that 
provide information on where to cut the distal femur and 
proximal tibia in TKA and on cup placement and leg length 
in THA [36,37]. Intellijoint KNEE and Intellijoint HIP 
(Intellijoint Surgical, Kitchener, ON) are navigation tools 
that provide real-time intraoperative measurements for 
accurate TKA and THA implant alignment [24,25]. The use 
of these technologies in TAA, alongside WBCT planning, 
has the potential to offer precise and accurate implant posi-
tioning. While current WBCT and PSI allow for precise 
tibial and talar cuts, there is still the risk for subsequent 
implant malrotation or malposition. An additional direction 
to explore is to validate the measurements that have been 
collected using existing deep learning and artificial intelli-
gence algorithms. This would entail using measurements 
recorded by WBCT, for example, to develop models that 
can predict clinical outcomes. Using these methods, the 
measurements will become increasingly accurate as addi-
tional data are collected.

Finally, an ultimate goal for intraoperative guidance 
would be the implementation of WBCT techniques in the 
operating room. Currently, surgeons simulate loading using 
2D imaging, but this has limited efficacy. Simulated weight-
bearing with a 3D imaging modality could provide accurate 
and immediate feedback on implant positioning, joint align-
ment, and projected function.

In conclusion, recent technological advancements in 
orthopedic surgery have led to the incorporation of opera-
tive navigation and preoperative planning to improve clini-
cal results. In TAA, preoperative WBCT has helped 
surgeons better understand the orientation and specifica-
tions of patients’ joints, and it allows for the development of 
individualized cutting guides that are both reliable and 
reproducible. In other areas of foot and ankle surgery, intra-
operative fluoroscopic and CT imaging has improved post-
operative outcomes, reducing complications and revisions. 
Future work in TAA will ideally lead to intraoperative navi-
gation to further improve implant positioning and maximize 
outcomes.
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Fig. 3.  A vantage patient-specific instrumentation total ankle replacement in a 54-year-old woman with debilitating left ankle arthritis: 
preoperative standing radiographs (a and b); preoperative weight-bearing computed tomography (c: coronal, d: sagittal) used for 
preoperative planning and creating patient-specific cutting guides; intraoperative photograph (e) of the customized cutting guide 
pinned into place; intraoperative fluoroscopy (f: anteroposterior, g: lateral) demonstrating the implant; early postoperative non-
weight-bearing radiographs (h: anteroposterior, i: lateral) showing excellent implant position.



Zeitlin et al	 331

Required Author Forms

Disclosure forms provided by the authors are available with the 
online version of this article as supplemental material.

References

	 1.	 Adams SB, Spritzer CE, Hofstaetter SG, et  al. Computer-
assisted tibia preparation for total ankle arthroplasty: a 
cadaveric study. Int J Med Robot. 2007;3(4):336–3340. 
https://doi.org/10.1002/rcs.163.

	 2.	 APEX 3D. Total ankle replacement system. Date unknown. 
Available at: https://www.paragon28.com/wp-content/
uploads/2021/04/DIGITAL-P10-STM-0001-Rev-A_APEX_
TAR_SystemOverview.pdf. Accessed June 11, 2021.

	 3.	 Atesok K, Finkelstein J, Khoury A, et  al. The use of intra-
operative three-dimensional imaging (ISO-C-3D) in fixation 
of intraarticular fractures. Injury. 2007;38(10):1163–1169. 
https://doi.org/10.1016/j.injury.2007.06.014.

	 4.	 Barg A, Amendola RL, Henninger HB, Kapron AL, Saltzman 
CL, Anderson AE. Influence of ankle position and radio-
graphic projection angle on measurement of supramalleolar 
alignment on the anteroposterior and hindfoot alignment 
views. Foot Ankle Int. 2015;36(11):1352–1361. https://doi.
org/10.1177/1071100715591091.

	 5.	 Barg A, Elsner A, Anderson AE, Hintermann B. The effect 
of three-component total ankle replacement malalignment on 
clinical outcome: pain relief and functional outcome in 317 
consecutive patients. J Bone Joint Surg-Am. 2011;93(21): 
1969–1978. https://doi.org/10.2106/JBJS.J.01415.

