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Abstract: Many new technologies focused mainly on improving surgical accuracy were
first developed in total knee arthroplasty and have not yet shown significant value. These
non-significant clinical improvements could potentially be explained by an inadequate
target. In this current concept paper, the authors will describe how artificial intelligence
(AI), robotic-assisted surgery, and custom implants allow the definition of new targets and
the standardization of the TKA process. As paradoxical as it may be, new technologies
in TKA will allow for better standardization in the overall way in which this procedure
is carried out. Achieving this goal can be accomplished by incorporating AI-driven tools
into the medical field. These tools are intended to enhance decision making, refine surgical
planning, and increase the precision and consistency of surgical procedures. Moreover,
custom implants with personalized alignment, beyond restoring native anatomy, will define
new targets and standardize the whole TKA process.

Keywords: total knee arthroplasty; custom implants; artificial intelligence; robotic-assisted
surgery; personalized alignment

1. Introduction
Total knee arthroplasty (TKA) is considered the gold standard for end-stage knee

osteoarthritis [1]. TKA leads to good results in overall activity, excellent survivorship, and
good functional improvement. Patient satisfaction remains one of the main aims after
knee arthroplasty and defines a successful operation. However, despite improvements in
prosthetic design and postoperative management, up to 20% of patients are dissatisfied
with their prosthesis [2].

In the past, every step in the TKA process, from diagnosis to follow-up, was based on
the surgeon’s personal judgment. Over the last decade, massive evolutions have occurred,
leading to a control and scrutinization of the surgeon and more transparency in the process
on a global scale (national registries, open medical literature, social media, etc.). Indeed,
TKA has become more and more popular. Thus, there is a strong need for a standardization
of the process to improve precision, repeatability, accuracy, and safety.

A recent review [3] highlighted new technologies developed to improve surgical ac-
curacy and potentially improve patients’ clinical outcomes and satisfaction. First, patient-
specific instrumentations have shown controversial results in improving limb alignment
and implant positioning, and no differences have been found in clinical outcomes [4–7].
Second, sensors have been created with the aim to objectively measure ligament balance
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during TKA. TKA is considered balanced when the loading difference is inferior to
15 pounds between the medial and lateral compartments [8]. However, whether this
definition applies to the native knee remains controversial. Third, accelerometer-based
navigation has allowed improvements regarding accuracy in the intended alignment for
implant positioning [9]. The benefits of the above remain controversial [10]. Thus, these
new technologies have mainly been focused on improving surgical accuracy and have
not yet shown significant value.

Those non-significant clinical improvements could potentially be explained by an
inadequate target. To further improve outcomes after TKA, new technologies should better
define the appropriate target for each patient benefiting from a TKA. They will allow one
to consider TKA as an entire process, encompassing indication of TKA, preoperative plan-
ning, supply chain, workflow in the hospital, education, operative room instrumentation,
implants, surgical technique, staff workload, traceability, and postoperative rehabilitation
and assessment.

This article aims to present a standardized approach to total knee arthroplasty (TKA)
through the integration of advanced technologies, including artificial intelligence, robotic-
assisted surgery, and custom implants. By leveraging AI to develop personalized alignment
strategies, incorporating robotics to enhance surgical precision, and utilizing custom-
designed implants to restore the knee’s native anatomy, these innovations collectively
contribute to improving the accuracy, consistency, and outcomes of TKA procedures.

2. Artificial Intelligence
Artificial intelligence (AI) can be defined as human intelligence exhibited by machines.

It involves machine learning (ML) algorithms with reasoning ability and cognitive function
execution [11].

ML, a subset of artificial intelligence (AI), utilizes diverse algorithms and computa-
tional frameworks to identify patterns and improve outcomes based on historical data [12].
Deep learning (DL) is a subdivision of ML that uses large volumes of previous training
information to be able to perform complex tasks [13]. DL operates from an artificial neural
network (ANN) composed of neurons hierarchically organized. A neural network processes
information in sequential layers, beginning with basic input analysis. Each layer refines
the data further, drawing on outputs from preceding layers, and passes them forward
for more complex interpretation. This hierarchical processing continues iteratively until
the network can perform the desired task—such as analyzing, classifying, or segmenting
medical images like radiographs or CT scans [14].

Convolutional neural networks (CNNs) are a specialized and powerful type of deep
learning architecture particularly suited for image analysis. They process visual data
through multiple layers composed of filters that learn to recognize features progressively.
Unlike traditional deep learning models, CNNs leverage spatial relationships between
pixels, allowing for more efficient computation and reduced parameter complexity at each
layer [15]. An important strength of both deep learning and CNNs lies in their capability to
autonomously identify relevant features in input data once labeled outputs are available
for training. Since CNNs rely on repeated exposure to data, their accuracy improves with
larger datasets. Additionally, deep learning models typically offer faster data processing
and require less computational effort compared to many other AI methodologies [16].

Various aspects of AI, including ML and DL, are currently being applied across the
preoperative, intraoperative, and postoperative stages of TKA (Figure 1).
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Figure 1. Diagram illustrating the feedback loop concept, where data collected before, during, and 
after surgery through connected tools are integrated to generate large-scale insights (“megadata”) 
that inform and refine the surgical plan (reprinted with permission) [17]. 

