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        Abstract



        
          Background:


          Leg length discrepancies following total hip arthroplasty (THA) may necessitate subsequent interventions, from heel lifts to revision surgery. Current intraoperative methods of determining leg length are either inaccurate or expensive and invasive.

        


        
          Objective:


          The objective of the current study was to investigate the ability of a novel, intraoperative smart tool (Intellijoint HIP®, Intellijoint Surgical®, Inc., Waterloo, ON) to provide accurate, real-time leg length measurements during THA.

        


        
          Methods:


          We retrospectively reviewed the medical records of 25 patients who underwent THA utilizing the Intellijoint HIP smart tool between February and August 2014. Intraoperative leg length data was compared with radiographic leg length calculations. Two observers blinded to the Intellijoint HIP findings independently assessed all post-procedure radiographs.

        


        
          Results:


          The mean difference between smart tool and radiographic measurements was 1.3 mm [CI: -0.1, 2.7]. 88% (22/25) of intraoperative measurements were within 5 mm of radiographic measurements; 100% (25/25) were within 10 mm. A Bland-Altman analysis showed excellent agreement, with 96% (24/25) of measurements within the statistical limit for acceptable agreement, and 84% (21/25) within the clinically acceptable range (± 5 mm). Removal of the first 13 procedures (surgeon training) decreased the mean difference between methods to 0.6 mm [-0.6, 1.9]. All post-training procedures were associated with a difference of <5 mm. There were no reported adverse events related to the use of the smart tool.

        


        
          Conclusion:


          The Intellijoint HIP smart tool is a safe and accurate tool for providing intraoperative measurements of leg length in real-time.
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      INTRODUCTION


      Leg length discrepancies (LLDs) following total hip arthroplasty (THA) are reported in up to 30% of primary procedures [1, 2], varying from 3 to 70 mm [3]. Post-THA LLD is associated with sequelae such as gait alteration [4-7], low back pain [8], neurological deficits [9-11] and patient dissatisfaction [12]. Leg length inequalities often necessitate corrective procedures, ranging from the use of contralateral heel lifts to full revision surgery, and have been associated with an increased risk of medical malpractice litigation [13, 14]. The hospital costs related to revision surgery can be substantial, with per-procedure costs reaching $29,000 in the United States [15] and £22,000 in Europe [16].


      Surgeons traditionally lack accurate intraoperative data regarding changes in leg length during HTA procedures. Leg length has historically been assessed intraoperatively via manual methods, such as mechanical pins, osteotomy or tissue tensioning, methods that are subject to inaccuracies due to flexion contractures and inconsistencies in patient position during the procedure [17, 18]. Errors of up to 8 mm have been noted intraoperatively when introducing only 5 degrees of flexion or abduction to the leg [19].


      In an attempt to improve intraoperative accuracy, sophisticated navigation devices have been developed to more accurately track changes in leg length. These devices, modified from their initial applications in neurological surgery [20-22], improve accuracy but have several drawbacks. The cumbersome and time-consuming nature of navigation systems can significantly increase surgical time [23, 24] while also increasing the risk of infection [25]. The costs associated with navigation, including capital costs of up to $250,000 USD, plus software costs and service contracts [26-28], result in increased per-procedure costs [27, 29] that can be prohibitive [28]. These limitations have contributed to the low rate of use for navigation in THA procedures, currently estimated at only 1-3% [30, 31].


      To address the shortcomings of the existing technology, a novel miniature navigation tool has been developed to provide real-time, intraoperative data regarding leg length to surgeons. The Intellijoint HIP® smart tool (Intellijoint Surgical®, Inc., Waterloo, ON) is an intraoperative guidance tool used to assist orthopaedic surgeons in assessing leg length and offset changes during total hip arthroplasty. With minimal invasiveness and without altering surgical techniques or workflow, the device enables faster decision-making (fewer trial reductions) and minimizes leg length discrepancies. The Intellijoint HIP smart tool has been shown in cadaveric studies (data not published) to match the accuracy of radiographic leg length measurement. The purpose of this study was to investigate the ability of the Intellijoint HIP smart tool to accurately measure leg length intraoperatively, when compared with radiographic measurement, and to document any complications and/or adverse events associated with the device.

    


    
      METHODS


      
        Study Design


        This study was a retrospective review of patients who underwent total hip arthroplasty, performed by two surgeons (PG, MS), utilizing the Intellijoint HIP smart tool.

