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Abstract
Technology, including robotics, has been developed for use in unicompartmental knee arthroplasty (UKA) to improve 
accuracy and precision of bone preparation, implant positioning, and soft tissue balance. The NAVIO™ System (Smith and 
Nephew, Pittsburgh, PA, United States) is a handheld robotic system that assists surgeons in planning implant positioning 
based on an individual patient’s anatomy and then preparing the bone surface to accurately achieve the plan. The surgical 
technique is presented herein. In addition, initial results are presented for 128 patients (mean age 64.7 years; 57.8% male) 
undergoing UKA with NAVIO. After a mean of follow-up period of 2.3 years, overall survivorship of the knee implant 
was 99.2% (95% confidence interval 94.6–99.9%). There was one revision encountered during the study, which was due to 
persistent soft tissue pain, without evidence of loosening, subsidence, malposition or infection. These initial results suggest 
a greater survivorship than achieved in the same follow-up time intervals in national registries and cohort studies, though 
further follow-up is needed to confirm whether this difference is maintained at longer durations.
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Introduction

Unicompartmental knee arthroplasty (UKA) is a treatment 
option for patients with knee osteoarthritis isolated to a 
single compartment. In comparison with total knee arthro-
plasty, UKA preserves bone and ligaments and can result 
in shorter hospitalization and improved patient satisfaction 
[1]. However, the success of UKA depends on a variety of 
factors including patient selection, implant design, compo-
nent alignment and fixation, and soft tissue balance [2–6]. 
It is challenging to obtain correct implant alignment using 
standard instrumentation, which has been shown to result in 
outliers beyond 2° of the planned alignment in as many of 
40–60% of cases [7, 8].

Robotic-assisted systems are designed to improve a sur-
geon’s ability to accurately achieve the desired limb and 

component alignment, optimize soft tissue balance, con-
trol the joint line and restore normal knee kinematics in 
UKA [9–16]. Several types of robotic-assisted surgery have 
been available in orthopaedics for nearly 25 years. Current 
robotic-assisted systems often use various navigation princi-
ples augmented with the technology of robotic bone prepa-
ration, allowing the surgeon to conduct a UKA based on 
preoperative 3D images or image-free intra-operative plan-
ning [17]. It is estimated that 15–20% of UKA surgeries in 
the United States are performed with robotic assistance [18].

In orthopaedics, robotic assistance can be used to perform 
specific tasks in achieving a plan according to preopera-
tive data. The level of involvement of the robotics can vary 
and three main categories have been described: passive, 
semi-active, and active robotics [19]. Passive systems, also 
known as computer-assisted navigation systems, provide the 
surgeon with perioperative recommendations for guiding 
positioning, but this and bone resection are all done under 
direct control of the surgeon without true robotic assistance. 
Semi-autonomous robots are tactile feedback systems that 
augment the surgeon’s ability to control and manipulate the 
robotic tool, typically by restricting the resection volume by 
haptic constraint or by controlling the cutting tool motion or 
exposure. Finally, active robotic systems perform a surgical 
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task without direct surgical tool manipulation by the sur-
geon, other than inputting the initial surgical plan.

The NAVIO™ System (Smith and Nephew, Pittsburgh, 
PA, USA) is a next-generation semi-autonomous tool that 
uses handheld miniaturized robotic-assisted instrumentation 
that the surgeon manipulates in 6° of freedom, but restricts 
cutting to within the confines of the pre-designated resection 
area of the patient’s bone. This article describes the surgical 
technique for using the NAVIO system for UKA, as well as 
early implant survivorship results associated with its use.

Methods

This was a retrospective, multi-center, cohort study to col-
lect 2-year survivorship data on patients who had undergone 
NAVIO System-assisted UKA. The surgical technique is 
described in detail below. The NAVIO system was used for 
all patients to plan the positioning of the implants and to pre-
pare the bone surfaces prior to implantation. These patients 
represent the initial series of NAVIO-assisted UKA proce-
dures performed by five surgeons to eliminate the potential 
for any selection bias. If the patients had not completed a 
2-year follow-up visit, their survivorship and adverse event 
status was collected prospectively. For patients that had 
already completed a 2-year visit at the time of enrollment, 
their last follow-up was included retrospectively. Informed 
consent was obtained from all individual participants 
included in the study.