ML can help predict costs before primary TKA and length of stay (LOS) [18], 30-day 
readmission [19], postoperative dissatisfaction after TKA [20], transfusion risk after pri-
mary TKA [21], TKA component size [22], and poorest outcomes [23] (any extension of 
the femoral component or excessive femoral flexion and deviation from native tibial slope 
predict poorer outcomes). ML and predictive models can help estimate postoperative out-
comes and patient satisfaction and thus gain an understanding of future patient and sur-
geon decision making [24,25]. These models analyze the impact that variables such as pa-
tient-specific demographic data, functional scores and preoperative pain [26], comorbidi-
ties [27], psychological characteristics [28–30], socioeconomic indicators [28], and/or peri-
operative recovery location can have on the patients’ clinical outcomes. Predictive models 
that incorporate large-scale datasets—often referred to as big data—combined with objec-
tive preoperative 3D anatomical evaluations tend to yield greater accuracy compared to 
models built on smaller, more limited data samples [31]. To date, existing predictive mod-
els have not yet reached the level of diagnostic intuition and decision-making expertise 
demonstrated by experienced surgeons [32] nor have they become fully practical for rou-
tine clinical application. The validation of these predictive models is currently in the pre-
clinical stage [33]. Postoperatively, remote patient monitoring systems can also add more 
information, allowing for a more comprehensive assessment of patients undergoing TKA 
in terms of mobility and rehabilitation compliance [34]. 

The DL system can precisely identify the presence of a TKA, differentiate specific 
arthroplasty patterns, and also recognize and clinically classify knee osteoarthritis as ac-
curately as an orthopedic surgeon [35,36]. DL can detect the loosening of prostheses from 
X-rays [37]. ANNs can predict length of stay and hospital charge and discharge arrange-
ments before primary TKA [38]. CNNs can discriminate different types of implants with
nearly perfect fidelity and also detect implant loosening signs from radiographs [39].
Moreover, a recent study highlighted the benefit of using CNNs for a standardized inter-
pretation of postoperative knee X-rays and indicated the potential for their use in clinical
practice [40].

To improve surgical training, immersive virtual reality (VR) platforms have been de-
veloped and are increasingly incorporating elements of artificial intelligence (AI). The in-
tegration of AI—such as real-time performance assessment, adaptive feedback, and pre-
dictive modeling—enhances VR’s educational value. In this context, immersive VR com-
bined with AI algorithms can be regarded as an AI-enhanced learning tool. These systems 
enable users to assess decisions related to implant selection and positioning, monitor 

Figure 1. Diagram illustrating the feedback loop concept, where data collected before, during, and
after surgery through connected tools are integrated to generate large-scale insights (“megadata”)
that inform and refine the surgical plan (reprinted with permission) [17].

ML can help predict costs before primary TKA and length of stay (LOS) [18], 30-day
readmission [19], postoperative dissatisfaction after TKA [20], transfusion risk after pri-
mary TKA [21], TKA component size [22], and poorest outcomes [23] (any extension of
the femoral component or excessive femoral flexion and deviation from native tibial slope
predict poorer outcomes). ML and predictive models can help estimate postoperative
outcomes and patient satisfaction and thus gain an understanding of future patient and
surgeon decision making [24,25]. These models analyze the impact that variables such as
patient-specific demographic data, functional scores and preoperative pain [26], comor-
bidities [27], psychological characteristics [28–30], socioeconomic indicators [28], and/or
perioperative recovery location can have on the patients’ clinical outcomes. Predictive
models that incorporate large-scale datasets—often referred to as big data—combined with
objective preoperative 3D anatomical evaluations tend to yield greater accuracy compared
to models built on smaller, more limited data samples [31]. To date, existing predictive
models have not yet reached the level of diagnostic intuition and decision-making exper-
tise demonstrated by experienced surgeons [32] nor have they become fully practical for
routine clinical application. The validation of these predictive models is currently in the
pre-clinical stage [33]. Postoperatively, remote patient monitoring systems can also add
more information, allowing for a more comprehensive assessment of patients undergoing
TKA in terms of mobility and rehabilitation compliance [34].

The DL system can precisely identify the presence of a TKA, differentiate specific
arthroplasty patterns, and also recognize and clinically classify knee osteoarthritis as ac-
curately as an orthopedic surgeon [35,36]. DL can detect the loosening of prostheses
from X-rays [37]. ANNs can predict length of stay and hospital charge and discharge
arrangements before primary TKA [38]. CNNs can discriminate different types of implants
with nearly perfect fidelity and also detect implant loosening signs from radiographs [39].
Moreover, a recent study highlighted the benefit of using CNNs for a standardized inter-
pretation of postoperative knee X-rays and indicated the potential for their use in clinical
practice [40].

To improve surgical training, immersive virtual reality (VR) platforms have been
developed and are increasingly incorporating elements of artificial intelligence (AI). The
integration of AI—such as real-time performance assessment, adaptive feedback, and
predictive modeling—enhances VR’s educational value. In this context, immersive VR
combined with AI algorithms can be regarded as an AI-enhanced learning tool. These
systems enable users to assess decisions related to implant selection and positioning,



J. Clin. Med. 2025, 14, 3102 4 of 11

monitor efficiency, detect technical errors, and interact effectively with surgical instruments
like fluoroscopes and retractors. By acquiring technical and cognitive practice over time,
surgeons can improve their dexterity, resulting in lower implant mis-alignment rate and
surgical complications in primary and revision TKA [41].

Thus, AI technology helps orthopedic surgeons provide patient-specific care around
TKA in terms of preoperative health optimization, clinical management, decision support,
strategic resource planning, early intervention, surgical planning, and training and educa-
tion. However, the clinical effectiveness and safety of AI-based knee arthroplasty remain to
be validated.

3. Robotic-Assisted Surgery
We believe that one major new technology in orthopedics is robotic-assisted surgery,

which is part of the AI realm. It has been widely adopted in recent years, allowing
reproducible and accurate bone preparation through the robotic interface. The main
objective of robotic surgery is not to substitute the surgeon but enhance their performance.
The robotic interface allows an assessment of ligament balancing before any bone cuts
and adapts the implant’s positioning according to this assessment. Different tools exist
to perform the ligament assessment as objectively as possible, such as mechanical tools
like retractors or spoons. However, many surgeons still perform ligament assessments by
providing manual varus and valgus stress.