      


      
        Patient Eligibility


        Patients eligible for inclusion in this study underwent a primary total hip arthroplasty procedure between February 2014 and August 2014 at a single community hospital. Specific inclusion criteria included: primary total hip arthroplasty; use of the Intellijoint HIP smart tool; ability to obtain pre and post-operative standing anterior-posterior (AP) radiographs. Patients were deemed ineligible for the study if they fulfilled any of the following criteria: intraoperative removal of the Intellijoint HIP smart tool prior to measurements being taken with trial components which matched the final implant geometry; instability in the native operative hip such that the attending surgeon was unable to reproduce the radiographic position during baseline and follow-up measurements; inability to properly reproduce and/or identify radiographic measurement landmarks on pre and post-surgical radiographs; and, radiographs unable to be properly scaled in pre and post-operative analysis.

      


      
        Intellijoint HIP Smart Tool


        The Intellijoint HIP smart tool is an intraoperative digital guidance tool, used to assist orthopaedic surgeons in the assessment of leg length and offset changes during total hip arthroplasty (Fig. 1). The smart tool relies on miniature/optical infrared technology and integrated microelectronics to provide real-time intraoperative tracking of femoral leg length. The system incorporates pelvic and femoral platforms, fixed via bone screws to the ipsilateral iliac crest and greater trochanter, respectively. A camera, magnetically attached to the pelvic platform, and a tracker, magnetically attached to the femoral platform, relay data to laptop-based control software. During use, the workstation computes the positional relationship between the camera and the tracker and provides this information in real-time on the display.


        [image: ]
Fig. (1)

        The Intellijoint HIP surgical smart tool in use. The camera (A) is magnetically attached to a pelvic platform (B) fixed to the iliac crest. The camera captures movements of the tracker (C), magnetically attached to a femoral platform fixed to the greater trochanter. Data is transferred in real-time to a workstation placed outside of the sterile field. The system is self-contained and portable, requiring no system-specific installation of equipment in the OR.
      


      
        Surgical Procedure


        Hip arthroplasty was performed using standard posterolateral approach techniques. No alterations to the surgical workflow are required and surgeons are able to integrate the smart tool into their workflow with minimal training. Intraoperatively, the Intellijoint HIP camera is coupled to the pelvis via a pelvic platform, which consists of two bone screws and a camera attachment mechanism. The bone screws are attached to the ipsilateral iliac crest or the superior acetabular dome. The tracker is coupled to the femur via a femur platform and attached to femur via a bone screw within the primary surgical wound.


        The principle of operation of the Intellijoint HIP smart tool is as follows:


        
          	Prior to hip dislocation, patient specific leg length and offset measurements of the native hip are captured using the camera and software,


          	During trial reduction, a range of motion is conducted and tracker measurements are taken. This step is used to map the patient’s hip anatomy, and


          	During trialing of the femoral stem, neck and head, measurements of leg length are provided to the surgeon on the display in real-time. Leg length data assist with the selection of correct implant size based on quantitative data and pre-operative planning.

        

      


      
        Data Collection and Calculations


        Data regarding final leg length was collected intraoperatively and stored by the Intellijoint HIP software. Patient records were reviewed for relevant patient history and to determine if any complications related to the use of the smart tool were reported. Post-operative radiographs were scaled using the known diameter of the head implant. Pre-operative radiographs were not scaled due to a lack of a suitable scaling object.


        Two independent observers trained in radiographic assessment and blinded to the smart tool measurements performed the leg length calculations from the AP radiographs. Each observer was a trained orthopaedic surgeon with experience performing total hip arthroplasty using the posterolateral approach. Changes in leg length were calculated using the perpendicular distance between the inter-teardrop line and the most prominent aspect of the ipsilateral lesser trochanter [32]. The difference between the pre-operative and post-operative leg length for each patient was calculated by each observer and then averaged to provide the final leg length change. An established software program (MATLAB, Mathworks, Natick, MA) was used to select radiographic landmarks and scale images. Pre and post-operative radiographs were corrected for abduction in order to minimize the artifact.

      


      
        Statistical Analysis


        Alpha was set a priori at 0.05 for all statistical comparisons. Means were compared using independent samples t-tests and/or single-factor ANOVA. All mean values are presented as mean [95% confidence interval] or mean (standard deviation). Intra-observer validity was assessed via the intraclass correlation (ICC) [33]. An independent statistician uninvolved in the radiographic analysis or surgical procedures completed the statistical analysis.