For the analysis of survivorship, the cumulative propor-
tion (or percentage) of subjects with implant survivorship 
at 2+ years (96 weeks), the following hypothesis was per-
formed using the safety population:

H0 (null): S(t) = π ≤ (π0 − δ) versus
Ha (alternate): S(t) = π > (π0 − δ),

where π = expected percentage of subjects with implant sur-
vivorship at 2 years, π0 = historical control implant survivor-
ship (95.7%, from the Australian registry [23]) and δ = mar-
gin of non-inferiority (7%).

Subjects who completed the study without a revision 
were censored at their last known date in the study while 
those who prematurely discontinued from study as a result of 
death or for any other reason were censored at the date this 
event occurred. Any subject lost to follow-up was censored 
at their last known contact date. The Kaplan–Meier estimate 
for implant survivorship is presented with the corresponding 
two-sided 95% Confidence Intervals (CIs).

Surgical technique

The NAVIO system consists of several components (Fig. 1). 
A tracking system and stand uses infrared cameras to 

determine the position of reflective trackers in space. The 
accompanying cart contains the electronic control system, 
an electrical system integration unit, a computer, an unin-
terruptible power supply, and a touchscreen monitor, which 
serves as the primary user interface. There are two foot-
control pedals, one of which serves as an alternative user 
interface to the touchscreen monitor, and the other to control 
the Anspach drill that runs the motorized robotic bur that 
prepares the bone. Lastly, a handpiece controls the position 
of the Anspach drill and bur relative to the position of the 
guard and the desired profile of the bone being cut.

The NAVIO surgical system is indicated for use in knee 
procedures in which the use of stereotactic surgery may be 
appropriate, and where reference to rigid anatomical bony 
structures can be determined. This includes UKA, patel-
lofemoral arthroplasty (PFA) and total knee arthroplasty 
(TKA). The overall surgical procedure is divided into six 
distinct steps described below in the following sections.

Step one: patient and system setup

In the operating room, the cart containing the NAVIO com-
puter and monitor is positioned next to the operating table. 

Fig. 1  The NAVIO surgical system and handpiece
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After incision, all peripheral osteophytes are removed so that 
joint stability can be adequately assessed. Tracking arrays 
are attached to both the femur and the tibia using a two-pin 
bi-cortical fixation system. On the tibia, the pins are placed 
percutaneously inferior to the tibial tubercle on the medial 
side of the tibial crest. On the femur, the screws are placed 
superior to the patella. Additionally, small checkpoint pins 
are placed in the femur and tibia, which are used to deter-
mine if the trackers have moved relative to the bone at vari-
ous points during the procedure.

Step two: registration

The NAVIO system is different from other robotic systems 
in that it does not require any preoperative imaging for plan-
ning; sparing the patient exposure to radiation associated 
with computed tomography scans [21]. The entire process 
of defining the patient’s anatomy and planning workflow is 
performed intra-operatively. This technique of registering 
the patient’s anatomy is done using a localization of ana-
tomic landmarks and a surface “painting” technique to create 
a 3D virtual model of the patient’s anatomy (Fig. 2). These 
landmarks are collected using a point probe, which contains 
a tip that is tracked using the infrared cameras. This probe 
is used to collect points and “paint” the surface of the bone 
and/or articular surfaces by holding down the foot pedal.

The surgeon is guided to collect points on the medial and 
lateral malleoli to register the ankle center. The surgeon then 
takes the leg through a rotation about the hip to calculate 
the hip center. The leg is then placed in full extension and 
put under slight compression to capture any varus/valgus 
deformity and flexion contracture. The mechanical axis of 
the limb is then calculated by the computer system, based on 
these registered points. The user then takes the knee through 

a range of motion to maximum flexion while keeping the 
knee joint in contact, establishing the rotational axis of the 
limb, from which femoral component rotation is derived. 
Afterwards, varus or valgus stress is applied to tension the 
soft tissues on the sides of the knee through a full range 
of flexion to plan the desired soft tissue laxity. This helps 
the surgeon plan for implant positioning and volume bone 
resections, taking into account “virtual” soft tissue laxity 
prior to making any cuts. Next, the user collects a num-
ber of reference points on the femur and tibia, demarcating 
the boundaries of the hemi-plateau or hemi-condyle, and 
defining the mechanical axes of the femur and tibia. Surface 
mapping is then completed by “painting” the entire condy-
lar surface while holding down the foot pedal and creat-
ing a three-dimensional virtual model of the involved knee 
compartment. Once both the femur and tibia are registered, 
prosthesis planning can begin.

