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Abstract: Femoral shaft fractures are one of the most common injuries in trauma patients. The gold
standard treatment consists of closed reduction and intramedullary nailing, providing a high fracture
healing rate and allowing early mobilization. However, rotational malalignment is a well-known
complication following this procedure, and excessive femoral anteversion or femoral retroversion can
trigger functional complaints. In order to achieve the ideal degree of femoral rotation, a 3D planning
and printing cutting guides procedure was developed to correct femoral malrotation. A patient
series with malalignment after a femoral diaphyseal fracture was operated on with the customized
guides and evaluated in this study. Computed tomography scans were performed to accurately
determine the number of degrees of malrotation, allowing the design of specific and personalized
surgical guides to correct these accurately. Once designed, they were produced by 3D printing.
After surgery with the customized guides to correct femoral malrotation, all patients presented a
normalized anteversion angle of the femur (average −10.3◦, range from −5◦ to −15◦), according to
their contralateral limb. These data suggest that the use of customized cutting guides for femoral
osteotomy is a safe and reproducible surgical technique that offers precise results when correcting
femoral malrotation.

Keywords: 3D printing; 3D technology; femoral osteotomy; femoral malrotation; femoral anteversion;
femoral shaft fractures

1. Introduction

Femoral shaft fractures (FSF) are one of the most common injuries in trauma patients,
with an incidence of between 10 and 21 per 100,000 people per year [1,2]. Their causes are
often related to high energy mechanisms such as traffic accidents and are commonly associ-
ated with multiple injuries, life-threatening complications, sequelae and limb deformities,
namely shortening and malrotation, if not treated appropriately [3].

The gold standard treatment for FSF consists of closed reduction and intramedullary
nailing. This technique provides a high fracture healing rate and allows early mobiliza-
tion [4,5]. However, a rotational malalignment is a well-known complication following
this procedure, and a difference in rotation greater than 15◦ compared with the healthy
side can be responsible for functional complaints [6,7]. This complication may occur in
28% of the patients [8], although other studies showed that the incidence of malrotation
after intramedullary nailing for femur fractures ranges from 19% to 56% [9–11]. Femoral
malrotation is calculated by measuring the femoral version, which is defined according to
the technique described by Jeanmart et al., determining the angle between a line tangential
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to the dorsal bony contours of the femoral condyles and a line drawn through the axis of
the femoral neck [12,13].

The average values of femoral anteversion range from 10◦ to 15◦, and exceeding these
values on both sides can lead to pathological conditions [14]. On the one hand, excessive
femoral anteversion can imply anterior knee pain and patellofemoral instability, anterior
hip pain and labral tears in patients with concomitant femoro-acetabular impingement,
posterior extra-articular hip impingement and ischiofemoral impingement. It is also a
frequent reason for an internally rotated gait, which can cause discomfort when walking,
with tripping, and difficulties with running and doing sports. On the other hand, a lack of
femoral anteversion (or femoral retroversion) can cause damage to the labrum and articular
cartilage of the hip and early osteoarthritis, and an externally rotated gait [7,15–26].

By means of derotation osteotomies, surgeons seek to resolve the malrotation resulting
from the initial surgery for FSF. However, achieving the ideal degree of femoral version
is difficult and challenging. One of the reasons is that current surgical techniques for
correcting malrotation are observer-dependent, based on measurements of intraoperative
clinical and radiological parameters [27–31].

Therefore, new techniques need to be developed to allow for more accurate correction.
In this regard, the use of custom 3D planning and printing cutting guides is a novel tool
in surgical interventions to correct femoral malrotation. Advances in 3D technology in
recent years have led to an exponential increase in its use in medicine, and especially in
orthopedic surgery [32–35].

3D printing is an additive manufacturing technique that allows us to transform a
digital model into a three-dimensional object. Three-dimensional models are obtained by
processing digital radiological studies of patients, such as computed tomography (CT)
scans, and when the virtual model has been obtained, it can be printed. Objects are built
layer by layer, using different technologies and materials depending on the final application
for which they are intended. 3D printing allows manufacturing by successively adding
material to the object, so as to create complex structures that could not be obtained with
other technologies [36].

CT scans can accurately determine the degree of malrotation, enabling the design of
a specific and personalized surgical guide. Its design and 3D printing according to the
surgical plan would improve the predictability of osteotomy procedures [37,38]. Another
option to solve this problem could be the use of navigated surgery, but, to our knowledge,
there are so far no publications on this technique.