        Comparisons between radiographic and smart tool measurements of leg length were made using both Pearson’s r and the Bland-Altman technique [34, 35]. The Bland-Altman analysis provides a validated method for evaluating agreement between two methods of measurement when neither method is considered the “gold standard”. It is designed to determine the level of agreement between two methods of measuring a clinical outcome. The resulting Bland-Altman plot allows for determination of bias between mean differences of two methods of measurement and creates an agreement interval (the “statistical limit”), within which 95% of the difference of one method, as compared with a second method, falls [36]. A limit for clinically relevant leg length discrepancy (the “clinical limit”) was also included in the Bland-Altman plots. For the purposes of this analysis, this limit was set at ±5 mm to reflect the current clinical expectation [18, 37].

      

    


    
      RESULTS


      
        Patient Population


        From an initial cohort of 31 potentially eligible patients, 25 were eligible for inclusion in this study. Of the six patients excluded from the study, 3 did not have reproducible landmarks on radiographs, 2 patients had poor bone quality that precluded the use of the Intellijoint HIP smart tool and 1 patient did not return for post-operative radiographs.


        The mean age of included patients was 64.3 years (SD: 11.3, range: 44-85). Females comprised 50% (11/22 recorded) of patients. Mean body mass index (BMI) was 31.5 (SD: 7.2, range: 23.4-42.8). Mean procedural time was 76.2 mins (SD: 12.3, range: 59-98 mins). Demographic data are summarized in Table I.


        
          Table I Summary of demographic data.


          
            
              
                	Item

                	Result
              

            

            
              
                	Patient demographics

                Age, years (mean (SD))

                BMI (mean, (SD))

                Female, n/N1 (%)

                Male, n/N (%)

                	

                64.3 (11.3)

                31.5 (7.2)

                11/22 (50)

                11/22 (50)
              


              
                	Surgery type, n/N (%)

                Primary

                Revision

                Surgery location, n/N (%)

                Left

                Right

                	

                24/25 (96)

                1/25 (4)

                

                11/25 (44)

                14/25 (56)
              


              
                	Indication, n/N2 (%)

                Osteoarthritis

                Avascular necrosis

                Post-traumatic arthritis

                	

                21/23 (91)

                1/23 (4.5)

                1/23 (4.5)
              


              
                	Procedural time, minutes (mean, SD)

                	76.2 (12.3)
              

            
          


          


        


        There was strong inter-rater agreement regarding leg length measurements calculated from radiographs (ICC: 0.83).

      


      
        Leg Length Measurement


        The mean difference between radiographic measurement and smart tool assessment of leg length was 1.3 mm [95% CI: -0.1 to 2.7]. A strong positive correlation was noted between leg length measurements calculated intraoperatively with the smart tool and radiographically (r=0.76) (Fig. 2A). There was no statistically significant difference between the mean leg length measurements as determined by radiographic and smart tool measurements (radiograph: 6.4 mm [4.3, 8.5] vs. smart tool: 7.7 mm [5.8, 9.6], p=0.41). The smart tool leg length measurement was within 5 mm of the radiographic measurement in 22/25 (88%) cases and within 10 mm of the radiographic measurement in 25/25 (100%) of cases.


        [image: ]
Fig. (2)

        Correlation between leg length differential measured intraoperatively by the Intellijoint HIP smart tool versus pre- and post-operative radiographs. With the entire cohort included in the analysis, there was a strong correlation (r=0.76) between radiographic and smart tool measurements (A). A sensitivity analysis excluding patients who were part of the surgeons’ training demonstrated a slightly improved correlation (r=0.82) (B).

        Placement of the pelvic platform varied within the cohort, due to the learning curve associated with the surgeons’ use of the smart tool. The initial 12 cases were performed with the platform fixed to the supra-acetabular region; the subsequent 13 were performed with the platform attached to the iliac crest. A post-hoc sensitivity analysis indicated that with the platform fixed to the iliac crest, the mean difference between the smart tool measurements and the radiographic measurements decreased to 0.6 mm (-0.6, 1.9) and the correlation between measurements improved to 0.82 (Fig. 2B). With the pelvic platform fixed to the iliac crest, 100% (13/13) of leg length differences were less than 5 mm.