	 6.	 Baverel L, Brilhault J, Odri G, Boissard M, Lintz F. Influence 
of lower limb rotation on hindfoot alignment using a con-
ventional two-dimensional radiographic technique. Foot 
Ankle Surg. 2017;23(1):44–49. https://doi.org/10.1016/j.fas. 
2016.02.003.

	 7.	 Berlet GC, Penner MJ, Lancianese S, Stemniski PM, Obert 
RM. Total ankle arthroplasty accuracy and reproducibility 
using preoperative ct scan-derived, patient-specific guides. 
Foot Ankle Int. 2014;35(7):665–676. https://doi.org/10.1177 
/1071100714531232.

	 8.	 Buckner BC, Stender CJ, Baron MD, Hornbuckle JHT, 
Ledoux WR, Sangeorzan BJ. Does coronal plane malalign-
ment of the tibial insert in total ankle arthroplasty alter dis-
tal foot bone mechanics? a cadaveric gait study. Clin Orthop 
Relat Res. 2020;478(7):1683–1695. https://doi.org/10.1097/
CORR.0000000000001294.

	 9.	 Campbell B, Miller MC, Williams L, Conti SF. Pilot 
study of a 3-dimensional method for analysis of prona-
tion of the first metatarsal of hallux valgus patients. Foot 
Ankle Int. 2018;39(12):1449–1456. https://doi.org/10.1177/ 
1071100718793391.

	10.	 Chowdhary A, Drittenbass L, Dubois-Ferrière V, Stern R, 
Assal M. Intraoperative 3- dimensional computed tomogra-
phy and navigation in foot and ankle surgery. Orthopedics. 
2016;39(5):e1005–e1010. https://doi.org/10.3928/01477447-
20160616-01.

	11.	 Conti MS, Ellis SJ. Weight-bearing CT scans in foot and ankle 
surgery. J Am Acad Orthop Surg. 2020;28(14):e595–e603. 
https://doi.org/10.5435/JAAOS-D-19- 00700.

	12.	 Daigre J, Berlet G, van Dyke B, Peterson KS, Santrock R. Accuracy 
and reproducibility using patient-specific instrumentation  

in total ankle arthroplasty. Foot Ankle Int. 2017;38(4):412–
418. https://doi.org/10.1177/1071100716682086.

	13.	 Daniels TR. Surgical technique for total ankle arthroplasty in 
ankles with preoperative coronal plane varus deformity of 10° 
or greater. JBJS Essent Surg Tech. 2013;3(4):e22. https://doi.
org/10.2106/JBJS.ST.M.00043.

	14.	 de Wouters S, Tran Duy K, Docquier PL. Patient-specific 
instruments for surgical resection of painful tarsal coalition 
in adolescents. Orthop Traumatol Surg Res. 2014;100(4): 
423–427. https://doi.org/10.1016/j.otsr.2014.02.009.

	15.	 DiDomenico LA, Gatalyak N. End-stage ankle arthritis: 
arthrodiastasis, supramalleolar osteotomy, or arthrodesis? 
Clin Podiatr Med Surg. 2012;29(3):391–412. https://doi.
org/10.1016/j.cpm.2012.04.010.

	16.	 Ebraheim NA, Lu J, Yang H, Mekhail AO, Yeasting RA. 
Radiographic and CT evaluation of tibiofibular syndesmotic 
diastasis: a cadaver study. Foot Ankle Int. 1997;18(11): 
693–698. https://doi.org/10.1177/107110079701801103.

	17.	 Eckardt H, Lind M. Effect of intraoperative three-dimen-
sional imaging during the reduction and fixation of displaced 
calcaneal fractures on articular congruence and implant 
fixation. Foot Ankle Int. 2015;36(7):764–773. https://doi.
org/10.1177/1071100715576518.

	18.	 Espinosa N, Walti M, Favre P, Snedeker JG. Misalignment 
of total ankle components can induce high joint contact pres-
sures. J Bone Joint Surg Am. 2010;92(5):1179–1187. https://
doi.org/10.2106/JBJS.I.00287.

	19.	 Exactech, Inc. Vantage total ankle system. Date unknown. 
Available at: https://www.exac.com/foot-and-ankle/vantage-
total-ankle-system/. Accessed June 11, 2021.

	20.	 Faldini C, Mazzotti A, Belvedere C, et al. A new ligament-
compatible patient-specific 3D-printed implant and instru-
mentation for total ankle arthroplasty: from biomechanical 
studies to clinical cases. J Orthop Traumatol. 2020;21(1):16. 
https://doi.org/10.1186/s10195-020-00555-7.