In the present study, we describe in detail a new surgical technique based on the design
and 3D printing of customized cutting guides for femoral osteotomies with rotational
malalignment after a diaphyseal fracture, and the clinical outcomes in a case series.

2. Materials and Methods
2.1. Patients

Six patients with a medical history of closed FSF after a traffic accident are described
in Table 1. Five of them had undergone surgery at other centers, and were brought into our
clinic for a second opinion; the other patient did not have any previous surgery.

Table 1. Clinical and surgical data of the patients.

Patient 1 Patient 2 Patient 3 Patient 4 Patient 5 Patient 6

Age (years) 23 72 40 30 59 35
Sex Female Male Male Male Female Male
Side Left Left Left Right Right Left

Previous distal
femur deformity Internal rotation External rotation External rotation Internal rotation External rotation Internal rotation

Pre-angulation (◦) −60 40 43 −44 1 −24
Correction (◦) 45 50 50 33 15 19

Post-angulation (ª) −15 −10 −7 −11 −14 −5
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Clinical examination showed groin and/or knee pain, with an in-toe or out-toe gait.
On the initial telemetry all the patients presented signs of femoral malrotation, so a CT
scan was performed to calculate the degree of femoral torsion.

2.2. Design and 3D Printing

The CT images were treated with 3D reconstruction software (Mimics®, Materialise,
Belgium), obtaining a 3D composition of the femoral head, proximal metaphysis and
condyles of both lower extremities (Figure 1A). The rotational malalignment was accurately
measured by the software according to Jeanmart’s technique, as described above [12], and
compared with the contralateral limb (Figure 1B).

Figure 1. Calculation of correction degrees (Patient 3). A 3D composition of the femoral head, proximal metaphysis and
condyles of both lower extremities are obtained from CT images (A), and the rotational malalignment of both limbs is
evaluated (B). The degrees of malrotation are calculated by software according to Jeanmart’s technique (top, (C)), as well as
the degrees needed for correction (red) (bottom, (C)). Once the position of the distal femur is established before and after
(red) rotation correction (D), the guides are designed to correct the necessary number of degrees and to fit the patient’s
bone surface.

After quantifying the required degree of correction, preoperative planning was per-
formed (Figure 1C,D). A diaphyseal derotational osteotomy with intramedullary fixation
was considered for all the patients. A segmentation process was performed, in which
3D volume is generated from a CT scan, and custom surgical guides were made for the
correction of the femoral rotation.

The planning, design and manufacturing process is divided into different phases.
Initially, the desired anatomical area, in this case the femur, is segmented. The Mimics
Innovation Suite from Materialise is used for this purpose. Subsequently, using Nx Uni-
graphics from Siemens and Magics (Materialise, Materialise, Belgium; NX Unigraphics,
Munich, Germany), the surgery is planned and simulated. During this phase we compare
different strategies and results in order to obtain an optimal outcome.
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Once the correction is defined, customized guides are designed with Nx Unigraphics
and Magics. Depending on the bone deformity, these can be placed separated or joined
together as required to facilitate placement during the surgical procedure. After defining
the design, all components are manufactured in biocompatible ABS M30i with a Stratasys
F380mc printer and after undergoing a validated cleaning process, they are sent to the
hospital for sterilization by a Low Temperature Hydrogen Peroxide and Plasma sterilizer
(Matachana 130 HPO®) and subsequent surgical use.

2.3. Surgical Technique

The femoral diaphysis was exposed through a postero-lateral approach, between
the vastus lateralis and lateral intermuscular septum (Figure 2A). The two initial surgi-
cal guides were pinned to the bone surface with two monocortical Kisrchner wires and
two monocortical screws for each piece (Figure 2B). The 3D-printed guides adapted accu-
rately to osteophytes and fracture lips, ensuring perfect rotational positioning and precision
in placement.

Figure 2. Surgical technique (Patient 3). After exposing the femoral diaphysis through a postero-lateral approach (A), the
two initial surgical guides are pinned to the bone surface (B). Subsequently, the osteotomy is carried out by removing
all previous osteosynthesis material (C). The correction is performed with an external or internal rotation of the distal
femoral fragment and the third 3D- printed guide is used to connect the other two, providing the correct femoral rotation
degree (D). The degrees of rotation of the distal femoral fragment are defined by the alignment of the two guides (E). Once
the two guides are aligned and connected by the third piece, the distal fragment is already correctly rotated according
to the surgical planning (F). Finally, the osteotomy is completed by inserting the intramedullary nail and removing the
surgical guides.