        A Bland-Altman analysis of the radiographic and smart tool methods of measuring leg length demonstrated excellent agreement. When all 25 eligible patients were included in the analysis, 96% (24/25) of measurements fell within the statistical limits of acceptability, while 84% (21/25) of measurements fell within the clinically acceptable range of ±5 mm (Fig. 3A). In patients where the pelvic platform was attached to the iliac crest, 100% (13/13) of measurements fell within both the statistical and clinical limits of acceptability (Fig. 3B).


        [image: ]
Fig. (3)

        Bland-Altman plots demonstrating the agreement between the radiographic (RAD) and smart tool (IJH) methods of leg length measurement. With all eligible patients included, 96% (24/25) of measurements fell within the statistical limit for strong agreement and 84% (21/25) fell within the limits of clinical relevance (A). Excluding those patients from the surgeons’ training period, 100% (13/13) of patients fell within both the statistical and clinically relevant limits (B). Dotted line: upper and lower statistical limits; dashed line: upper and lower clinical limit; solid line: mean leg length discrepancy difference.
      

    


    
      DISCUSSION


      Leg length discrepancies following total hip arthroplasty can have significant consequences, substantially impacting patient quality of life and increasing the risk of medical malpractice litigation. Current intraoperative methods of monitoring leg length changes rely on either manual techniques such as tissue tensioning or mechanical outriggers, or advanced surgical navigation systems that, while accurate, are both expensive and cumbersome. The Intellijoint HIP smart tool is an intraoperative guidance tool providing accurate and precise measurements of leg length that was recently evaluated in a cohort of 25 patients undergoing total hip arthroplasty. The smart tool successfully provided accurate intraoperative measurements with no device-related or procedure-related adverse events reported.


      The gait alterations associated with LLD following THA result in compensatory changes in hip geometry and altered gait biomechanics [38], leading to low back pain [8] and potential neurological deficits [9-11], among other consequences. Current manual methods of managing LLD intraoperatively are based on landmarking and crude measurements, and are susceptible to slight variations in patient position during surgery [18]. Femoral abduction as minor as 5 degrees has been noted to induce leg length errors of up to 8 mm [19]. Additionally, a recent study found that 74% of THA patients with a LLD of greater than 5 mm perceived that difference post-operatively, with the majority of those patients reporting significantly worse pain and Oxford scores, as compared with patients who were unaware of a LLD and/or those with a LLD less than 5 mm [39].


      Pre-operative planning offers an opportunity for careful measurement prior to entering the surgical suite; however, intraoperative measurement remains the preferred method of managing leg length. Even crude intraoperative measurements have been shown to be more successful than pre-operative planning at minimizing LLDs, with one recent study observing that simple ruler measurement of leg length intraoperatively was associated with a smaller LLD (2±2 mm) than pre-operative planning (7±4 mm) [40]. Computer-assisted navigation, while providing improved intraoperative accuracy, requires multiple landmarking steps and significant pre-operative planning. The resulting increase in procedural time [23], pre-operative planning time and the cumbersome nature of navigation have limited its use to only 1-3% of orthopaedic procedures [30, 31].


      The limit for acceptable leg length discrepancy following THA has been suggested at 10 mm [41-43], although differences of 5 mm represent better accuracy and are generally targeted by surgeons [18, 38]. The smart tool utilized in this study provided accurate data regarding pre and post-operative leg length, measuring leg length to within 5 mm of radiographic values in 88% of patients. Importantly these findings were achieved with a device that is no more intrusive or disruptive to the surgical workflow than any of the manual methods traditionally utilized. Indeed, in our study, the average procedure time was 76 minutes, which compares favourably with procedures utilizing mechanical measurement techniques, which range in duration from 73 [23, 44] to 104 minutes [45]. Conversely, computer-assisted navigation is associated with significant increases in procedural time, reported between 12 [46, 47] and 23 added minutes [23, 44, 45, 48].


      Increased surgical time is associated with increased cost, and navigation systems are known to increase procedural costs, due to both the capital costs associated with the systems [26-28] and the per-procedure costs [27, 29]. At a cost of between $500-995 USD per case, and with no initial capital costs, the smart tool offers accuracy rivalling that of navigation systems at a substantially lower cost. The combined improvement in procedural time-add and the lower costs associated with the Intellijoint system suggest that it is a cost-effective option for THA. Robust cost-effectiveness studies are necessary to evaluate the potential cost savings associated with this system.