Robotic-assisted knee arthroplasty involves a machine that can perform intricate tasks
automatically, particularly those programmed by a computer. This technology integrates
data from preoperative imaging or real-time intraoperative surface mapping, along with
key bone landmarks such as tibial and femoral alignment, to ensure optimal ligament
balance. Robotic systems can be categorized into three types: passive, semi-autonomous,
and autonomous (Figure 2).
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Figure 2. Classification of robotic systems used in total knee arthroplasty (TKA). The diagram
illustrates three categories: passive systems, which provide visual or mechanical guidance without
executing surgical tasks; semi-autonomous systems, which assist the surgeon by performing specific
actions such as bone cutting within predefined limits; and autonomous systems, capable of executing
surgical steps independently based on preoperative planning. The level of robotic involvement
increases progressively from left to right.

A passive system generates a 3D virtual model for precise preoperative planning but
does not perform bone preparation. Autonomous and semi-autonomous systems have
built-in safety measures to prevent excessive bone removal outside the designated 3D plane.
The semi-autonomous robotic-assisted system represents a prime example of an artificial
intelligence (AI)-driven tool that combines the advantages of a navigation system and an
autonomous robotic system. This system gathers data such as algorithms for aligning bones
and implants, as well as assessments of soft-tissue balance, to suggest surgical plans. These
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plans can then be fine-tuned based on the surgeon’s specific preferences and objectives. A
robotic arm enables the performance of bone resections or the precise placement of a cutting
guide, all while providing real-time automatic feedback that adjusts to knee movements
and the progress of the cuts being made. Over time, the algorithms within robotic systems
incorporate machine learning models to enhance surgical planning based on prior surgeries.
During the surgical procedure, a feedback loop is established to monitor and control bone
cutting or the positioning of the cutting guide. This level of control enhances the surgeon’s
precision and reduces the likelihood of errors. It is important to note that robotic systems
are not designed to replace surgeons but rather to serve as highly accurate and consistent
tools to assist them. The primary advantage of these robotic systems lies in their ability to
achieve precise and reproducible bone preparation through the robotic interface, regardless
of the specific system being utilized [42,43]. The majority of presently accessible robotic
platforms evaluates ligament balance during surgery by considering factors such as bone
cutting and implant placement. The benefits of robotic-assisted TKA include achieving
precise alignment of the knee, accurate positioning of the implants, maintaining proper
ligament balance, and safeguarding the integrity of soft tissues [44–47]. In most controlled
studies, it has been indicated that there are improved functional outcomes in the short term
compared to conventional TKA, but these advantages still remain to be proven considering
mid- to long-term results [48–52]. Robotic-assisted total TKA comes with some drawbacks.
These include substantial initial costs for acquiring the equipment and necessary supplies
for the operating room. Additionally, there is a need for extensive training for both the
surgeon and the surgical team to ensure the safe and efficient use of robotics. The system
involves specialized hardware with bone-tracking devices and a bulky robotic unit, which
can be inconvenient. The surgical procedures often take longer due to the learning curve
associated with robotic assistance, which can compromise cost-effectiveness. Furthermore,
robotic systems are typically designed to work with specific implant types, limiting their
versatility. In the early stages of surgery, the assessment of joint laxity is performed
manually, leading to potential inaccuracies and a lack of consistency.

4. Custom Implant and Personalized Alignment
Surgeons now have the option to select from a variety of component sizes, including

asymmetrical tibial components in some cases, as well as femoral components with narrow
or standard widths. However, over the past decade, many studies have shown a large
variability in the human anatomy among patients, including dimensions, width, trape-
zoidicity, and trochlea variations, all statistically independent. Hence, the “off-the-shelf”
TKA implants available have limitations in terms of accommodating the diverse size and
shape variations found in human knees. Studies have shown that oversizing can occur in as
many as 76% of cases in relation to the femur and up to 90% in relation to the tibia [53,54].

Customized implants are designed with the goal of replicating the native, pre-arthritic
knee anatomy and its biomechanics. The primary objectives are as follows:

1. Ensuring an optimal fit between the bone and implant to prevent either overhang or
inadequate coverage;

2. Enhancing ligament balance by avoiding laxity caused by asymmetric resection;
3. Improving stability and joint movement in the middle range of flexion by restoring

the knee’s native curvatures;
4. Enhancing the tracking of the patella in relation to the femur by replicating natural

femoral torsion and creating a customized trochlea;
5. Facilitating the restoration of the limb’s original, pre-arthritic alignment.

Over this last decade, a paradigm shift has occurred in restoring native alignment via a
personalized alignment instead of a systematic mechanical alignment. Several personalized
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alignments were described, including kinematic alignment, restricted kinematic alignment,
inverse kinematic alignment, and functional alignment [55]. For instance, a personalized
algorithm was described with the Origin® prosthesis. Certainly, the Origin Alignment©
maintains its adherence to safe parameters, particularly regarding tribology, fixation, joint
line obliquity (JLO) within a range of ±5◦, and postoperative alignment within a range of
±3◦. Given these considerations, it is estimated that around 75% of osteoarthritic knees can
be effectively treated using the Origin Alignment©.

Consequently, we argue that restoring the knee’s native anatomy, including proper
limb alignment, may enhance functional outcomes in TKA. Moreover, customization of
the bone cuts and implants to each patient’s unique needs enables engineers to minimize
implant thickness, weight, and the extent of bone resections required to a great extent.

Cooperation is required between the engineers and the surgeon to design and man-
ufacture a custom TKA, and this process takes 6–8 weeks. A 3D model, obtained by
transforming a series of 2D scanned images of the knee joint, is used to manufacture
specific instrumentation and a customized implant (Figure 3) using additive manufactur-
ing/3D printing technologies. The surgeon validates the implant design and operative
planning. Personalized cutting blocks are used to perform tibial and femoral cuts, with the
hope of using robotics in the near future. All surgical parameters, such as limb alignment,
implant positioning, and size, are decided preoperatively.
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The short-term results of custom TKA are very promising. Indeed, performing a cus-
tom TKA following the Origin® prosthesis principles facilitated restoration of constitutional
coronal alignment [56] and granted very good clinical outcomes [57,58] even in knees that
had prior osteotomies or extra-articular fracture sequelae [59].