The next step was to remove previous osteosynthesis material (T2 femoral nail,
Kuntscher nail or Russell-Taylor nail). After conducting a femur osteotomy through the
previous fracture site, correction of internal or external femoral torsion was performed with
an external or internal rotation of the distal femoral fragment, respectively (Figure 2C–E).
Then, the third 3D-printed guide was used to connect the other two, and provide the correct
femoral rotation degree (Figure 2D–F). Finally, a new T2 nail (Stryker) was introduced, with
both proximal and distal locking. As the screws in the guides were monocortical, it was
not necessary to remove the guides to place the new nail, which maintained the correction



J. Clin. Med. 2021, 10, 3366 5 of 9

and provided stability for the derotation femoral osteotomy. Once the nail was placed, the
surgical guides were removed, and correct positioning was checked under fluoroscopy.

In cases of fracture sequelae, it may be easier to apply the guides separately to better
adapt each part of the guide to the deformed relief of the bone. Furthermore, in cases of
idiopathic anteversion without fracture and in cases with poorly exuberant callus bone, the
different parts of the guide are first joined together and then separated before correcting
the rotation (Figure 3).

Figure 3. Surgical procedure. Guides are fixed separately in cases of fracture sequelae to correctly
adapt them to the relief of the bone (A) and then the rotation is performed until the wires are aligned
(B). In cases of idiopathic anteversion without fracture and in cases with poorly exuberant callus
bone, the guide is first fixed with the pieces joined together (C), and then separated (D) and rotated
until the alignment of the wires is achieved (E).

The success of the surgery is assessed both clinically and radiologically. Thus, X-
rays are employed to see the consolidation status of the osteotomy and, additionally,
teleradiography is performed to confirm the rotation. This rotation is then compared with
the initial one. As for the physical examination, the hip is explored for internal and external
rotation and to assess the symmetry between both hips (Figure 4).

Figure 4. Pre- and postoperative image study (Patient 3). Teleradiographs are conducted to observe
rotation before (A) and after surgery (B). It also indicates callus formation over time. The CT scan
also indicates whether the alignment of the femur is correct after surgery (C).
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3. Results

Results are shown in Table 1. A total of six derotation osteotomies were performed in
six patients: two female and four male. The average age was 43 years (range 23–72 years).
Three of the patients presented a femoral external rotation deformity (average +28◦, range
from +1◦ to +43◦), while the other three patients displayed an internal rotation deformity of
the femur (average −43◦, range from −24◦ to −60◦). After surgery, all patients presented
a normalized anteversion angle of the femur (average −10.3◦, range from −5◦ to −15◦),
with respect to their contralateral limb.

As explained before, the etiology was post-traumatic in all the patients, in each case
due to a traffic accident, and five of the six patients had previously undergone surgery. The
mean time elapsed from the first surgery to the surgery performed by our medical team was
179.2 months (range 10–600 months). Three of the patients had a T2 nail (Stryker) implanted
at the first operation, another patient had a Russell-Taylor nail (Smith & Nephew), while
the remaining patient had a Küntscher nail. No major complications had occurred in this
time (after first surgery), nor any deep or superficial infections.

4. Discussion

This study describes a new surgical technique to correct femoral malrotation using
custom 3D-printed cutting guides. In addition, we present a series of six patients who
consulted for femoral malalignment after an FSF, in which a femoral derotation osteotomy
was performed using the customized guides. The results suggest this is a safe process
with great precision to establish the proper rotation of the femur. Using 3D-printed guides
makes the surgery shorter and technically easier, with less radiation inside the operating
room. Furthermore, this procedure is inexpensive.