    


    
      LIMITATIONS


      This study has limitations. The retrospective nature of the study design and the lack of a control group decrease the veracity with which the conclusions can be extrapolated. The retrospective nature of the study also necessitated the use of standard radiographs to measure leg length. As such, no study-specific radiographic protocol was utilized. Also, pelvic radiographs, due to their 2-dimensional nature, are known to be susceptible to errors due to pelvic orientation, magnification, femoral abduction and femoral rotation [19, 49, 50]. Additionally, the pre-operative radiographs did not utilize a scaling object in the image. As a result, observers were required to assume that both pre and post-operative radiographs were to the same scale. These difficulties notwithstanding, AP radiographs are part of the standard of care for THA, as is their use for measurement of leg length and offset. The results of this study therefore mirror those of other studies in this field. To minimize the artifact associated with radiographs, future prospective studies will utilize strict radiographic protocols and pre and post-surgical scaling objects to minimize such errors.

    


    
      CONCLUSION


      The Intellijoint HIP smart tool accurately measured leg length intraoperatively, without significantly altering surgical workflow, increasing procedure time or requiring large capital investments prior to its use. This novel technology represents a safe and effective method of providing real-time data to surgeons and minimizing the effects of leg length discrepancies following total hip arthroplasty. Future studies will compare the smart tool prospectively to current intraoperative methods and will include robust investigations into the cost-effectiveness of the smart tool, in comparison to current manual and navigation methods.

    

  


  
    
      LIST OF ABBREVIATIONS


      
        
          	

          	
        


        
          	ΔLL

          	 = change in leg length
        


        
          	ANOVA

          	 = analysis of variance
        


        
          	AP

          	 = anterior-posterior
        


        
          	BMI

          	 = body mass index
        


        
          	CI

          	 = confidence interval
        


        
          	ICC

          	 = intraclass correlation
        


        
          	IJH

          	 = Intellijoint HIP
        


        
          	LLD

          	 = leg length discrepancy
        


        
          	OR

          	 = operating room
        


        
          	RAD

          	 = radiographic measurement
        


        
          	SD

          	 = standard deviation
        


        
          	THA

          	 = total hip arthroplasty
        


        
          	USD

          	 = United States dollar
        

      

    


    
      DISCLOSURES


      Drs. Grosso and Snider are paid consultants for Intellijoint Surgical. Dr. Grosso is an investor in Intellijoint Surgical. Dr. Muir is an employee of Intellijoint Surgical.

    


    
      CONFLICT OF INTEREST


      The authors confirm that this article content has no conflict of interest.

    


    ACKNOWLEDGEMENTS


    Declared none.


    REFERENCE


    
      
        	

        	
      


      
        	[1]

        	Wylde V., Whitehouse S.L., Taylor A.H., Pattison G.T., Bannister G.C., Blom A.W.. Prevalence and functional impact of patient-perceived leg length discrepancy after hip replacement., Int. Orthop.. 2009; 33(4): 905-909.

        [CrossRef] [PubMed]
      


      
        	[2]

        	Ranawat C.S., Rodriguez J.A.. Functional leg-length inequality following total hip arthroplasty., J. Arthroplasty. 1997; 12(4): 359-364.

        [CrossRef] [PubMed]
      


      
        	[3]

        	Sathappan S.S., Ginat D., Patel V., Walsh M., Jaffe W.L., Di Cesare P.E.. Effect of anesthesia type on limb length discrepancy after total hip arthroplasty., J. Arthroplasty. 2008; 23(2): 203-209.

        [CrossRef] [PubMed]
      


      
        	[4]

        	Tanaka R., Shigematsu M., Motooka T., Mawatari M., Hotokebuchi T.. Factors influencing the improvement of gait ability after total hip arthroplasty., J. Arthroplasty. 2010; 25(6): 982-985.

        [CrossRef] [PubMed]
      


      
        	[5]

        	Robb C., Harris R., O’Dwyer K., Aslam N.. Radiographic assessment of biomechanical parameters following hip resurfacing and cemented total hip arthroplasty., Hip Int.. 2009; 19(3): 251-256.