	21.	 Ferri M, Scharfenberger AV, Goplen G, Daniels TR, Pearce 
D. Weightbearing CT scan of severe flexible pes planus 
deformities. Foot Ankle Int. 2008;29:199–204. https://doi.
org/10.3113/FAI.2008.0199.

	22.	 Geerling J, Zech S, Kendoff D, et  al. Initial outcomes of 
3-dimensional imaging-based computer-assisted retrograde 
drilling of talar osteochondral lesions. Am J Sports Med. 
2009;37(7):1351–1357. https://doi.org/10.1177/03635465093 
32499.

	23.	 Hsu AR, Davis WH, Cohen BE, Jones CP, Ellington JK, 
Anderson RB. Radiographic outcomes of preoperative CT 
scan–derived patient-specific total ankle arthroplasty. Foot 
Ankle Int. 2015;36(10):1163–1169. https://doi.org/10.1177 
/1071100715585561.

	24.	 Intellijoint Surgical. Intellijoint HIP. Date unknown. Available 
at: https://www.intellijointsurgical.com/hip/. Accessed June 
11, 2021.

	25.	 Intellijoint Surgical. Intellijoint KNEE. Date unknown. 
Available at: https://www.intellijointsurgical.com/knee/. 
Accessed June 11, 2021.

	26.	 Jeng CL, Rutherford T, Hull MG, Cerrato RA, Campbell 
JT. Assessment of bony subfibular impingement in flatfoot 
patients using weight-bearing CT scans. Foot Ankle Int. 
2019;40(2):152–158. https://doi.org/10.1177/107110071880 
4510.

https://doi.org/10.1002/rcs.163
https://www.paragon28.com/wp-content/uploads/2021/04/DIGITAL-P10-STM-0001-Rev-A_APEX_TAR_SystemOverview.pdf
https://www.paragon28.com/wp-content/uploads/2021/04/DIGITAL-P10-STM-0001-Rev-A_APEX_TAR_SystemOverview.pdf
https://www.paragon28.com/wp-content/uploads/2021/04/DIGITAL-P10-STM-0001-Rev-A_APEX_TAR_SystemOverview.pdf
https://doi.org/10.1016/j.injury.2007.06.014
https://doi.org/10.1177/1071100715591091
https://doi.org/10.1177/1071100715591091
https://doi.org/10.2106/JBJS.J.01415
https://doi.org/10.1016/j.fas.2016.02.003
https://doi.org/10.1016/j.fas.2016.02.003
https://doi.org/10.1177/1071100714531232
https://doi.org/10.1177/1071100714531232
https://doi.org/10.1097/CORR.0000000000001294
https://doi.org/10.1097/CORR.0000000000001294
https://doi.org/10.1177/1071100718793391
https://doi.org/10.1177/1071100718793391
https://doi.org/10.3928/01477447-20160616-01
https://doi.org/10.3928/01477447-20160616-01
https://doi.org/10.5435/JAAOS-D-19-
https://doi.org/10.1177/1071100716682086
https://doi.org/10.2106/JBJS.ST.M.00043
https://doi.org/10.2106/JBJS.ST.M.00043
https://doi.org/10.1016/j.otsr.2014.02.009
https://doi.org/10.1016/j.cpm.2012.04.010
https://doi.org/10.1016/j.cpm.2012.04.010
https://doi.org/10.1177/107110079701801103
https://doi.org/10.1177/1071100715576518
https://doi.org/10.1177/1071100715576518
https://doi.org/10.2106/JBJS.I.00287
https://doi.org/10.2106/JBJS.I.00287
https://www.exac.com/foot-and-ankle/vantage-total-ankle-system/
https://www.exac.com/foot-and-ankle/vantage-total-ankle-system/
https://doi.org/10.1186/s10195-020-00555-7
https://doi.org/10.3113/FAI.2008.0199
https://doi.org/10.3113/FAI.2008.0199
https://doi.org/10.1177/0363546509332499
https://doi.org/10.1177/0363546509332499
https://doi.org/10.1177/1071100715585561
https://doi.org/10.1177/1071100715585561
https://www.intellijointsurgical.com/hip/
https://www.intellijointsurgical.com/knee/
https://doi.org/10.1177/1071100718804510
https://doi.org/10.1177/1071100718804510


332	 HSS Journal®: The Musculoskeletal Journal of Hospital for Special Surgery 17(3) 

	27.	 Kemppainen J, Pennock AT, Roocroft JH, Bastrom TP, 
Mubarak SJ. The use of a portable CT scanner for the intra-
operative assessment of talocalcaneal coalition resections. J 
Pediatr Orthop. 2014;34(5):559–564. https://doi.org/10.1097/
BPO.0000000000000176.