Step three: prosthesis planning

In the planning stage, the system provides the user with 
a virtual reconstruction of the patient’s femoral and tibial 
anatomy, soft tissue ligament tension, and joint balance. The 
first step of planning is the initial sizing and placement of the 
implants, which is performed automatically by the NAVIO 
software through the use of the landmarks and the painted 
bone surfaces, and then adjusted by the surgeon. The sur-
geon can then assess the depth of resection and alignment 
with respect to the mechanical axis. The software provides 
the user with the expected laxity balance throughout a range 
of flexion and extension (Fig. 3). The goal is to adjust the 
implant positions and orientations such that the gaps in 
extension and flexion are balanced, with roughly 1–2 mm of 
laxity between the components through a full arc of motion, 
and avoiding over-correction of alignment into the opposite 
compartment. To achieve adequate balance, adjustments in 
implant flexion, rotation, translation, varus/valgus, and depth 
can be made. Once the surgeon is satisfied with the implant 
positions and soft tissue balance, the next step is preparation 
of the bone surfaces using the NAVIO robotic handpiece.

Step four: robotic‑assisted bone cutting

The NAVIO handpiece is a semi-autonomous robotic tool in 
which the surgeon can move the handpiece freely in space. 
However, the cutting action is disabled when the tip is out-
side the designated cutting space. This can be done via two 
different methods of robotic control. The first method is 
termed “exposure control,” in which the system retracts the 
bur within a protective guard when the motorized bur is 
outside the designated cutting space. The second method 
is termed “speed control”, in which the speed of the bur is 
automatically slowed and ultimately stopped when the cutter Fig. 2  Surface model creation of the femur during registration
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reaches the edge of the cut planes. For the UKA applica-
tion, the NAVIO system is used to prepare all of the bony 
surfaces including the tibial and femoral planar surfaces and 
peg holes (Fig. 4).

Step five: trial reduction

After the bone surfaces are prepared to the satisfaction of the 
surgeon, the wound is irrigated and dried. The surgeon then 
manually provisionally inserts the trial components ensuring 
appropriate alignment and balance through a full range of 
motion. The system displays the achieved coronal alignment 
and laxity of the knee and allows a comparison with the 

initial plan created in the planning stage. The system then 
prompts the user to assess the post-operative gap balance 
throughout flexion in both the medial and lateral compart-
ments (Fig. 5).

Adjustments can be made if balance or alignment modi-
fications are deemed appropriate. This is done with ease 
by returning to the planning and bone removal stage and 
adjusting appropriate parameters, such as slope or depth of 
resection of either, or both, components. The surgeon can 
then make any re-cuts using either exposure or speed control 
mode if there are any changes to the plan needed to achieve 
a different soft tissue balance. When the surgeon is satisfied 
with the final results, manual implantation proceeds using 
the surgeon’s standard methods.

Initial results

Patients were followed for a mean of 2.3 years to determine 
if the UKA had been revised for any reason. The 128 partici-
pants had a mean age at surgery of 64.7 years (median 64; 
range 45–92; standard deviation 9.6), with the majority (89 
subjects; 69.5%) 60 years of age or older and male (74 sub-
jects; 57.8%). They had a mean body mass index of 30.3 kg/
m2 (median 29.7; range 19.9–45.9; standard deviation 5.4), 
with a slight majority (66 subjects; 52%) in the body mass 
index category of < 30 kg/m2. UKA was performed on the 
medial compartment in 124 subjects (96.9%) and on the lat-
eral compartment in four subjects (3.1%).

Overall survivorship of the knee implant in these robotic-
assisted cases at 2 years (96 weeks) was 99.2% (95% confi-
dence interval 94.6–99.9%), which was non-inferior when 
compared to the reference survival rate of 95.7% from the 

Fig. 3  Planning screen to show predicted gaps throughout a range of 
flexion

Fig. 4  Screen guidance during bone preparation showing the remain-
ing bone to be removed

Fig. 5  Post-operative gap assessment under stress throughout a range 
of flexion
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Australian registry [20]. There was one revision encountered 
during the study, which was due to persistent soft tissue pain, 
without evidence of loosening, subsidence, malposition or 
infection. This revision occurred at 218 days post-op in a 
male less than 60 years old with a body mass index < 30 kg/
m2.