        [PubMed]
      


      
        	[6]

        	Foucher KC, Hurwitz DE, Wimmer MA. Relative importance of gait vs. joint positioning on hip contact forces after total hip replacement., J. Ortho Res. 2009; 27(12): 1576-82.

      


      
        	[7]

        	Rösler J., Perka C.. The effect of anatomical positional relationships on kinetic parameters after total hip replacement., Int. Orthop.. 2000; 24(1): 23-27.

        [CrossRef] [PubMed]
      


      
        	[8]

        	Mihalko WM, Phillips MJ, Krackow KA. Acute sciatic and femoral neuritis following total hip arthroplasty. A case report., J Bone Joint Surg Am. 2001; 83(4): 589-92.

      


      
        	[9]

        	Butt A.J., McCarthy T., Kelly I.P., Glynn T., McCoy G.. Sciatic nerve palsy secondary to postoperative haematoma in primary total hip replacement., J. Bone Joint Surg. Br.. 2005; 87(11): 1465-1467.

        [CrossRef] [PubMed]
      


      
        	[10]

        	Mason W.T., Burgess B.. M., Villar, R.N. A little too close to the bone?: risk of sciatic nerve palsy after total hip replacement., Hip Int.. 2000; 10: 166-169.

      


      
        	[11]

        	Katsimihas M., Hutchinson J., Heath P., Smith E., Travlos J.. Delayed transient sciatic nerve palsy after total hip replacement., J. Arthroplasty. 2002; 17: 203-207.

        [CrossRef]
      


      
        	[12]

        	Ranawat C.S.. The pants too short, the leg too long!, Orthopedics. 1999; 22(9): 845-846.

        [PubMed]
      


      
        	[13]

        	Danner D., Turner R.H.. , ; Medical Malpractice in Revision Hip Surgery.. In: Bono JV, McCarthy J.C., Thornhill T.S., Bierbaum B.E., Turner R.H., editors. Revision total Hip Arthroplasty. New York: Springer; 1999.
      


      
        	[14]

        	Upadhyay A., York S., Macaulay W., McGrory B., Robbennolt J., Bal B.S.. Medical malpractice in hip and knee arthroplasty., J. Arthroplasty. 2007; 22(6) Suppl. 2: 2-7.

        [CrossRef] [PubMed]
      


      
        	[15]

        	Crowe J.F., Sculco T.P., Kahn B.. Revision total hip arthroplasty: hospital cost and reimbursement analysis., Clin. Orthop. Relat. Res.. 2003; (413): 175-182.

        [CrossRef] [PubMed]
      


      
        	[16]

        	Vanhegan I.S., Malik A.K., Jayakumar P., Ul Islam S., Haddad F.S.. A financial analysis of revision hip arthroplasty: the economic burden in relation to the national tariff., J. Bone Joint Surg. Br.. 2012; 94(5): 619-623.

        [CrossRef] [PubMed]
      


      
        	[17]

        	Desai A.S., Dramis A., Board T.N.. Leg length discrepancy after total hip arthroplasty: a review of literature., Curr. Rev. Musculoskelet. Med.. 2013; 6(4): 336-341.

        [CrossRef] [PubMed]
      


      
        	[18]

        	Kurtz W.B.. In situ leg length measurement technique in hip arthroplasty., J. Arthroplasty. 2012; 27(1): 66-73.

        [CrossRef] [PubMed]
      


      
        	[19]

        	Sarin V.K., Pratt W.R., Bradley G.W.. Accurate femur repositioning is critical during intraoperative total hip arthroplasty length and offset assessment., J. Arthroplasty. 2005; 20(7): 887-891.

        [CrossRef] [PubMed]
      


      
        	[20]

        	Mezger U, Jendrewski C, Bartels M.. Langenbeck's archives of surgery / Deutsche Gesellschaft fur Chirurgie., Navig Surg. 2013; 398(4): 501-14.

        [CrossRef]
      


      
        	[21]

        	Goradia V.K.. Computer-assisted and robotic surgery in orthopedics: where we are in 2014., Sports Med. Arthrosc. Rev.. 2014; 22(4): 202-205.

        [CrossRef] [PubMed]
      


      
        	[22]

        	Mavrogenis A.F., Savvidou O.D., Mimidis G., Papanastasiou J., Koulalis D., Demertzis N., Papagelopoulos P.J.. Computer-assisted navigation in orthopedic surgery., Orthopedics. 2013; 36(8): 631-642.

