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NAVIGATION DE LA ROTATION DU FEMUR
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2. WHICHRESULTS DO WE EXPECT?

WHICH IAAN GIVE FORTHE CONTROL OF FEMORAL

ROTATION

STOCK ): the use of a navigation system provides improved
alignm , and can help to avoid femoral malrotation
and err ignment

CHAUHA : Post-operative CT showed a significant
improvement in the alignment of the components using
computer-assisted surgery in regard to femoral varus/valgus (p =
0.032), femoral rotation (p = 0.001),

MICHAUT (2008) : La rotation adaptée sous navigation sur la base
d'un scanner preoperatoire constitue une avancee par rapporta la
rotation ancillaire standardisée.

LUTZNER(2008): No notable differences were found between
computer-assisted navigation and conventional implantation
techniques as regards the rotational alignment of the femoral or
tibial components. the deviation from the transepicondylar axis
was relatively low.
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3. WHICHRESULTS DO WE GET?

-5.84+6.01 90.62+2.58 85.32+3.62

-0.87+2.79 90.35+1.84 88.59+2.03

= <0.001 <0.001




WHICH RESULTS DO WE GET?
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2.47 £1.69

2.59 + 1.79
<0.001




WHIGHIRESULTS DO WE GET?
CT

PRE 7.38+9.8 1.51+ 6.7

POST 8.18+8.41  1.52+4.48

P < 0.001 < 0.001

PCA: posterior condylar angle
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VHIGHIRESULTS DO WE GET?
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EPICONDYLAR AXIS: IMPRECISE
STIEHL J ARTHROPL 1995
KATZ J ARTHROPL 2001
ECKHOFF JBJS 2003
WAI HUNG J ARTHROPL 2009




Three-dimensional knee model constructed from the Visible Human database
with epicondylar (blue) and cylindrical (yellow) axes ECKHOFF JBJS VOLUME 85-A - SUPPLEMENT 4 - 2003



WHICH MARKS ?

OTHER MARKS:

* ANTERO POSTERIOR AXIS: DIFFICULT
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FA=111°

H=65°
BOTTOM VIEW

A : Anteversion = 15° A : Anteversion - helitorsion =-50°

H : Helitorsion = 65° FA : Foot Axis = 111°




Anteversion:
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