5. Discussion
In this paper, we showed that TKA is not just an implanting process but a holistic one.

We hold a firm conviction that TKA requires enhancements in three key areas:

(i) The development of a personalized alignment strategy, facilitated by artificial intelli-
gence (AI) [55,57];

(ii) The enhancement of surgical accuracy through the integration of cutting-edge tech-
nologies such as robotics [3,42,46];

(iii) The restoration of the knee’s native anatomy by implementing custom-designed
implants [56–58].

Artificial intelligence will help improve patient selection, thanks to predictive models
which are still imprecise [18,20,24]. However, many other tools are already available
and very helpful throughout the entire process of a TKA procedure, from preoperative
assessment to postoperative status, including patient rehabilitation [34,37]. This is just the
beginning of the AI era. Many other solutions will appear in the next few years while
connecting all data gathered in the health care system (Figure 4) [25,36].
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It is important to highlight that customized cutting guides and navigation systems,
when employed with standard implants, have not shown substantial advantages in terms
of outcomes and patient contentment [4–7]. Likewise, while robotic surgery has proven to
be more dependable and accurate, it may not address the primary challenges stemming
from the non-anatomic design of the implant itself [3,42,44,47]. The next generation of
robotics should be an image-based, tracker-less, surgeon-friendly robot with an accurate
and reproducible ligament balance tool [8,43,45].

Customized TKA offers numerous benefits for surgeons. Firstly, it simplifies the
surgical process by automatically addressing several surgical challenges through the con-
servation or restoration of the patient’s native knee anatomy [56,57]. This includes (i) ad-
justments to femoral and tibial rotation during the design phase, (ii) easier balancing,
particularly in mid-flexion, due to maintaining natural curvatures and joint alignment, and
(iii) eliminating the need for size adjustments as the bone–implant fit is optimized [53,54].
Secondly, preoperative planning for alignment and implant positioning enhances surgi-
cal precision and provides a safety net for the surgeon [55,56]. Thirdly, this technology
can be especially helpful in challenging cases, such as (i) patients with post-traumatic
extra-articular deformities, (ii) hardware positioned close to the joint surface, where the
instruments and the implant are designed to avoid conflict, (iii) previously operated or
infected bones, (iiv) and bones with unique/extreme anatomical characteristics that make
standard TKA implantation difficult [57,59].

Furthermore, this technology streamlines hospital management by simplifying the
surgical workflow. A single package containing customized implants and instruments
tailored to the patient’s needs eliminates the need for large inventories of implants and
multiple instrument trays. A recent cooperative study indicated improved operational
efficiency and team well-being in custom TKA compared to conventional methods [57].
Finally, this technology significantly reduces the demand for sterilization, leading to sub-
stantial cost savings and positive ecological consequences by reducing water consumption
for sterilization purposes.

Therefore, we believe that these three pillars will improve TKA results by stan-
dardizing the entire process, including patient selection, preoperative planning, supply
chain, workflow in the hospital, surgeon and patient education, instrumentation, restoring
anatomy, surgical technique, traceability, and postoperative evaluation.
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6. Conclusions
As paradoxical as it may be, new technologies for TKA will be the ones allowing

for the better standardization of the overall process involved in this procedure. This will
be possible by including AI-based tools to enhance decision making, surgical planning,
and the accuracy and consistency of the procedures. Moreover, custom implants with
personalized alignment, beyond restoring native anatomy, will define new targets and
standardize the whole TKA process.

Author Contributions: Conceptualization, M.B. and T.A.S.S.; methodology, E.S.-M., T.D.V., A.S., M.B.
and T.A.S.S.; validation, M.B. and T.A.S.S.; formal analysis, M.B.; investigation, E.S.-M.; resources,
M.B.; writing—original draft preparation, E.S.-M., T.D.V. and A.S.; writing—review and editing,
E.S.-M., T.D.V., A.S., M.B. and T.A.S.S.; visualization, T.A.S.S.; and supervision, M.B. All authors have
read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Conflicts of Interest: M.B. and T.A.S.S. declare receiving royalties from SYMBIOS and DEPUY
SYNTHES. The other authors declare no conflicts of interest.

References
1. Carr, A.J.; Robertsson, O.; Graves, S.; Price, A.J.; Arden, N.K.; Judge, A.; Beard, D.J. Knee replacement. Lancet 2012, 379, 1331–1340.

[CrossRef] [PubMed]
2. Noble, P.C.; Conditt, M.A.; Cook, K.F.; Mathis, K.B. The John Insall Award: Patient Expectations Affect Satisfaction with Total

Knee Arthroplasty. Clin. Orthop. Relat. Res. 2006, 452, 35–43. [CrossRef] [PubMed]
3. Batailler, C.; Swan, J.; Sappey Marinier, E.; Servien, E.; Lustig, S. New Technologies in Knee Arthroplasty: Current Concepts.

J. Clin. Med. 2020, 10, 47. [CrossRef] [PubMed]
4. Abdel, M.P.; Parratte, S.; Blanc, G.; Ollivier, M.; Pomero, V.; Viehweger, E.; Argenson, J.-N.A. No Benefit of Patient-Specific

Instrumentation in TKA on Functional and Gait Outcomes: A Randomized Clinical Trial. Clin. Orthop. Relat. Res. 2014, 472,
2468–2476. [CrossRef]

5. Abane, L.; Anract, P.; Boisgard, S.; Descamps, S.; Courpied, J.P.; Hamadouche, M. A Comparison of Patient-Specific and
Conventional Instrumentation for Total Knee Arthroplasty: A Multicentre Randomised Controlled Trial. Bone Jt. J. 2015, 97-B,
56–63. [CrossRef]