Customized osteotomy guides solve one of the major difficulties when correcting malro-
tations by providing a highly accurate calculation and correction of the degrees of malrotation.
Several methods of calculating intraoperative femoral rotation were published in the literature.
A work by Krettek et al. described simple and useful techniques used to analyze limb align-
ment after initial fixation of femoral and tibial fractures [39]. Jagernauth et al. used a protractor
to correct the femoral internal rotation after intramedullary nailing, performing a derotation
osteotomy leaving the previous nail in situ [40]. A method carried out by Espinoza et al.
set femoral rotation in acute fractures using the inherent anteversion of the intramedullary
nail [41]. Stambough et al. determined femoral anteversion measuring the trochanteric promi-
nence angle in adolescents with symptomatic excessive femoral anteversion [42]. Although
all these techniques offer a variety of possibilities for solving the proposed challenge, they
present some limitations, such as the requirement of a high dose of radiation in the operating
room, or the help of an experienced radiology technician to achieve the correct visualization
of the necessary projections. However, the major drawback of these techniques is that the
correction to be performed is observer-dependent and, therefore, it should be taken into
consideration that these techniques are somewhat susceptible to error.

On the other hand, the technique described in the present study calculates the degrees
to be corrected by means of virtual planning prior to surgery based on the patient’s
imaging studies, from which the guides are designed to accurately correct the degrees
of rotation as well as fitting the patient’s bone tissue with exactitude. Consequently, the
surgeon only needs to follow the indications provided by the custom 3D-printed guide,
thus avoiding a subjective estimation of the number of degrees to be corrected during the
surgical intervention, and the resulting error. This was confirmed by the fact that patients
who underwent this surgical technique achieved a normalized anteversion within the
recommended range (from −5◦ to −15◦).

The major disadvantage of this procedure is that it requires open surgery. As a
consequence, there is an increased risk of blood loss during the operation as well as a
possible risk of delay in the union or nonunion at the level of the osteotomy. This was
resolved by Buly et al. by performing 55 femoral derotation osteotomies in 43 patients
for version abnormalities using an intramedullary hand saw, with the advantage of not



J. Clin. Med. 2021, 10, 3366 7 of 9

requiring exposure of the osteotomy site [43]. Rotational control was achieved by placing
1/8-inch smooth Steinmann pins into the femur, proximal and distal to the osteotomy to
the desired amount of rotational correction. However, the angular correction was again
observer-dependent, controlled visually using flat, triangular guides from a blade plate
instrument set. Other authors also carried out rotational femoral osteotomies using an
intramedullary saw [44,45].

It should be noted that the positioning of the 3D-printed guides is a critical step in
this type of surgery [46]. Thus, the detailed and meticulous fabrication of the guides is
mandatory, as well as correct positioning in the bone, taking into account the fracture ends
and reference bone reliefs used in the design of the guides. Suboptimal intraoperative
guide positioning could lead to incomplete or excessive correction.

In the case of bilateral femur malrotation due to bilateral FSF, it is not possible to
compare with a healthy limb, and the desired femoral anteversion should be estimated
based on the mean values of the population.

In recent years, the techniques of designing and manufacturing surgical guides have
been improved, as well as the printing material. This is a modern and personalized tech-
nique, in constant evolution, in which different custom guides are manufactured for each
case. Its versatility makes it a promising alternative for other types of surgical intervention.
It might be a valid surgical treatment of acute fractures with severe comminution of the
fracture site, since only a CT scan of both lower extremities is needed, and the preparation
time of the guides is relatively short; around 5–6 h. It may even be an option for treatment
with osteosynthesis plates or external fixation, when needed, in other pathologies such as
hypophosphatemic osteomalacia, osteogenesis imperfecta, polyostotic fibrous dysplasia,
vitamin D-resistant hypophosphatemic rickets and other lower extremity bone deformities.

This study has several limitations, including the small sample size, and further studies
are needed to evaluate the technique more in greater depth. In addition, it presents the
usual shortcomings associated with retrospective studies of this kind.

5. Conclusions

The design and 3D printing of customized cutting guides for femoral osteotomies with
rotational malalignment after a diaphyseal fracture is a reproducible surgical technique that
offers precise results when correcting femoral malrotation. Following surgery, all patients
presented a normalized anteversion angle of the femur. The use of patient-tailored surgical
guides could be implemented in different types of surgical interventions, improving aspects
such as accuracy and surgery times.

