Takedown of Painful Ankle Arthrodesis to Total Ankle Arthroplasty: A Case Series of 77 Patients Sosser gy,
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Statement of Purpose Literature Review Figures 1A-D - Ankle fusion takedown demonstrating creation of joint and gutters Results Analysis and Discussion
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T_he purpose qf _thls study was to report the Ankle arthrodesis  is a dependabh @eventy-seven pat_ients had conversion h Although ankle arthrodesis is the gold standard
radiographic, clinical, and functional outcomes procedure for end stage arthritis and has an ankle arthrodesis to ankle arthroplasty at in treatment for painful ankle osteoarthritis, there
of takedown of painful ankle arthrodesis to total long been the gold standard.12 There are an average of 8.6 years after primary ankle are complications including nonunion, malunion,

ankle arthroplasty, and to outline the specific inherent sequelae associated with this arthrodesis. The patient characteristics are adjacent joint arthritis, and gait compensation
_ pitfalls for this challenging issue. ) procedure including impaired  gait, isted in Table 1. The average BMI at the that can lead to decreased function and
adjacent joint arthritis, limitation in activity, “hme 0{ s_utrgery was 30 t(2d0'51)-TSglr9'Cgl increased pain, necessitating the consideration

- in 1-5 characteristics are reported in Table 2. ¢ additional ical opti includi o
MethOdOIO & Procedures and chronic foot and ankle pain _ of additional surgical options, including revision
Jy Nonunion rates have ranged from - AOFAS scores increased from 33 (8-58) arthrodesis, below knee amputation, or total
40%.°  Previously, there have been preoperatively 0 75 (16-100) ankle arthroplasty (3-7). There are four studies

: : : : s - - - - postoperatively. The BP score increased : : :
A retrospective analysis of consecutive patients limited options in treating a painful ankle with a total of 92 patients which evaluate the
who underwent a conversion of a painful ankle arthrodesis, including revision from 47 (27-55) to 80 (48-94). The VAS complications, functional outcomes, and range
arthrodesis to a total ankle arthroplasty from 2003 arthrodesis, realignment osteotomies, decreased from 8 (6-10) to 3 (2-9). of motion of the patients that underwent a
to 2016 was performed. The patients’ gender, pantalar arthrodesis, and even below- Radiographic angly5|s_ 's provided in Table 3. conversion TAA after developing a painful ankle
comorbidities, age at the time of implantation, BMI knee ampUtation.B_S Over the last few (F;ange Oft 6m0t|0nk Incretased t.frOT ]2_82? arthrodesis. The primary goa| of a conversion of
at time of surgery, and years since fusion were years, the conversion of ankle arthrodesis dgg:zzs aa}ter ZVZfer?] SntEOS (IJDIOet_ranl;/e to m. a painful ankle arthrodesis to a total ankle
recorded. Operative reports were evaluated for to ankle arthroplasty has become a more areglistes 4 in Table 40 Corsnlplicztli?)nsoaureul)istgg arthroplasty is to regain motion and decrease
additional procedures performed prior to the realistic option to relieve pain and restore . ' - -

_ _ _ _ in Table 5. There were 42 total pain (7). The results from this study show there

takedown of the ankle arthrodesis, procedures some function, while reducin e . . . : - - - - -
erformed with the takedown of I[:he ankle progression of adjacent joint arthritis 3'g5 complications including 9 (12%) Implant " decre_ase n paim _and an nereass fgnctlon
P hrodes 4 ot ¢ A _ To date. the literat Ging thi failures, leading to an implant survival rate of with an implant survival rate of 88%, which are
ar rol_ esi!s, and imp an” ype. Any postpperatlvg 0 lae, e lleraire rlggir Ollng '3 88%. When looking at complications that similar to prior studies. Talar subsidence and
Cgrsntg IZ?a:E\r/E AgSFAgveVASasangrleBOPpes?glr\ées wag;e ga?oprfxassgzrgﬁlry foulrsstu dlirgé efo; q ti?al may be related to the failure of the implant, deep infection show a significant correlation with
rpecorcljjed Sotiomte weare tollomed for . rmmu of oo Toatients 3_5}'7 oAl four stadies there was 1 (1%) deep infection (p=0.0057) need for revision surgery. Special care should be
L . . . ' . . ! and 5 (6%) cases of talar subsidence used to control infection risks as well as prepare
\I/Dvei htpbearin I[i)n a o’stzrior splint until zutu(r)es- i | most viined anc!llary procedure followed the largest patient population to date, the
Werge removedgat 10-1|EA)r days Atrt)hat time, a short- \ / Q/subtalarjomtfusmn. / information  collected from the current study
leg non-weight bearing CZ.S.'[ was placec,l on the A | , contributes to this limited body of literature,
operative extremity. At 6 weeks, patients were Increajes thed %%pr?C'?;'On c(I)f th's gi Comfptlre]x
laced into a removable boot and allowed to Table 1 - Demographics Table 2 - Characteristics Table 3 — Radiographic Analysis Table 5 — Postoperative Complications procedure, and adds 1o the understanding ot the
P sl e / D D functional and radiographic changes followin
weight bear as tolerated with initiation of physical grap 9 9