	28.	 Kim SJ, MacDonald M, Hernandez J, Wixson RL. Computer 
assisted navigation in total knee arthroplasty. J Arthroplasty. 
2005;20:123–131. https://doi.org/10.1016/j.arth.2005.05.003.

	29.	 Kim Y, Kim JS, Young KW, Naraghi R, Cho HK, Lee SY. 
A new measure of tibial sesamoid position in hallux valgus 
in relation to the coronal rotation of the first metatarsal in CT 
scans. Foot Ankle Int. 2015;36(8):944–952. https://doi.org 
/10.1177/1071100715576994.

	30.	 Law TY, Sabeh KG, Rosas S, Hubbard Z, Altajar S, Roche 
MW. Trends in total ankle arthroplasty and revisions in the 
Medicare database. Annals Transl Med. 2018;6(7):112. 
https://doi.org/10.21037/atm.2018.02.06.

	31.	 Lintz F, de Cesar Netto C, Barg A, Burssens A, Richter 
M. Weight-bearing cone beam CT scans in the foot and 
ankle. EFORT Open Rev. 2018;3(5):278–286. https://doi.
org/10.1302/2058-5241.3.170066.

	32.	 Malicky ES, Crary JL, Houghton MJ, Agel J, Hansen ST, 
Sangeorzan BJ. Talocalcaneal and subfibular impingement 
in symptomatic flatfoot in adults. J Bone Joint Surg Am. 
2002;84(11):2005–2009. https://doi.org/10.2106/00004623-
200211000-00015.

	33.	 McKearney DA, Stender CJ, Cook BK, et  al. Altered 
range of motion and plantar pressure in anterior and poste-
rior malaligned total ankle arthroplasty: a cadaveric gait 
study. J Bone Joint Surg Am. 2019;101(18):e93. https://doi.
org/10.2106/JBJS.18.00867.

	34.	 Montgomery BK, Bala A, Huddleston JI, Goodman SB, 
Maloney WJ, Amanatullah DF. Computer navigation vs 
conventional total hip arthroplasty: a medicare database 
analysis. J Arthroplasty. 2019;34(9):1994–1998. https://doi.
org/10.1016/j.arth.2019.04.063.

	35.	 Morash J, Walton DM, Glazebrook M. Ankle arthrodesis 
versus total ankle arthroplasty. Foot Ankle Clin. 2017;22(2): 
251–266. https://doi.org/10.1016/j.fcl.2017.01.013.

	36.	 OrthAlign. HipAlign navigation for approach-agnostic THA. 
Date unknown. Available at: https://www.orthalign.com/
hipalign/. Accessed June 11, 2021.

	37.	 OrthAlign. KneeAlign precision navigation for TKA. Date 
unknown. Available at: https://www.orthalign.com/knee-
align/. Accessed June 11, 2021.

	38.	 Parratte S, Ollivier M, Lunebourg A, Flecher X, Argenson 
J-NA. No benefit after tha performed with computer-assisted 
cup placement: 10-year results of a randomized controlled 
study. Clin Orthop Relat Res. 2016;474(10):2081–2084. 
https://doi.org/10.1007/s11999-016-4863-7.

	39.	 Penner M, Davis WH, Wing K, Bemenderfer T, Waly F, Anderson 
RB. The infinity total ankle system: early clinical results with 
2- to 4-year follow-up. Foot Ankle Spec. 2019;12(2):159–166. 
https://doi.org/10.1177/1938640018777601.

	40.	 Reininga IH, Zijlstra W, Wagenmakers R, et al. Minimally inva-
sive and computer-navigated total hip arthroplasty: a qualita-
tive and systematic review of the literature. BMC Musculoskel 
Disord. 2010;11(1):92. https://doi.org/10.1186/1471-2474-11-
92.