Author Contributions: Conceptualization, J.O., N.F., D.D. and M.S.; methodology, J.O., M.B. and
M.S.; software, X.S.; investigation, J.O., N.F. and S.G.; writing—original draft preparation, J.O. and
M.B.; writing—review and editing, D.D. and M.S.; supervision, M.S. All authors have read and
agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki, and approved by the Ethics Committee CEIm-E (protocol code UCA-PLA-
2016-01 and 10/2018).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data presented in this study are available within the article.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Weiss, R.J.; Montgomery, S.M.; Al Dabbagh, Z.; Jansson, K.-A. National Data of 6409 Swedish Inpatients with Femoral Shaft

Fractures: Stable Incidence between 1998 and 2004. Injury 2009, 40, 304–308. [CrossRef] [PubMed]
2. Enninghorst, N.; McDougall, D.; Evans, J.A.; Sisak, K.; Balogh, Z.J. Population-Based Epidemiology of Femur Shaft Fractures. J.

Trauma Acute Care Surg. 2013, 74, 1516–1520. [CrossRef] [PubMed]

http://doi.org/10.1016/j.injury.2008.07.017
http://www.ncbi.nlm.nih.gov/pubmed/19171340
http://doi.org/10.1097/TA.0b013e31828c3dc9
http://www.ncbi.nlm.nih.gov/pubmed/23694881


J. Clin. Med. 2021, 10, 3366 8 of 9

3. Denisiuk, M.; Afsari, A. Femoral Shaft Fractures. In StatPearls; StatPearls Publishing: Treasure Island, FL, USA, 2021.
4. Winquist, R.A.; Hansen, S.T.; Clawson, D.K. Closed Intramedullary Nailing of Femoral Fractures. A Report of Five Hundred and

Twenty Cases. 1984. J. Bone Joint Surg. Am. 2001, 83, 1912. [CrossRef] [PubMed]
5. Bucholz, R.W.; Jones, A. Fractures of the Shaft of the Femur. J. Bone Joint Surg. Am. 1991, 73, 1561–1566. [CrossRef]
6. Bråten, M.; Terjesen, T.; Rossvoll, I. Femoral Shaft Fractures Treated by Intramedullary Nailing. A Follow-up Study Focusing on

Problems Related to the Method. Injury 1995, 26, 379–383. [CrossRef]
7. Karaman, O.; Ayhan, E.; Kesmezacar, H.; Seker, A.; Unlu, M.C.; Aydingoz, O. Rotational Malalignment after Closed Intramedullary

Nailing of Femoral Shaft Fractures and Its Influence on Daily Life. Eur. J. Orthop. Surg. Traumatol. 2014, 24, 1243–1247. [CrossRef]
8. Jaarsma, R.L.; Pakvis, D.F.M.; Verdonschot, N.; Biert, J.; van Kampen, A. Rotational Malalignment after Intramedullary Nailing of

Femoral Fractures. J. Orthop. Trauma 2004, 18, 403–409. [CrossRef]
9. Hüfner, T.; Citak, M.; Suero, E.M.; Miller, B.; Kendoff, D.; Krettek, C.; Citak, M. Femoral Malrotation after Unreamed In-

tramedullary Nailing: An Evaluation of Influencing Operative Factors. J. Orthop. Trauma 2011, 25, 224–227. [CrossRef]
10. Kenawey, M.; Krettek, C.; Ettinger, M.; Hankemeier, S.; Breitmeier, D.; Liodakis, E. The Greater Trochanter-Head Contact Method:

A Cadaveric Study with a New Technique for the Intraoperative Control of Rotation of Femoral Fractures. J. Orthop. Trauma 2011,
25, 549–555. [CrossRef]

11. Stephen, D.J.G.; Kreder, H.J.; Schemitsch, E.H.; Conlan, L.B.; Wild, L.; McKee, M.D. Femoral Intramedullary Nailing: Comparison
of Fracture-Table and Manual Traction. A Prospective, Randomized Study. J. Bone Joint Surg. Am. 2002, 84, 1514–1521. [CrossRef]

12. Jeanmart, L.; Baert, A.L.; Wackenheim, A. Atlas of Pathological Computer Tomography: Volume 3: Computer Tomography of Neck, Chest,
Spine and Limbs; Springer: Berlin/Heidelberg, Germany, 1983; ISBN 978-3-642-68538-5.