There were 4 (3.1%) patients who reported adverse 
events that were possibly or definitely related to the NAVIO 
System, and 16 (12.5%) who reported adverse events that 
were possibly or definitely related to the knee implant. 
The adverse events that may have been related to NAVIO 
included one case each of stress shielding, incision pain with 
deep flexion and anterior knee pain and swelling, synovial 
hypertrophy with quadriceps atrophy and knee pain, and 
persistent soft tissue pain. The adverse events that may have 
been related to the implant included one case each of syno-
vial hypertrophy with quadriceps atrophy and knee pain, 
persistent soft tissue pain, general soreness, femoral oste-
olysis, and anterior knee pain and incisional pain with deep 
flexion, and 11 cases of non-progressive radiolucent lines.

Discussion

The NAVIO system is a unique robotic-assisted technology 
for use in partial and total knee arthroplasty. The system 
design optimizes planning for joint replacement, with the 
benefits of no additional radiation from CT, and a hand-
held robotic tool resulting in precision cuts. There is a clear 
importance to achieving soft tissue balancing in UKA pro-
cedures and the NAVIO system incorporates ligament lax-
ity throughout a full range of motion during the planning 
stage. The combination of precise component alignment, 
kinematic restoration, and ligament balance, likely account 
for the high durability observed in our pilot study. By utiliz-
ing the software that predicts the ligament laxity based on 
the surgical plan, the surgeons have the ability to optimize 
implant placement to fully take into account these soft tissue 
considerations.

Although robotics has been used to assist UKA for sev-
eral years, there is limited data available on how its use may 
affect survivorship. Early studies have shown precision and 
elimination of alignment errors that are comparable to those 
observed with robotic systems that require preoperative CT 
scans [14, 16, 22]. Further, the NAVIO system has been 
shown to achieve limb alignment within 1–2° of the plan 
with more accurate restoration of the joint line compared to 
conventional methods [13, 23]. Ours is the first to look at 
the 2-year revision rates for NAVIO robotic-assisted UKA 
in a retrospective study of 128 patients at 5 sites within the 
United States.

At 2 years there was only one revision resulting in a sur-
vivorship rate of 99.2%. This was despite these cases being 

the surgeon adopters first cases, during a period of the 
so-called learning curve. The survivorship rate of conven-
tional UKA at the same follow-up period is well reported 
in the literature and in several national registries. By way 
of comparison, 2-year survivorship for conventional UKA 
was 95.7% in the Australian registry [20], 96.3% in the 
New Zealand registry [24], and 96% in the Swedish reg-
istry [25]. Further, several cohort studies also report 2–3-
year survivorship and these are presented in Table 1. It 
can be seen that survivorship in these studies ranges from 
94.7 to 98.0%, which are lower than the reported durability 
found in our study.

In this multicenter study, UKA with NAVIO robot-
ics assistance was shown to have a high survivorship at a 
short-term follow-up. These initial results suggest a greater 
survivorship than achieved in the same follow-up time inter-
vals in national registries and cohort studies, though further 
follow-up will be needed to confirm whether this difference 
is maintained at longer durations. Nonetheless, these early 
results indicate that the NAVIO system has strong potential 
to improve patient outcomes.
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Table 1  Survivorship reported in cohort studies reporting 2- to 3-year 
follow-up

Cohort study # Cases Survivorship at 2–3-
year follow-up (%)

Eickmann et al. [26] 411 96.0
Hamilton et al. [27] 517 97.0
Liebs and Herzberg [28] 401 94.7
Lim et al. [29] 400 97.4
Pandit et al. [30] 1000 98.0
Vorlat et al. [31] 149 97.8
Yoshida et al. [32] 1279 98.3



60 Journal of Robotic Surgery (2020) 14:55–60

1 3

Open Access This article is distributed under the terms of the Crea-
tive Commons Attribution 4.0 International License (http://creat iveco 
mmons .org/licen ses/by/4.0/), which permits unrestricted use, distribu-
tion, and reproduction in any medium, provided you give appropriate 
credit to the original author(s) and the source, provide a link to the 
Creative Commons license, and indicate if changes were made.