6. Vundelinckx, B.J.; Bruckers, L.; De Mulder, K.; De Schepper, J.; Van Esbroeck, G. Functional and Radiographic Short-Term Outcome
Evaluation of the Visionaire System, a Patient-Matched Instrumentation System for Total Knee Arthroplasty. J. Arthroplast. 2013,
28, 964–970. [CrossRef]

7. Chen, J.Y.; Chin, P.L.; Tay, D.K.J.; Chia, S.-L.; Lo, N.N.; Yeo, S.J. Functional Outcome and Quality of Life after Patient-Specific
Instrumentation in Total Knee Arthroplasty. J. Arthroplast. 2015, 30, 1724–1728. [CrossRef]

8. Gustke, K.A.; Golladay, G.J.; Roche, M.W.; Elson, L.C.; Anderson, C.R. A New Method for Defining Balance: Promising Short-Term
Clinical Outcomes of Sensor-Guided TKA. J. Arthroplast. 2014, 29, 955–960. [CrossRef]

9. Jones, C.W.; Jerabek, S.A. Current Role of Computer Navigation in Total Knee Arthroplasty. J. Arthroplast. 2018, 33, 1989–1993.
[CrossRef]

10. Li, J.-T.; Gao, X.; Li, X. Comparison of iASSIST Navigation System with Conventional Techniques in Total Knee Arthroplasty: A
Systematic Review and Meta-Analysis of Radiographic and Clinical Outcomes. Orthop. Surg. 2019, 11, 985–993. [CrossRef]

11. Bellman, R. An Introduction to Artificial Intelligence: Can Computers Think? Course Technology: San Francisco, CA, USA, 1978.
12. Deo, R.C. Machine Learning in Medicine. Circulation 2015, 132, 1920–1930. [CrossRef] [PubMed]
13. Suzuki, K. Overview of Deep Learning in Medical Imaging. Radiol. Phys. Technol. 2017, 10, 257–273. [CrossRef] [PubMed]
14. Soffer, S.; Ben-Cohen, A.; Shimon, O.; Amitai, M.M.; Greenspan, H.; Klang, E. Convolutional Neural Networks for Radiologic

Images: A Radiologist’s Guide. Radiology 2019, 290, 590–606. [CrossRef] [PubMed]
15. Do, S.; Song, K.D.; Chung, J.W. Basics of Deep Learning: A Radiologist’s Guide to Understanding Published Radiology Articles

on Deep Learning. Korean J. Radiol. 2020, 21, 33–41. [CrossRef]

https://doi.org/10.1016/S0140-6736(11)60752-6
https://www.ncbi.nlm.nih.gov/pubmed/22398175
https://doi.org/10.1097/01.blo.0000238825.63648.1e
https://www.ncbi.nlm.nih.gov/pubmed/16967035
https://doi.org/10.3390/jcm10010047
https://www.ncbi.nlm.nih.gov/pubmed/33375702
https://doi.org/10.1007/s11999-014-3544-7
https://doi.org/10.1302/0301-620X.97B1.34440
https://doi.org/10.1016/j.arth.2012.09.010
https://doi.org/10.1016/j.arth.2015.04.007
https://doi.org/10.1016/j.arth.2013.10.020
https://doi.org/10.1016/j.arth.2018.01.027
https://doi.org/10.1111/os.12550
https://doi.org/10.1161/CIRCULATIONAHA.115.001593
https://www.ncbi.nlm.nih.gov/pubmed/26572668
https://doi.org/10.1007/s12194-017-0406-5
https://www.ncbi.nlm.nih.gov/pubmed/28689314
https://doi.org/10.1148/radiol.2018180547
https://www.ncbi.nlm.nih.gov/pubmed/30694159
https://doi.org/10.3348/kjr.2019.0312


J. Clin. Med. 2025, 14, 3102 9 of 11

16. Laur, O.; Wang, B. Musculoskeletal Trauma and Artificial Intelligence: Current Trends and Projections. Skelet. Radiol. 2022, 51,
257–269. [CrossRef]

17. Batailler, C.; Shatrov, J.; Sappey-Marinier, E.; Servien, E.; Parratte, S.; Lustig, S. Artificial Intelligence in Knee Arthroplasty:
Current Concept of the Available Clinical Applications. Arthroplasty 2022, 4, 17. [CrossRef]

18. Navarro, S.M.; Wang, E.Y.; Haeberle, H.S.; Mont, M.A.; Krebs, V.E.; Patterson, B.M.; Ramkumar, P.N. Machine Learning and
Primary Total Knee Arthroplasty: Patient Forecasting for a Patient-Specific Payment Model. J. Arthroplast. 2018, 33, 3617–3623.
[CrossRef]

19. Gould, D.J.; Bailey, J.A.; Spelman, T.; Bunzli, S.; Dowsey, M.M.; Choong, P.F.M. Predicting 30-Day Readmission Following Total
Knee Arthroplasty Using Machine Learning and Clinical Expertise Applied to Clinical Administrative and Research Registry
Data in an Australian Cohort. Arthroplasty 2023, 5, 30. [CrossRef]

20. Kunze, K.N.; Polce, E.M.; Sadauskas, A.J.; Levine, B.R. Development of Machine Learning Algorithms to Predict Patient
Dissatisfaction After Primary Total Knee Arthroplasty. J. Arthroplast. 2020, 35, 3117–3122. [CrossRef]

21. Jo, C.; Ko, S.; Shin, W.C.; Han, H.-S.; Lee, M.C.; Ko, T.; Ro, D.H. Transfusion after Total Knee Arthroplasty Can Be Predicted Using
the Machine Learning Algorithm. Knee Surg. Sports Traumatol. Arthrosc. 2020, 28, 1757–1764. [CrossRef]

22. Kunze, K.N.; Polce, E.M.; Patel, A.; Courtney, P.M.; Levine, B.R. Validation and Performance of a Machine-Learning Derived
Prediction Guide for Total Knee Arthroplasty Component Sizing. Arch. Orthop. Trauma. Surg. 2021, 141, 2235–2244. [CrossRef]
[PubMed]