13. Wissing, H.; Buddenbrock, B. Determining rotational errors of the femur by axial computerized tomography in comparison with
clinical and conventional radiologic determination. Unfallchirurgie 1993, 19, 145–157. [CrossRef]

14. Fabry, G.; MacEwen, G.D.; Shands, A.R. Torsion of the Femur. A Follow-up Study in Normal and Abnormal Conditions. J. Bone
Joint Surg. Am. 1973, 55, 1726–1738. [CrossRef]

15. Parikh, S.; Noyes, F.R. Patellofemoral Disorders: Role of Computed Tomography and Magnetic Resonance Imaging in Defining
Abnormal Rotational Lower Limb Alignment. Sports Health 2011, 3, 158–169. [CrossRef]

16. Steensen, R.N.; Bentley, J.C.; Trinh, T.Q.; Backes, J.R.; Wiltfong, R.E. The Prevalence and Combined Prevalences of Anatomic
Factors Associated with Recurrent Patellar Dislocation: A Magnetic Resonance Imaging Study. Am. J. Sports Med. 2015, 43,
921–927. [CrossRef]

17. Kitaoka, H.B.; Weiner, D.S.; Cook, A.J.; Hoyt, W.A.; Askew, M.J. Relationship between Femoral Anteversion and Osteoarthritis of
the Hip. J. Pediatr. Orthop. 1989, 9, 396–404. [CrossRef]

18. Tönnis, D.; Heinecke, A. Acetabular and Femoral Anteversion: Relationship with Osteoarthritis of the Hip. J. Bone Joint Surg. Am.
1999, 81, 1747–1770. [CrossRef]

19. Eckhoff, D.G. Effect of Limb Malrotation on Malalignment and Osteoarthritis. Orthop. Clin. N. Am. 1994, 25, 405–414. [CrossRef]
20. Terjesen, T.; Benum, P.; Anda, S.; Svenningsen, S. Increased Femoral Anteversion and Osteoarthritis of the Hip Joint. Acta Orthop.

Scand. 1982, 53, 571–575. [CrossRef] [PubMed]
21. Siebenrock, K.A.; Steppacher, S.D.; Haefeli, P.C.; Schwab, J.M.; Tannast, M. Valgus Hip with High Antetorsion Causes Pain

Through Posterior Extraarticular FAI. Clin. Orthop. Relat. Res. 2013, 471, 3774–3780. [CrossRef] [PubMed]
22. Gómez-Hoyos, J.; Schröder, R.; Reddy, M.; Palmer, I.J.; Martin, H.D. Femoral Neck Anteversion and Lesser Trochanteric

Retroversion in Patients With Ischiofemoral Impingement: A Case-Control Magnetic Resonance Imaging Study. Arthroscopy 2016,
32, 13–18. [CrossRef]

23. Eckhoff, D.G.; Montgomery, W.K.; Kilcoyne, R.F.; Stamm, E.R. Femoral Morphometry and Anterior Knee Pain. Clin. Orthop. Relat.
Res. 1994, 64–68. [CrossRef]

24. Bruce, W.D.; Stevens, P.M. Surgical Correction of Miserable Malalignment Syndrome. J. Pediatr. Orthop. 2004, 24, 392–396.
[CrossRef]

25. MacWilliams, B.A.; McMulkin, M.L.; Davis, R.B.; Westberry, D.E.; Baird, G.O.; Stevens, P.M. Biomechanical Changes Associated
with Femoral Derotational Osteotomy. Gait Posture 2016, 49, 202–206. [CrossRef] [PubMed]

26. Moya, L.; Buly, R.; Henn, F.; Kelly, B.; Ma, Y.; Molisani, D. Femoral Retroversion in Patients with Femoroacetabular Impingement:
A Cofactor in the Development of Hip Osteoarthritis. Orthop. Proc. 2010, 92-B, 526. [CrossRef]

27. Ramme, A.J.; Egol, J.; Chang, G.; Davidovitch, R.I.; Konda, S. Evaluation of Malrotation Following Intramedullary Nailing in a
Femoral Shaft Fracture Model: Can a 3D c-Arm Improve Accuracy? Injury 2017, 48, 1603–1608. [CrossRef] [PubMed]

28. Deshmukh, R.G.; Lou, K.K.; Neo, C.B.; Yew, K.S.; Rozman, I.; George, J. A Technique to Obtain Correct Rotational Alignment
during Closed Locked Intramedullary Nailing of the Femur. Injury 1998, 29, 207–210. [CrossRef]

29. Hawi, N.; Kabbani, A.-R.; O’Loughlin, P.; Krettek, C.; Citak, M.; Liodakis, E. Intraoperative Measurement of Femoral Antetorsion
Using the Anterior Cortical Angle Method: A Novel Use for Smartphones. Int J. Med. Robot. 2013, 9, 29–35. [CrossRef]