References

 1. Robertsson O, Borgquist L, Knutson K, Lewold S, Lidgren L 
(1999) Use of unicompartmental instead of tricompartmental 
prostheses for unicompartmental arthrosis in the knee is a cost-
effective alternative: 15,437 primary tricompartmental prostheses 
were compared with 10,624 primary medial or lateral unicompart-
mental prostheses. Acta Orthop Scand 70:170–175

 2. Collier MB, Eickmann TH, Sukezaki F, McAuley JP, Engh GA 
(2006) Patient, implant, and alignment factors associated with 
revision of medial compartment unicondylar arthroplasty. J 
Arthroplast 21(6 suppl 2):108–115

 3. Kim S-J, Bae J-H, Lim HC (2012) Factors affecting the postop-
erative limb alignment and clinical outcome after Oxford uni-
compartmental knee arthroplasty. J Arthroplast 27(6):1210–1215, 
2012

 4. Dyrhovden GS, Lygre SHL, Badawy M, Gothesen O, Furnes O 
(2017) Have the causes of revision for total and unicompartmental 
knee arthroplasties changed during the past two decades? Clin 
Orthop Relat Res 475:1874–1886

 5. Epinette JA, Brunschweiler B, Mertl P, Mole D, Cazenave A 
(2012) Unicompartmental knee arthroplasty modes of failure: 
wear is not the main reason for failure: a multicentre study of 418 
failed knees. Orthop Traumatol Surg Res 98S:S124–S130

 6. Chatellard R, Sauleau V, Colmar M, Robert H, Raynaud G, Bril-
hault J (2013) Medial unicompartmental knee arthroplasty: does 
tibial component position influence clinical outcomes and arthro-
plasty survival? Orthop Traumatol Surg Res 99S:S219–S225

 7. Cobb J, Henckel J, Gomes P, Harris S, Jakopec M, Rodriguez F, 
Barrett A, Davies B (2006) Hands-on robotic unicompartmental 
knee replacement: a prospective, randomized controlled study of 
the acrobot system. J Bone Jt Surg Br 88:188–197

 8. Keene G, Simpson D, Kalairajah Y (2006) Limb alignment in 
computer-assisted minimally-invasive unicompartmental knee 
replacement. J Bone Jt Surg Br 88:44–48

 9. Song EK, Seon JK, Yim JH, Netravali NA, Bargar WL (2013) 
Robotic-assisted TKA reduces postoperative alignment outliers 
and improves gap balance compared to conventional TKA. Clin 
Orthop Relat Res 471:118–126

 10. Borner M, Wiesel U, Ditzen W (2004) Clinical experiences with 
Robodoc and the Duracon total knee. In: Stiehl JB, Konermann 
WH, Haaker RG (eds) Navigation and robotics in total joint and 
spine surgery. Springer, Berlin, pp 362–366

 11. Mai S, Lorke C, Siebert W (2004) Clinical results with the 
robot-assisted Caspar system and the search-evolution prosthe-
sis. In: Stiehl JB, Konermann WH, Haaker RG (eds) Navigation 
and robotics in total joint and spine surgery. Springer, Berlin, 
pp 355–361

 12. Lonner JH, Fillingham YA (2018) Pros and cons: a balanced view 
of robotics in knee arthroplasty. J Arthroplast 33:2007–2013

 13. Herry Y, Batailler C, Lording T, Servien E, Neyret P, Lustig S 
(2017) Improved joint-line restitution in unicompartmental knee 
arthroplasty using a robotic-assisted surgical technique. Int Orthop 
41(11):2265–2271

 14. Lonner JH (2016) Robotically-assisted unicompartmental knee 
arthroplasty with a hand-held image-free sculpting tool. Oper 
Tech Orthop 47:29–40

 15. Conditt MA, Bargar WL, Cobb JP, Dorr LD, Lonner JH (2013) 
Current concepts in robotics for the treatment of joint disease. Adv 
Orthop 2013:948360

 16. Lonner JH, Smith JR, Picard F, Hamlin B, Rowe PJ, Riches PE 
(2015) High degree of accuracy of a novel image-free handheld 
robot for unicondylar knee arthroplasty in a cadaveric study. Clin 
Orthop Relat Res 473(1):206–212

 17. Decking J, Theis C, Achenbach T, Roth E, Nafe B, Eckardt A 
(2004) Robotic total knee arthroplasty: the accuracy of CT-based 
component placement. Acta Orthop Scand 75:573–579