. N (% Characteristic N (% - - Complications N (% Contributing to | P value ' '
« Radiographic analysis was performed on the — Side of D D
1 0.86

day of surgery and at 1.5, 3, 6, 12, and 24 surgery Categ_ory Superficial infection 10 (12)
months. Female 42 (55) = oS AP alignment (°) 89.3 89.1 89.4 89.3 89.8 89.9 References

- Anterior-posterior and lateral alignment angles: Lateral 569 - 568 - 563 56 7 DEED IMEEIeT 1 (1) 1 Sl
intersection of the long axis of the tibia and a Male 35 (45) Left 39 (51) alignment (°) Impingement 7(9) 1 0.82 ﬁ Fuchs S, Sandmann C, Skwara A, Chylarecki C. Quality of life 20 yeam
line parallelinag the articular surface of the tibial reduirin after arthrodesis of the ankle: a study of adjacent joints. J Bone Joint Surgy
D J BMI 30 Years since 8.6 ROM (°) X 16.5 18.8 19.5 19.1 20.1 g qb d - t Br 85(7):994-8, 2003,
Component. fusion ' ' ' ' ' epriagemen 2. Coester LM, Saltzman CL, Leupold J. Long-term results following ankle
o : . . . . e arthrodesis for post-traumatic arthritis. J Bone Joint Surg Am 83(2):219-28,
Range of motion: maximum dorsiflexion and Comorbidities 2001.

plantarflexion was measured using fluoroscopy gttt SeiEe Intra-operative 8 (10) 1 0.94 3. Greisberg J, Assal M, Flueckiger G, Hasent ST Jr. Takedown of ankle

at 1.5, 3, 6, 12, 18, and 24 months post labetes 3(4) Agility 23 (30) Table 4 — Patient Outcomes fracture o o

operatively. Total range of motion was 4. Hintermann B, Barg A, Knupp M, Valderrabano V. Conversion of painful

: - - - ' Scoring System Preo tive M ' i kle arthrodesis to total ankle arthroplasty: J B Joint Surg A

calculated by subtraciing maximum dorsiexion | | O%6owss 47 sato 1409 eopareie o TR -cxicooeive 20 ol St o i Wi 3 S S 0
from maximum p|antarf|exion_ Rh ” 5 racture 5. Pellegrini MJ, Schiff AP, Adams SB Jr., et al. Conversion of tibiotalar

. . _ eumatol 5 (6) Star 26 (34) arthrodesis to total ankle arthroplasty. J Bone Joint Surg Am 97(24):2004-

* Ancillary procedures included: subtalar arthritis AOFAS 33 (8-58) 75 (16-100) S 5 (6) - " 13, 2015,

arthrodesis, syndesmotic fusion, gastrocnemius Infinity 3 (4) g ;'add?\;li ey T Marchand LS. Bar A Can ath e

. : : _ _ : . Preis M, Bailey T, Marchan , Barg A. Can a three-component prosthesis

recession, tendoachilles Iengthenlng, lateral Current tobacco 3 (4) BP AT (27-45) 80 (48-94) |mp|‘?r_‘t failure 9(12) - be used for conversion of pain ankle arthrodesis to total ankle replacement?

\ankle ligament stabilization. / use Inbone 11/14 VAS 8 (6-10) 3 (2-9) requiring surgery K Clin Orthop Relat Res 475(9):2283-94, 2017.
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