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INTRODUCTION

METHODS

CONCLUSIONS

Osseointegrated (OI) prostheses are porous coated titantum  « Retrospective cohort analysis on patients who received
implants that are inserted directly into residual bone. Targeted single-stage lower limb OI from 2017-2024

Our pilot study showed fewer symptomatic neuromas in
patients who received TMR and TMRpni than 1n patients
with no nerve treatment.

muscle reinnervation (TMR) 1s often done concurrently in this  « Patients had at least 12 months of post-op follow-up

population. TMRpni combines TMR with regenerative « Symptomatic neuromas confirmed with imaging or surgical

peripheral nerve interface.
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* One-way ANOVA and Chi-Square test were used, a=0.05

This study demonstrates that TMRpni holds potential for
nerve management in patients with lower limb amputations.
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Table 1: Demographic data based on nerve reconstruction techniques
including no nerve reconstruction performed (none), TMR alone, or
TMRpni. Data presented as mean (SD) for continuous variables and n (%)
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