23. Farooq, H.; Deckard, E.R.; Arnold, N.R.; Meneghini, R.M. Machine Learning Algorithms Identify Optimal Sagittal Component
Position in Total Knee Arthroplasty. J. Arthroplast. 2021, 36, S242–S249. [CrossRef]

24. Hinterwimmer, F.; Lazic, I.; Suren, C.; Hirschmann, M.T.; Pohlig, F.; Rueckert, D.; Burgkart, R.; von Eisenhart-Rothe, R. Machine
Learning in Knee Arthroplasty: Specific Data Are Key-a Systematic Review. Knee Surg. Sports Traumatol. Arthrosc. 2022, 30,
376–388. [CrossRef] [PubMed]

25. Raghupathi, W.; Raghupathi, V. Big Data Analytics in Healthcare: Promise and Potential. Health Inf. Sci. Syst. 2014, 2, 3. [CrossRef]
26. Baker, P.N.; van der Meulen, J.H.; Lewsey, J.; Gregg, P.J.; National Joint Registry for England and Wales. The Role of Pain and

Function in Determining Patient Satisfaction after Total Knee Replacement. Data from the National Joint Registry for England
and Wales. J. Bone Jt. Surg. Br. 2007, 89, 893–900. [CrossRef]

27. Baker, P.N.; Deehan, D.J.; Lees, D.; Jameson, S.; Avery, P.J.; Gregg, P.J.; Reed, M.R. The Effect of Surgical Factors on Early
Patient-Reported Outcome Measures (PROMS) Following Total Knee Replacement. J. Bone Jt. Surg. Br. 2012, 94, 1058–1066.
[CrossRef]

28. Judge, A.; Arden, N.K.; Cooper, C.; Kassim Javaid, M.; Carr, A.J.; Field, R.E.; Dieppe, P.A. Predictors of Outcomes of Total Knee
Replacement Surgery. Rheumatology 2012, 51, 1804–1813. [CrossRef]

29. Brander, V.A.; Stulberg, S.D.; Adams, A.D.; Harden, R.N.; Bruehl, S.; Stanos, S.P.; Houle, T. Predicting Total Knee Replacement
Pain: A Prospective, Observational Study. Clin. Orthop. Relat. Res. 2003, 416, 27–36. [CrossRef]

30. Wylde, V.; Rooker, J.; Halliday, L.; Blom, A. Acute Postoperative Pain at Rest after Hip and Knee Arthroplasty: Severity, Sensory
Qualities and Impact on Sleep. Orthop. Traumatol. Surg. Res. 2011, 97, 139–144. [CrossRef]

31. Tolk, J.J.; Waarsing, J.E.H.; Janssen, R.P.A.; van Steenbergen, L.N.; Bierma-Zeinstra, S.M.A.; Reijman, M. Development of
Preoperative Prediction Models for Pain and Functional Outcome After Total Knee Arthroplasty Using The Dutch Arthroplasty
Register Data. J. Arthroplast. 2020, 35, 690–698.e2. [CrossRef]

32. Escobar, A.; Quintana, J.M.; Bilbao, A.; Ibañez, B.; Arenaza, J.C.; Gutiérrez, L.; Azkárate, J.; Güenaga, J.I.; Vidaurreta, I.
Development of Explicit Criteria for Prioritization of Hip and Knee Replacement. J. Eval. Clin. Pract. 2007, 13, 429–434. [CrossRef]
[PubMed]

33. Riddle, D.L.; Perera, R.A.; Jiranek, W.A.; Dumenci, L. Using Surgical Appropriateness Criteria to Examine Outcomes of Total
Knee Arthroplasty in a United States Sample. Arthritis Care Res. 2015, 67, 349–357. [CrossRef] [PubMed]

34. Ramkumar, P.N.; Haeberle, H.S.; Ramanathan, D.; Cantrell, W.A.; Navarro, S.M.; Mont, M.A.; Bloomfield, M.; Patterson,
B.M. Remote Patient Monitoring Using Mobile Health for Total Knee Arthroplasty: Validation of a Wearable and Machine
Learning-Based Surveillance Platform. J. Arthroplast. 2019, 34, 2253–2259. [CrossRef] [PubMed]

35. Yi, P.H.; Wei, J.; Kim, T.K.; Sair, H.I.; Hui, F.K.; Hager, G.D.; Fritz, J.; Oni, J.K. Automated Detection & Classification of Knee
Arthroplasty Using Deep Learning. Knee 2020, 27, 535–542. [CrossRef]

36. Karnuta, J.M.; Luu, B.C.; Roth, A.L.; Haeberle, H.S.; Chen, A.F.; Iorio, R.; Schaffer, J.L.; Mont, M.A.; Patterson, B.M.; Krebs, V.E.;
et al. Artificial Intelligence to Identify Arthroplasty Implants From Radiographs of the Knee. J. Arthroplast. 2021, 36, 935–940.
[CrossRef]

37. Ramkumar, P.N.; Karnuta, J.M.; Navarro, S.M.; Haeberle, H.S.; Scuderi, G.R.; Mont, M.A.; Krebs, V.E.; Patterson, B.M. Deep
Learning Preoperatively Predicts Value Metrics for Primary Total Knee Arthroplasty: Development and Validation of an Artificial
Neural Network Model. J. Arthroplast. 2019, 34, 2220–2227.e1. [CrossRef]

