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Abstract 
 

Ankle joint replacement has been performed in Europe since the 1970’s. 

Implants have been available in the United States since October of 1998. 

There are currently three FDA approved TAR implants: the Agility,the 

InBone, and the Salto-Talaris.                                                                                                         

    For an artificial joint to be successful, it must be able to withstand the 

pressures associated with weight-bearing and motion. Implants that are 

well-designed and properly implanted have a high success rate of 92 - 95 

percent. Today almost everyone knows someone who has had a hip or knee 

replaced. Major advancements have taken place over the years to make 

them last longer with fewer complications. The same is true for the ankle 

joint replacement.                      

  Before ankle joint replacement was available, the only options for treating 

a painful ankle included anti-inflammatory medications, pain pills, braces, 

physical therapy, fusion or even amputation. All these options have 

significant drawbacks.   

Key Words :   ankle region - Ankle Arthroplasty . 
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Introduction 

    Ankle joint replacement has been performed in Europe since the 1970’s. 

Implants have been available in the United States since October of 1998. 

There are currently three FDA approved TAR implants: the Agility,the 

InBone, and the Salto-Talaris.                                                                                                         

    For an artificial joint to be successful, it must be able to withstand the 

pressures associated with weight-bearing and motion. Implants that are 

well-designed and properly implanted have a high success rate of 92 - 95 

percent. Today almost everyone knows someone who has had a hip or knee 

replaced. Major advancements have taken place over the years to make 

them last longer with fewer complications. The same is true for the ankle 

joint replacement.                      

  Before ankle joint replacement was available, the only options for treating 

a painful ankle included anti-inflammatory medications, pain pills, braces, 

physical therapy, fusion or even amputation. All these options have 

significant drawbacks.                                                              

   Ankle joint  is made up of three bones: the tibia, the fibula and the talus. 

The ankle joint acts like a hinge that allows the foot to dorsiflex (point the 

foot up) and plantarflex (point the foot down), Ligaments (strong fibrous 



bands of tissue that connect two bones) are located on each side of the 

ankle joint to create stability in the joint. Tendons (strong fibrous structures 

that connect muscle to bone) are located throughout the foot to allow for 

motion in the other parts of the foot such as the movement of the toes. 

  Arthritis is a joint condition of damaged cartilage or bone which causes 

the bones to grind on each other with movement, thus causing pain and 

inflammation. 

  The most common types of arthritis affecting the ankle joint are 

osteoarthritis (degenerative),rheumatoid arthritis (inflammatory), and post-

traumatic arthritis. 

   Total ankle replacement is indicated in primary or revision surgery for 

patients with ankle joints damaged by severe rheumatoid, post-traumatic, 

or degenerative arthritis. 

  Total ankle arthroplasty is intended to give a patient improved mobility by 

reducing pain, restoring alignment and replacing  the flexion and 

extension movement in the ankle joint. 

  The advantage of replacing the ankle using a prosthesis is preservation of 

movement and function. This may also result in improvements in gait 

including reduction of limp, and protection of other joints.  



   TAR  Absolutely contraindicated in acute and chronic foot infections, an 

insensate foot, Charcot’s arthropathy, avascular necrosis of the talus, 

inadequate leg foot musculature, paralysis and severe tibiotalar malposition 

and lower limb deformities. 

   Relative contraindecations  include younger age, heavy physical work, 

high body mass index, diabetes and smoking. significant bone loss, poor 

skin condition, unstable joint, bone immaturity, allergies to metal, 

pregnancy.  

   The ideal candidate for total ankle arthroplasty (TAA) is a reasonably 

mobile middle-to-old-aged patient, with normal or low body mass index, 

good bone stock and minimal deformities, with multiple joint arthritis (e.g. 

rheumatoid arthritis), without neurovascular impairment of the lower leg.  

  The major complications associated with failure of ankle arthroplasty are 

infections and loosening of the components.  

    The first implant designs had two different parts. One part was inserted 

into the tibia (shin bone) and the other fit into the talus (ankle bone). While 

it did allow for some up and down motion, it did restrict side-to-side and 

rotation motions, which was less than adequate in recreating normal ankle 

motion. The implants were also fixed into place with special bone cement. 