        [CrossRef] [PubMed]
      


      
        	[23]

        	Manzotti A., Cerveri P., De Momi E., Pullen C., Confalonieri N.. Does computer-assisted surgery benefit leg length restoration in total hip replacement? Navigation versus conventional freehand., Int. Orthop.. 2011; 35(1): 19-24.

        [CrossRef] [PubMed]
      


      
        	[24]

        	Loughead J.M., McCalden R.W.. , ; The Role of Computer Navigation in Total Hip Arthroplasty.. Bhandari M., editor. Hoboken, N.J.: BMJ Publishing Group; 2012.
      


      
        	[25]

        	Bae D.K., Song S.J.. Computer assisted navigation in knee arthroplasty., Clin. Orthop. Surg.. 2011; 3(4): 259-267.

        [CrossRef] [PubMed]
      


      
        	[26]

        	Dong H., Buxton M.. Early assessment of the likely cost-effectiveness of a new technology: A Markov model with probabilistic sensitivity analysis of computer-assisted total knee replacement., Int. J. Technol. Assess. Health Care. 2006; 22(2): 191-202.

        [CrossRef] [PubMed]
      


      
        	[27]

        	Desai A.S., Dramis A., Kendoff D., Board T.N.. Critical review of the current practice for computer-assisted navigation in total knee replacement surgery: cost-effectiveness and clinical outcome., Curr. Rev. Musculoskelet. Med.. 2011; 4(1): 11-15.

        [CrossRef] [PubMed]
      


      
        	[28]

        	Slover J.D., Tosteson A.N., Bozic K.J., Rubash H.E., Malchau H.. Impact of hospital volume on the economic value of computer navigation for total knee replacement., J. Bone Joint Surg. Am.. 2008; 90(7): 1492-1500.

        [CrossRef] [PubMed]
      


      
        	[29]

        	Novak E.J., Silverstein M.D., Bozic K.J.. The cost-effectiveness of computer-assisted navigation in total knee arthroplasty., J. Bone Joint Surg. Am.. 2007; 89(11): 2389-2397.

        [CrossRef] [PubMed]
      


      
        	[30]

        	Jassim S.S., Benjamin-Laing H., Douglas S.L., Haddad F.S.. Robotic and navigation systems in orthopaedic surgery: how much do our patients understand?, Clin. Orthop. Surg.. 2014; 6(4): 462-467.

        [CrossRef] [PubMed]
      


      
        	[31]

        	Hampstead H.. , . National Joint Registry; c2008-2014Available from: http://www.njrcentre.org.uk.
      


      
        	[32]

        	Meermans G., Malik A., Witt J., Haddad F.. Preoperative radiographic assessment of limb-length discrepancy in total hip arthroplasty., Clin. Orthop. Relat. Res.. 2011; 469(6): 1677-1682.

        [CrossRef] [PubMed]
      


      
        	[33]

        	Landis J.R., Koch G.G.. The measurement of observer agreement for categorical data., Biometrics. 1977; 33(1): 159-174.

        [CrossRef] [PubMed]
      


      
        	[34]

        	Altman D.G., Bland J.. M. Meaurement in medicine: the analysis of method comparison studies., Statistician. 1983; 32: 307-317.

        [CrossRef]
      


      
        	[35]

        	Bland J.M., Altman D.G.. Statistical methods for assessing agreement between two methods of clinical measurement., Lancet. 1986; 1(8476): 307-310.

        [CrossRef] [PubMed]
      


      
        	[36]

        	Giavarina D.. Understanding bland altman analysis., Biochem Med (Zagreb). 2015; 25(2): 141-151.

        [CrossRef] [PubMed]
      


      
        	[37]

        	Ogawa K., Kabata T., Maeda T., Kajino Y., Tsuchiya H.. Accurate leg length measurement in total hip arthroplasty: a comparison of computer navigation and a simple manual measurement device., Clin. Orthop. Surg.. 2014; 6(2): 153-158.

        [CrossRef] [PubMed]
      


      
        	[38]

        	Tsai T.Y., Li J.S., Dimitriou D., Kwon Y.M.. Does component alignment affect gait symmetry in unilateral total hip arthroplasty patients?, Clin. Biomech. (Bristol, Avon). 2015; 30(8): 802-807.