30. Jaarsma, R.L.; Verdonschot, N.; van der Venne, R.; van Kampen, A. Avoiding Rotational Malalignment after Fractures of the
Femur by Using the Profile of the Lesser Trochanter: An in Vitro Study. Arch. Orthop. Trauma Surg. 2005, 125, 184–187. [CrossRef]

31. Hawi, N.; Liodakis, E.; Suero, E.M.; Stuebig, T.; Citak, M.; Krettek, C. Radiological Outcome and Intraoperative Evaluation of a
Computer-Navigation System for Femoral Nailing: A Retrospective Cohort Study. Injury 2014, 45, 1632–1636. [CrossRef]

http://doi.org/10.2106/00004623-200112000-00021
http://www.ncbi.nlm.nih.gov/pubmed/11741073
http://doi.org/10.2106/00004623-199173100-00015
http://doi.org/10.1016/0020-1383(95)00054-D
http://doi.org/10.1007/s00590-013-1289-8
http://doi.org/10.1097/00005131-200408000-00002
http://doi.org/10.1097/BOT.0b013e3181e47e3b
http://doi.org/10.1097/BOT.0b013e3181f9eeac
http://doi.org/10.2106/00004623-200209000-00002
http://doi.org/10.1007/BF02588038
http://doi.org/10.2106/00004623-197355080-00017
http://doi.org/10.1177/1941738111399372
http://doi.org/10.1177/0363546514563904
http://doi.org/10.1097/01241398-198907000-00004
http://doi.org/10.2106/00004623-199912000-00014
http://doi.org/10.1016/S0030-5898(20)31925-8
http://doi.org/10.3109/17453678208992260
http://www.ncbi.nlm.nih.gov/pubmed/7102274
http://doi.org/10.1007/s11999-013-2895-9
http://www.ncbi.nlm.nih.gov/pubmed/23463288
http://doi.org/10.1016/j.arthro.2015.06.034
http://doi.org/10.1097/00003086-199405000-00012
http://doi.org/10.1097/01241398-200407000-00009
http://doi.org/10.1016/j.gaitpost.2016.07.002
http://www.ncbi.nlm.nih.gov/pubmed/27450671
http://doi.org/10.1302/0301-620X.92BSUPP_IV.0920526a
http://doi.org/10.1016/j.injury.2017.03.041
http://www.ncbi.nlm.nih.gov/pubmed/28377262
http://doi.org/10.1016/S0020-1383(97)00182-4
http://doi.org/10.1002/rcs.1464
http://doi.org/10.1007/s00402-004-0790-2
http://doi.org/10.1016/j.injury.2014.05.039


J. Clin. Med. 2021, 10, 3366 9 of 9

32. Lal, H.; Patralekh, M.K. 3D Printing and Its Applications in Orthopaedic Trauma: A Technological Marvel. J. Clin. Orthop. Trauma
2018, 9, 260–268. [CrossRef]

33. Wong, K.C. 3D-Printed Patient-Specific Applications in Orthopedics. Orthop. Res. Rev. 2016, 8, 57–66. [CrossRef]
34. Chai, W.; Xu, M.; Zhang, G.; Zhang, L.; Gou, W.; Ni, M.; Chen, J. Computer-Aided Design and Custom-Made Guide in Corrective

Osteotomy for Complex Femoral Deformity. J. Huazhong Univ. Sci. Technol. Med. Sci. 2013, 33, 398–405. [CrossRef] [PubMed]
35. Krettek, C.; Bruns, N. Aktueller Stand und neue Entwicklungen des 3D-Drucks in der Unfallchirurgie. Unfallchirurg 2019, 122,

256–269. [CrossRef] [PubMed]
36. Andrés-Cano, P.; Calvo-Haro, J.A.; Fillat-Gomà, F.; Andrés-Cano, I.; Perez-Mañanes, R. Papel del cirujano ortopédico y trau-

matólogo en la impresión 3D: Aplicaciones actuales y aspectos legales para una medicina personalizada. Rev. Esp. Cir. Ortop.
Traumatol. 2021, 65, 138–151. [CrossRef]

37. Fiz, N.; Delgado, D.; Sánchez, X.; Sánchez, P.; Bilbao, A.M.; Oraa, J.; Sánchez, M. Application of 3D Technology and Printing for
Femoral Derotation Osteotomy: Case and Technical Report. Ann. Transl Med. 2017, 5, 400. [CrossRef]