https://doi.org/10.1007/s00256-021-03824-6
https://doi.org/10.1186/s42836-022-00119-6
https://doi.org/10.1016/j.arth.2018.08.028
https://doi.org/10.1186/s42836-023-00186-3
https://doi.org/10.1016/j.arth.2020.05.061
https://doi.org/10.1007/s00167-019-05602-3
https://doi.org/10.1007/s00402-021-04041-5
https://www.ncbi.nlm.nih.gov/pubmed/34255175
https://doi.org/10.1016/j.arth.2021.02.063
https://doi.org/10.1007/s00167-021-06848-6
https://www.ncbi.nlm.nih.gov/pubmed/35006281
https://doi.org/10.1186/2047-2501-2-3
https://doi.org/10.1302/0301-620X.89B7.19091
https://doi.org/10.1302/0301-620X.94B8.28786
https://doi.org/10.1093/rheumatology/kes075
https://doi.org/10.1097/01.blo.0000092983.12414.e9
https://doi.org/10.1016/j.otsr.2010.12.003
https://doi.org/10.1016/j.arth.2019.10.010
https://doi.org/10.1111/j.1365-2753.2006.00733.x
https://www.ncbi.nlm.nih.gov/pubmed/17518810
https://doi.org/10.1002/acr.22428
https://www.ncbi.nlm.nih.gov/pubmed/25132662
https://doi.org/10.1016/j.arth.2019.05.021
https://www.ncbi.nlm.nih.gov/pubmed/31128890
https://doi.org/10.1016/j.knee.2019.11.020
https://doi.org/10.1016/j.arth.2020.10.021
https://doi.org/10.1016/j.arth.2019.05.034


J. Clin. Med. 2025, 14, 3102 10 of 11

38. Wei, C.; Quan, T.; Wang, K.Y.; Gu, A.; Fassihi, S.C.; Kahlenberg, C.A.; Malahias, M.-A.; Liu, J.; Thakkar, S.; Gonzalez Della Valle,
A.; et al. Artificial Neural Network Prediction of Same-Day Discharge Following Primary Total Knee Arthroplasty Based on
Preoperative and Intraoperative Variables. Bone Jt. J. 2021, 103-B, 1358–1366. [CrossRef]

39. Shah, R.F.; Bini, S.A.; Martinez, A.M.; Pedoia, V.; Vail, T.P. Incremental Inputs Improve the Automated Detection of Implant
Loosening Using Machine-Learning Algorithms. Bone Jt. J. 2020, 102-B, 101–106. [CrossRef]

40. Bonnin, M.; Müller-Fouarge, F.; Estienne, T.; Bekadar, S.; Pouchy, C.; Ait Si Selmi, T. Artificial Intelligence Radiographic Analysis
Tool for Total Knee Arthroplasty. J. Arthroplast. 2023, 38, S199–S207.e2. [CrossRef]

41. Kazarian, G.S.; Lawrie, C.M.; Barrack, T.N.; Donaldson, M.J.; Miller, G.M.; Haddad, F.S.; Barrack, R.L. The Impact of Surgeon
Volume and Training Status on Implant Alignment in Total Knee Arthroplasty. J. Bone Jt. Surg. Am. 2019, 101, 1713–1723.
[CrossRef]

42. Batailler, C.; Fernandez, A.; Swan, J.; Servien, E.; Haddad, F.S.; Catani, F.; Lustig, S. MAKO CT-Based Robotic Arm-Assisted
System Is a Reliable Procedure for Total Knee Arthroplasty: A Systematic Review. Knee Surg. Sports Traumatol. Arthrosc. 2021, 29,
3585–3598. [CrossRef] [PubMed]

43. van der List, J.P.; Chawla, H.; Joskowicz, L.; Pearle, A.D. Current State of Computer Navigation and Robotics in Unicompartmental
and Total Knee Arthroplasty: A Systematic Review with Meta-Analysis. Knee Surg. Sports Traumatol. Arthrosc. 2016, 24, 3482–3495.
[CrossRef] [PubMed]

44. Kayani, B.; Konan, S.; Pietrzak, J.R.T.; Haddad, F.S. Iatrogenic Bone and Soft Tissue Trauma in Robotic-Arm Assisted Total Knee
Arthroplasty Compared With Conventional Jig-Based Total Knee Arthroplasty: A Prospective Cohort Study and Validation of a
New Classification System. J. Arthroplast. 2018, 33, 2496–2501. [CrossRef] [PubMed]

45. Sires, J.D.; Wilson, C.J. CT Validation of Intraoperative Implant Position and Knee Alignment as Determined by the MAKO Total
Knee Arthroplasty System. J. Knee Surg. 2021, 34, 1133–1137. [CrossRef]

46. Kayani, B.; Konan, S.; Huq, S.S.; Tahmassebi, J.; Haddad, F.S. Robotic-Arm Assisted Total Knee Arthroplasty Has a Learning Curve
of Seven Cases for Integration into the Surgical Workflow but No Learning Curve Effect for Accuracy of Implant Positioning.
Knee Surg. Sports Traumatol. Arthrosc. 2019, 27, 1132–1141. [CrossRef]

47. Sultan, A.A.; Samuel, L.T.; Khlopas, A.; Sodhi, N.; Bhowmik-Stoker, M.; Chen, A.; Orozco, F.; Kolisek, F.; Mahoney, O.; Smith,
L.; et al. Robotic-Arm Assisted Total Knee Arthroplasty More Accurately Restored the Posterior Condylar Offset Ratio and the
Insall-Salvati Index Compared to the Manual Technique; A Cohort-Matched Study. Surg. Technol. Int. 2019, 34, 409–413.