        [CrossRef] [PubMed]
      


      
        	[39]

        	Sykes A, Hill J, Orr J, Humphreys P, Rooney A, Morrow E, Beverland D.. Patients' perception of leg length discrepancy post total hip arthroplasty., Hip Int. 2015; 25(5): 452-456.

      


      
        	[40]

        	Matsuda K., Nakamura S., Matsushita T.. A simple method to minimize limb-length discrepancy after hip arthroplasty., Acta Orthop.. 2006; 77(3): 375-379.

        [CrossRef] [PubMed]
      


      
        	[41]

        	Maloney W.J., Keeney J.A.. Leg length discrepancy after total hip arthroplasty., J. Arthroplasty. 2004; 19(4) Suppl. 1: 108-110.

        [CrossRef] [PubMed]
      


      
        	[42]

        	Woolson S.T., Hartford J.M., Sawyer A.. Results of a method of leg-length equalization for patients undergoing primary total hip replacement., J. Arthroplasty. 1999; 14(2): 159-164.

        [CrossRef] [PubMed]
      


      
        	[43]

        	Della Valle C.J., Di Cesare P.E.. Complications of total hip arthroplasty: neurovascular injury, leg-length discrepancy, and instability., Bull Hosp Jt Dis. 2001; 60(3): 134-42.

      


      
        	[44]

        	Lass R., Kubista B., Olischar B., Frantal S., Windhager R., Giurea A.. Total hip arthroplasty using imageless computer-assisted hip navigation: a prospective randomized study., J. Arthroplasty. 2014; 29(4): 786-791.

        [CrossRef] [PubMed]
      


      
        	[45]

        	Kalteis T., Handel M., Bäthis H., Perlick L., Tingart M., Grifka J.. Imageless navigation for insertion of the acetabular component in total hip arthroplasty: is it as accurate as CT-based navigation?, J. Bone Joint Surg. Br.. 2006; 88(2): 163-167.

        [CrossRef] [PubMed]
      


      
        	[46]

        	Parratte S., Argenson J.N.. Validation and usefulness of a computer-assisted cup-positioning system in total hip arthroplasty. A prospective, randomized, controlled study., J. Bone Joint Surg. Am.. 2007; 89(3): 494-499.

        [CrossRef] [PubMed]
      


      
        	[47]

        	Parratte S., Argenson J.N., Flecher X., Aubaniac J.M.. Computer-assisted surgery for acetabular cup positioning in total hip arthroplasty: comparative prospective randomized study., Rev. Chir. Orthop Repar. Appar. Mot.. 2007; 93(3): 238-246.

        [CrossRef]
      


      
        	[48]

        	Sendtner E., Schuster T., Wörner M., Kalteis T., Grifka J., Renkawitz T.. Accuracy of acetabular cup placement in computer-assisted, minimally-invasive THR in a lateral decubitus position., Int. Orthop.. 2011; 35(6): 809-815.

        [CrossRef] [PubMed]
      


      
        	[49]

        	Kjellberg M., Al-Amiry B., Englund E., Sjödén G.O., Sayed-Noor A.S.. Measurement of leg length discrepancy after total hip arthroplasty. The reliability of a plain radiographic method compared to CT-scanogram., Skeletal Radiol.. 2012; 41(2): 187-191.

        [CrossRef] [PubMed]
      


      
        	[50]

        	Nam D., Sculco P.K., Abdel M.P., Alexiades M.M., Figgie M.P., Mayman D.J.. Leg-length inequalities following THA based on surgical technique., Orthopedics. 2013; 36(4): e395-e400.

        [CrossRef] [PubMed]
      

    

  


  

OEBPS/Images/TOORTHJ-10-490_F2.jpg
Radiopraphic ALL (nm)

[

8

5

Wwo w0
Radiographic aLL ()

=0

£





OEBPS/Images/TOORTHJ-10-490_F1.jpg





OEBPS/Images/TOORTHJ-10-490_F3.jpg
Difernce (RADLH) ()

Difronco (RADLH) ()

M

S0 w0 10
Averoge (RAD, ) (o)






OEBPS/Images/toorthj.jpg
ISSN: 1874-3250

The Open
Orthopedics
Journal

A Smart Tool for Intraoperative Leg Length
Targeting in Total Hip Arthroplasty:
A Retrospective Cohort Study

VIEW ARTICLES ON
PUBMED CENTRAL

BENTHAM OPEN