 18. Lonner JH, Moretti VM (2016) The evolution of image-free 
robotic assistance in unicompartmental knee arthroplasty. Am J 
Orthop 45(4):249–254

 19. Picard F, Moody J, DiGioia AM III, Jaramaz B (2004) Clinical 
classifications of CAOS systems. In: DiGioia AM III, Jaramaz B, 
Picard F, Nolte LP (eds) Computer and robotic assisted hip and 
knee surgery. Oxford University Press, New York, pp 43–48

 20. Australian Orthopaedic Association National Joint Replacement 
Registry (2015) Annual report. Adelaide: AOA

 21. Ponzio DY, Lonner JH (2015) Preoperative mapping in unicom-
partmental knee arthroplasty using computed tomography scans is 
associated with radiation exposure and carries high cost. J Arthro-
plast 30(6):964–967

 22. Dunbar NJ, Roche MW, Park BH, Branch SH, Conditt MA, Banks 
SA (2012) Accuracy of dynamic tactile guided unicompartmental 
knee arthroplasty. J Arthroplast 27(5):803–808

 23. Picard F, Gregori A, Bellemans J, Smith J, Gonzales D, Simone 
A, Jaramaz B (2014) Handheld robot-assisted unicondylar knee 
arthroplasty: a clinical review. 14th Annual Meeting of the Inter-
national Society for Computer Assisted Orthopaedic Surgery. 
Milan, Italy

 24. The New Zealand Joint Registry (2013) Fourteen year report. 
January 1999 to December 2012. https ://nzoa.org.nz/syste m/files 
/NJR%2014%20Yea r%20Rep ort.pdf. Accessed 22 June 2018

 25. Annual report (2013) Swedish knee arthroplasty register. http://
www.mykne e.se/pdf/SKAR2 013_Eng.pdf. Accessed 22 June 
2018

 26. Eickmann THH, Collier MBB, Sukezaki F, McAuley JPP, Engh 
GAA (2006) Survival of medial unicondylar arthroplasties placed 
by one surgeon 1984–1998. Clin Orthop Relat Res 452:143–149

 27. Hamilton WG, Ammeen DJ, Hopper RH (2014) Mid-term survi-
vorship ofminimally invasive unicompartmental arthroplasty with 
a fixed-bearing implant: revision rate and mechanisms of failure. 
J Arthroplast 29:989–992

 28. Liebs TR, Herzberg W (2013) Better quality of life after medial 
versus lateral unicondylar knee arthroplasty. Clin Orthop Relat 
Res 471(8):2629–2640

 29. Lim HC, Bae JH, Song SH, Kim SJ (2012) Oxford phase 3 uni-
compartmental knee replacement in Korean patients. J Bone Jt 
Surg Br 94:1071–1076

 30. Pandit H, Jenkins C, Gill HS, Barker K, Dodd CA, Murray DW 
(2011) Minimally invasive Oxford phase 3 unicompartmen-
tal knee replacement: results of 1000 cases. J Bone Jt Surg Br 
93:198–204

 31. Vorlat P, Putzeys G, Cottenie D, Van Isacker T, Pouliart N, 
Handelberg F, Casteleyn P-P, Gheysen F, Verdonk R (2006) 
The Oxford unicompartmental knee prosthesis: an independent 
10-year survival analysis. Knee Surg Sport Traumatol Arthrosc 
14:40–45

 32. Yoshida K, Tada M, Yoshida H, Takei S, Fukuoka S, Nakamura 
H (2013) Oxford phase 3 unicompartmental knee arthroplasty in 
Japan—clinical results in greater than one thousand cases over ten 
years. J Arthroplast 28 Suppl 2:168–171

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://nzoa.org.nz/system/files/NJR%2014%20Year%20Report.pdf
https://nzoa.org.nz/system/files/NJR%2014%20Year%20Report.pdf
http://www.myknee.se/pdf/SKAR2013_Eng.pdf
http://www.myknee.se/pdf/SKAR2013_Eng.pdf

	A novel handheld robotic-assisted system for unicompartmental knee arthroplasty: surgical technique and early survivorship
	Abstract
	Introduction
	Methods
	Surgical technique
	Step one: patient and system setup
	Step two: registration
	Step three: prosthesis planning
	Step four: robotic-assisted bone cutting
	Step five: trial reduction

	Initial results
	Discussion
	Acknowledgements 
	References




