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Introduction

Cranial cruciate ligament rupture (CCLR) is one of the major
causes of lameness in dogs, leading to the development of

progressive osteoarthritis and stifle joint loss of fun-
ction.1–3 Stifle instability following CCLR is an important
pathophysiological mechanism that can be addressed with
various biomechanical techniques involving proximal tibial
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Abstract Objectives The aim of this retrospective study was to report the magnitude of the
craniocaudal angulation of the proximal tibia (CCAPT) quantified by the angle between
the anatomical axis (AA) and the mechanical axis (MA), called the AMA angle, and the
tibial plateau angle (TPA) in dogs >50 kg that were treated by cranial closing wedge
osteotomy based on the AMA angle (AMA-based CCWO). Furthermore, the percentage
of dogs in which the AA and MA could be aligned postoperatively and the rate of
surgical site infection (SSI) were reported.
Study Design Medical records (between January 2016 and September 2023) were
reviewed for 204 dogs that had AMA-based CCWO stabilized with a double locking
plate (DLP) fixation with or without joint exploration plus a Robert Jones bandage (RJB)
and were given postoperative antibiotics.
Results The median (range) preoperative AMA angle and TPA were 3.1° (0–5.1°) and
30° (22–49.6°), respectively, and the postoperative AMA angle and TPA were 0° (�2.4
to 1.6°) and 9.2° (4–15°), respectively. The AA and MA were aligned in 82% of dogs.
Grade 4 healing occurred in all osteotomies by 8 weeks postoperatively. Except for one
dog, no SSIs were recorded.
Conclusion Concerning the magnitude of CCAPT in dogs>50 kg and the low SSI rate,
AMA-based CCWO stabilized with a DLP fixation plus an RJB and postoperative
antibiotics should be considered for treating cranial cruciate ligament-deficient stifles
in this subset of dogs.
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osteotomy. Tibial plateau leveling osteotomy (TPLO),3,4

CORA-based leveling osteotomy (CBLO),5 and modified cra-
nial closing wedge osteotomy (mCCWO)6–12 are the most
frequently performed surgical procedures to decrease the
tibial plateau angle (TPA) with the aim of neutralizing the
cranial tibial thrust.

The magnitude of the craniocaudal angulation of the
proximal tibia (CCAPT) is quantified by the angle between
the anatomical axis (AA) and the mechanical axis (MA), also
referred to as the AMA angle, and has been recognized13,14 as
a predisposing factor in the development of CCLR. Indeed, a
recent study in which Labrador retrievers and Golden
retrievers with and without CCLR were compared found
that an AMA angle equal to or greater than 2.4° was predic-
tive of CCLRwith both a sensitivity and specificity of 0.95 and
was a more accurate predictor than the TPA.14 This has been
confirmed in recent studies.14,15 Thus, it has been proposed
that the AMA angle should be considered with the TPAwhen
a tibial plateau slope (TPS) alteration procedure must be
performed, especially in dogs with a TPA >30°.16

AMA-based CCWO (cranial closing wedge osteotomy), a
modified version of traditional CCWO, involves accurately
placing the cranial wedge such that the AA and MA are
superimposed following the osteotomy, after the TPS has
been decreased and the desired TPA is obtained.12,16A recent
studyof TPLO andAMA-based CCWO in dogswith a TPA>30°
comparedwith healthy Labradors found that mCCWO allows
for better correction of the CCAPT, which is often associated
with deficient stifles in this subset of dogs, and postoperative
modification of the anatomy of the tibia to resemble unaf-
fected dogs.16

Although several studies have investigated surgical treat-
ment for proximal tibial osteotomies, very few have been
performed in dogs >50kg.17–21 Furthermore, these studies
do not consider the preoperative TPA or themagnitude of the
CCAPT. Thus, it is difficult for surgeons to decide on the most
suitable technique for treating CCLR in giant-breed dogs. In
addition, body weight and a TPA >30° are risk factors for
developing complications following proximal tibial osteot-
omy.22,23 Recent studies of dogs>50kg treated by TPLO have
reported an incidence of major complications following
surgery ranging from 19.818 to 45.8%21 with surgical site
infection (SSI) being the single most common major compli-
cation (reported incidence of 9.1,19 21.3,17 25.9,18 32.7,20 and
37.5%21 in the available literature), withmore than 60% of SSI
occurring during the first 15 days postoperatively.6,17,19

Several studies indicate that the SSI rate decreases with
the use of locking plates and postoperative antibiotic thera-
py.17,22–26 Major complications such as SSI are particularly
concerning due to their associated patient morbidity, eco-
nomic impact, and higher incidence in dogs >50kg.26

The objectives of our study were to document the preop-
erative AMA angle and TPA of a large case series of dogs
weighing>50 kg with CCLR and to determine the proportion
of dogs in which the anatomic and mechanical axes are
aligned post-osteotomy. We hypothesized that most dogs
>50kg would have a preoperative AMA angle >2.4° that
would be reduced to 0° postoperatively with the AMA-based

CCWO procedure. Rates of SSI in this subset of dogs are
reported.