	41.	 Richter M. Computer aided surgery in foot and ankle: appli-
cations and perspectives. Int Orthop. 2013;37(9):1737–1745. 
https://doi.org/10.1007/s00264-013-1922-5.

	42.	 Saito GH, Sturnick DR, Ellis SJ, Deland JT, Demetracopoulos 
CA. Influence of tibial component position on altered kine-
matics following total ankle arthroplasty during simulated 
gait. Foot Ankle Int. 2019;40(8):873–879. https://doi.org 
/10.1177/1071100719858620.

	43.	 Shock RP, Christensen JC, Schuberth JM. Total ankle replace-
ment in the varus ankle. J Foot Ankle Surg. 2011;50(1):5–10. 
https://doi.org/10.1053/j.jfas.2010.08.016.

	44.	 Sopher RS, Amis AA, Calder JD, Jeffers JRT. Total ankle 
replacement design and positioning affect implant-bone 
micromotion and bone strains. Med Eng Phys. 2017;42: 
80–90. https://doi.org/10.1016/j.medengphy.2017.01.022.

	45.	 Stamatis ED, Myerson MS. How to avoid specific com-
plications of total ankle replacement. Foot Ankle Clin. 
2002;7(4):765–789. https://doi.org/10.1016/S1083-7515(02) 
00057-8.

	46.	 Stryker. Mako robotic-arm assisted surgery. Date unknown. 
Available at: https://www.stryker.com/us/en/portfolios/ortho-
paedics/joint-replacement/mako-robotic-arm-assisted-sur-
gery.html. Accessed June 11, 2021.

	47.	 Waddell BS, Carroll K, Jerabek S. Technology in arthro-
plasty: are we improving value? Curr Rev in Musculoskelet 
Med. 2017;10(3):378–387. https://doi.org/10.1007/s12178-
017-9415-6.

	48.	 Waly FJ, Yeo NE, Penner MJ. Computed navigation guid-
ance for ankle replacement in the setting of ankle deformity. 
Clin Podiatr Med Surg. 2018;35(1):85–94. https://doi.org 
/10.1016/j.cpm.2017.08.004.

https://doi.org/10.1097/BPO.0000000000000176
https://doi.org/10.1097/BPO.0000000000000176
https://doi.org/10.1016/j.arth.2005.05.003
https://doi.org/10.1177/1071100715576994
https://doi.org/10.1177/1071100715576994
https://doi.org/10.21037/atm.2018.02.06
https://doi.org/10.1302/2058-5241.3.170066
https://doi.org/10.1302/2058-5241.3.170066
https://doi.org/10.2106/00004623-200211000-00015
https://doi.org/10.2106/00004623-200211000-00015
https://doi.org/10.2106/JBJS.18.00867
https://doi.org/10.2106/JBJS.18.00867
https://doi.org/10.1016/j.arth.2019.04.063
https://doi.org/10.1016/j.arth.2019.04.063
https://doi.org/10.1016/j.fcl.2017.01.013
https://www.orthalign.com/hipalign/
https://www.orthalign.com/hipalign/
https://www.orthalign.com/kneealign/
https://www.orthalign.com/kneealign/
https://doi.org/10.1007/s11999-016-4863-7
https://doi.org/10.1177/1938640018777601
https://doi.org/10.1186/1471-2474-11-92
https://doi.org/10.1186/1471-2474-11-92
https://doi.org/10.1007/s00264-013-1922-5
https://doi.org/10.1177/1071100719858620
https://doi.org/10.1177/1071100719858620
https://doi.org/10.1053/j.jfas.2010.08.016
https://doi.org/10.1016/j.medengphy.2017.01.022
https://doi.org/10.1016/S1083-7515(02)00057-8
https://doi.org/10.1016/S1083-7515(02)00057-8
https://www.stryker.com/us/en/portfolios/orthopaedics/joint-replacement/mako-robotic-arm-assisted-surgery.html
https://www.stryker.com/us/en/portfolios/orthopaedics/joint-replacement/mako-robotic-arm-assisted-surgery.html
https://www.stryker.com/us/en/portfolios/orthopaedics/joint-replacement/mako-robotic-arm-assisted-surgery.html
https://doi.org/10.1007/s12178-017-9415-6
https://doi.org/10.1007/s12178-017-9415-6
https://doi.org/10.1016/j.cpm.2017.08.004
https://doi.org/10.1016/j.cpm.2017.08.004