38. Victor, J.; Premanathan, A. Virtual 3D Planning and Patient Specific Surgical Guides for Osteotomies around the Knee: A
Feasibility and Proof-of-Concept Study. Bone Joint J. Bone Joint J. 2013, 95-B, 153–158. [CrossRef]

39. Krettek, C.; Miclau, T.; Grün, O.; Schandelmaier, P.; Tscherne, H. Intraoperative Control of Axes, Rotation and Length in Femoral
and Tibial Fractures. Technical Note. Injury 1998, 29 (Suppl. 3), C29–C39. [CrossRef]

40. Jagernauth, S.; Tindall, A.J.; Kohli, S.; Allen, P. New Technique: A Novel Femoral Derotation Osteotomy for Malrotation Following
Intramedullary Nailing. Case Rep. Orthop. 2012, 2012, 1–2. [CrossRef] [PubMed]

41. Espinoza, C.; Sathy, A.K.; Moore, D.S.; Starr, A.J.; Reinert, C.M. Use of Inherent Anteversion of an Intramedullary Nail to Avoid
Malrotation in Femur Fractures. J. Orthop. Trauma 2014, 28, e34–e38. [CrossRef]

42. Stambough, J.B.; Davis, L.; Szymanski, D.A.; Smith, J.C.; Schoenecker, P.L.; Gordon, J.E. Knee Pain and Activity Outcomes After
Femoral Derotation Osteotomy for Excessive Femoral Anteversion. J. Pediatr. Orthop. 2018, 38, 503–509. [CrossRef]

43. Buly, R.L.; Sosa, B.R.; Poultsides, L.A.; Caldwell, E.; Rozbruch, S.R. Femoral Derotation Osteotomy in Adults for Version
Abnormalities. J. Am. Acad. Orthop. Surg. 2018, 26, e416–e425. [CrossRef]

44. Stahl, J.-P.; Alt, V.; Kraus, R.; Hoerbelt, R.; Itoman, M.; Schnettler, R. Derotation of Post-Traumatic Femoral Deformities by Closed
Intramedullary Sawing. Injury 2006, 37, 145–151. [CrossRef] [PubMed]

45. Gérard, R.; Stindel, E.; Moineau, G.; Le Nen, D.; Lefèvre, C. Rotational Femoral Osteotomies Using an Endomedullary Saw.
Orthop. Traumatol. Surg. Res. 2009, 95, 414–419. [CrossRef] [PubMed]

46. Rosseels, W.; Herteleer, M.; Sermon, A.; Nijs, S.; Hoekstra, H. Corrective Osteotomies Using Patient-Specific 3D-Printed Guides:
A Critical Appraisal. Eur. J. Trauma Emerg Surg. 2019, 45, 299–307. [CrossRef] [PubMed]

http://doi.org/10.1016/j.jcot.2018.07.022
http://doi.org/10.2147/ORR.S99614
http://doi.org/10.1007/s11596-013-1131-x
http://www.ncbi.nlm.nih.gov/pubmed/23771667
http://doi.org/10.1007/s00113-019-0636-6
http://www.ncbi.nlm.nih.gov/pubmed/30903248
http://doi.org/10.1016/j.recot.2020.06.014
http://doi.org/10.21037/atm.2017.07.03
http://doi.org/10.1302/0301-620X.95B11.32950
http://doi.org/10.1016/S0020-1383(98)95006-9
http://doi.org/10.1155/2012/837325
http://www.ncbi.nlm.nih.gov/pubmed/23198226
http://doi.org/10.1097/BOT.0b013e318298e48c
http://doi.org/10.1097/BPO.0000000000000874
http://doi.org/10.5435/JAAOS-D-17-00623
http://doi.org/10.1016/j.injury.2005.06.042
http://www.ncbi.nlm.nih.gov/pubmed/16243332
http://doi.org/10.1016/j.otsr.2009.05.006
http://www.ncbi.nlm.nih.gov/pubmed/19683482
http://doi.org/10.1007/s00068-018-0903-1
http://www.ncbi.nlm.nih.gov/pubmed/29330634

	Introduction 
	Materials and Methods 
	Patients 
	Design and 3D Printing 
	Surgical Technique 

	Results 
	Discussion 
	Conclusions 
	References