48. Gilmour, A.; MacLean, A.D.; Rowe, P.J.; Banger, M.S.; Donnelly, I.; Jones, B.G.; Blyth, M.J.G. Robotic-Arm-Assisted vs. Conven-
tional Unicompartmental Knee Arthroplasty. The 2-Year Clinical Outcomes of a Randomized Controlled Trial. J. Arthroplast. 2018,
33, S109–S115. [CrossRef]

49. Bhimani, S.J.; Bhimani, R.; Smith, A.; Eccles, C.; Smith, L.; Malkani, A. Robotic-Assisted Total Knee Arthroplasty Demonstrates
Decreased Postoperative Pain and Opioid Usage Compared to Conventional Total Knee Arthroplasty. Bone Jt. Open 2020, 1, 8–12.
[CrossRef]

50. Naziri, Q.; Cusson, B.C.; Chaudhri, M.; Shah, N.V.; Sastry, A. Making the Transition from Traditional to Robotic-Arm Assisted
TKA: What to Expect? A Single-Surgeon Comparative-Analysis of the First-40 Consecutive Cases. J. Orthop. 2019, 16, 364–368.
[CrossRef]

51. Blyth, M.J.G.; Anthony, I.; Rowe, P.; Banger, M.S.; MacLean, A.; Jones, B. Robotic Arm-Assisted versus Conventional Unicompart-
mental Knee Arthroplasty: Exploratory Secondary Analysis of a Randomised Controlled Trial. Bone Jt. Res. 2017, 6, 631–639.
[CrossRef]

52. Hansen, D.C.; Kusuma, S.K.; Palmer, R.M.; Harris, K.B. Robotic Guidance Does Not Improve Component Position or Short-Term
Outcome in Medial Unicompartmental Knee Arthroplasty. J. Arthroplast. 2014, 29, 1784–1789. [CrossRef] [PubMed]

53. Mahoney, O.M.; Kinsey, T. Overhang of the Femoral Component in Total Knee Arthroplasty: Risk Factors and Clinical Conse-
quences. J. Bone Jt. Surg. Am. 2010, 92, 1115–1121. [CrossRef]

54. Beckers, L.; Müller, J.H.; Daxhelet, J.; Saffarini, M.; Aït-Si-Selmi, T.; Bonnin, M.P. Sexual Dimorphism and Racial Diversity Render
Bone-Implant Mismatch Inevitable after off-the-Shelf Total Knee Arthroplasty: A Systematic Review and Meta-Analysis. Knee
Surg. Sports Traumatol. Arthrosc. 2022, 30, 809–821. [CrossRef] [PubMed]

55. Lustig, S.; Sappey-Marinier, E.; Fary, C.; Servien, E.; Parratte, S.; Batailler, C. Personalized Alignment in Total Knee Arthroplasty:
Current Concepts. SICOT-J 2021, 7, 19. [CrossRef] [PubMed]

56. Bonnin, M.P.; Beckers, L.; Leon, A.; Chauveau, J.; Müller, J.H.; Tibesku, C.O.; Aït-Si-Selmi, T. Custom Total Knee Arthroplasty
Facilitates Restoration of Constitutional Coronal Alignment. Knee Surg. Sports Traumatol. Arthrosc. 2020, 30, 464–475. [CrossRef]

57. Gousopoulos, L.; Dobbelaere, A.; Ratano, S.; Bondoux, L.; ReSurg; Tibesku, C.O.; Aït-Si-Selmi, T.; Bonnin, M.P. Custom Total
Knee Arthroplasty Combined with Personalised Alignment Grants 94% Patient Satisfaction at Minimum Follow-up of 2 Years.
Knee Surg. Sports Traumatol. Arthrosc. 2023, 31, 1276–1283. [CrossRef]

https://doi.org/10.1302/0301-620X.103B8.BJJ-2020-1013.R2
https://doi.org/10.1302/0301-620X.102B6.BJJ-2019-1577.R1
https://doi.org/10.1016/j.arth.2023.02.053
https://doi.org/10.2106/JBJS.18.01205
https://doi.org/10.1007/s00167-020-06283-z
https://www.ncbi.nlm.nih.gov/pubmed/32975626
https://doi.org/10.1007/s00167-016-4305-9
https://www.ncbi.nlm.nih.gov/pubmed/27600634
https://doi.org/10.1016/j.arth.2018.03.042
https://www.ncbi.nlm.nih.gov/pubmed/29699827
https://doi.org/10.1055/s-0040-1701447
https://doi.org/10.1007/s00167-018-5138-5
https://doi.org/10.1016/j.arth.2018.02.050
https://doi.org/10.1302/2633-1462.12.BJO-2019-0004.R1
https://doi.org/10.1016/j.jor.2019.03.010
https://doi.org/10.1302/2046-3758.611.BJR-2017-0060.R1
https://doi.org/10.1016/j.arth.2014.04.012
https://www.ncbi.nlm.nih.gov/pubmed/24851792
https://doi.org/10.2106/JBJS.H.00434
https://doi.org/10.1007/s00167-021-06447-5
https://www.ncbi.nlm.nih.gov/pubmed/33512544
https://doi.org/10.1051/sicotj/2021021
https://www.ncbi.nlm.nih.gov/pubmed/33812467
https://doi.org/10.1007/s00167-020-06153-8
https://doi.org/10.1007/s00167-023-07318-x


J. Clin. Med. 2025, 14, 3102 11 of 11

58. Ratano, S.; Müller, J.H.; Daxhelet, J.; Beckers, L.; Bondoux, L.; Tibesku, C.O.; Aït-Si-Selmi, T.; Bonnin, M.P. Custom TKA Combined
with Personalised Coronal Alignment Yield Improvements That Exceed KSS Substantial Clinical Benefits. Knee Surg. Sports
Traumatol. Arthrosc. 2022, 30, 2958–2965. [CrossRef]

59. Daxhelet, J.; Aït-Si-Selmi, T.; Müller, J.H.; Saffarini, M.; Ratano, S.; Bondoux, L.; Mihov, K.; Bonnin, M.P. Custom TKA Enables
Adequate Realignment with Minimal Ligament Release and Grants Satisfactory Outcomes in Knees That Had Prior Osteotomies
or Extra-Articular Fracture Sequelae. Knee Surg. Sports Traumatol. Arthrosc. 2023, 31, 1212–1219. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1007/s00167-022-06867-x
https://doi.org/10.1007/s00167-021-06619-3

	Introduction 
	Artificial Intelligence 
	Robotic-Assisted Surgery 
	Custom Implant and Personalized Alignment 
	Discussion 
	Conclusions 
	References