Materials and Methods

Data Collection
Clinical records of dogs >50 kg that underwent AMA-based
CCWO procedures between January 2016 and Septem-
ber 2023 at the Vernet Veterinary Clinic, Le Vernet, France
were retrospectively evaluated. To meet the inclusion crite-
ria, patients should be affected by partial or complete
unilateral naturally occurring CCLR and no evidence of any
other concurrent stifle pathology upon physical and radio-
graphic examinations. These dogs should have a complete set
of medical records and radiographs taken preoperatively and
at the 2-month follow-up plus a follow-up of at least 1 year
postoperatively either at the clinic or if the owner could not
return to the clinic they were contacted by phone. The
following information was recorded: breed, sex, weight,
side of the limb affected, and type of implant used.

Dogs were divided into a group that received a medial
miniarthrotomy and a group that did not undergo joint
inspection.27

The presence or absence of an SSI was recorded based on
criteria adapted from the United States Centers for Disease
Control and Prevention guidelines for classifying SSI and that
were modified to include a minimum of 1 year of follow-up,
which is consistent with previous studies assessing SSI
following surgeries to treat CCLR in dogs.17,18,28–32

Dogs that presented a contralateral CCLR during the study
had data from only the initial procedure included to ensure
independence of the statistical analysis.

Radiographic Measurements
The AMA angle and TPA were measured preoperatively and
postoperatively as previously described.4,13,15 The tibial
long-axis shift (TLAS) was defined by an AMA angle that
became negative when the AA shifted caudally to the MA
postoperatively.16 The population of dogs was subdivided
into three groups according to the magnitude of the CCAPT
with an AMA angle below or above 2.4°, beyond which the
conformation of the proximal tibia has been shown to be a
factor that increases the risk of CCLR.13,14 Group 1 was
defined as normal or minimal CCAPT, with an AMA angle
ranging between 0° and 2.4°; dogs in group 2 had an
abnormal CCAPT, with an AMA ranging between 2.4° and
3.4°; and dogs in group 3 had a hyper-CCAPT, with an AMA
angle >3.4°.

Follow-Up
At 2 months postoperatively, patellar ligament thickening and
osteotomyhealingwere assessed. Patellar ligament thickening
was graded using a 6-point scoring system as previously
described.16,33,34 Subjective grading of osteotomy healing
was based on a 5-point scale, as previously described.29 SSIs
were assigned retrospectively into three categories of postop-
erative time frames: short term (0–2 months), mid-term
(>2 to 1 year), and long term (>1 year).19,21
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Surgical Procedure

Radiographic Planning
The CWO (closing wedge osteotomy) angle was defined by
the magnitude of the angle (CWO¼ TPA�0.65) and was
equal to the angle of rotation angulation (ARA) between
the AA and the MA.12,16

The desired target TPA (TPAd) was based on the preoper-
ative TPA as follows: TPAd¼TPA – 0.65�TPA.

A recent study described an elimination of 65% of the TPA,
which is similar to the magnitude of correction of the TPA
with the CBLO procedure.5,16

Two subgroups were defined on radiographs as a function
of the availability to obtain a CWO angle that is exactly equal
to the ARA, thus allowing perfect alignment of the AA and the
MA postoperatively.

In subgroup 1 (AMA angle>2.4°), the distal osteotomy
was perpendicular to the AA, and the proximal osteotomy
wasperpendicular to the axis of rotation between the AA and
the MAwith the apex of the wedge at the caudal insertion of
the medial collateral ligament (►Fig. 1A).

In subgroup 2 (AMA angle<2.4°), thewedgewas placed at
the middle-distal end of the tibial crest with the distal

osteotomy perpendicular to the AA and the apex of the
wedge at the caudal insertion of the medial collateral liga-
ment (►Fig. 1B).

Anesthesia Procedure
All dogs were premedicated with acepromazine (0.05mg/kg
subcutaneous [SC]) and morphine (0.2mg/kg SC) 20 to
30minutes before anesthesia induction. General anesthesia
was induced with propofol (4–6mg/kg intravenously [IV]),
and isoflurane was maintained in 100% oxygen. When re-
quired, perioperative analgesia was completed with mor-
phine 0.1mg/kg IV. Isotonic salinewas intravenously infused
(5–10mL/kg/h) before, during, and 12hours after surgery.

Amoxicillin-clavulanate (20mg/kg IV) was administered
perioperatively and repeated every 90minutes during the
surgery.

Surgical Technique
All dogs were positioned in lateral recumbency with the
affected limb adjacent to the table.

A standard medial approach to the stifle and proximal
tibia was made, and a craniomedial miniarthrotomy was
performed in the first group.

Caudal and lateral subperiosteal elevation and placement
of moistened gauze swabs were applied before osteotomy
was performed with an oscillating sagittal saw (Acculan,
Aesculap, B. Braun, Sempach, Switzerland). The apex of the
wedge was located at the caudal insertion of the medial
collateral ligament. Themedial fascia distal to the osteotomy
was elevated from the length of the distal half of the plate,
and the stem of the locking 3.5mmbroad TPLO platewas slid
underneath. Just distal to the plate, a reduction forceps was
applied perpendicular to the long axis of the tibia (perpen-
dicular to the surgery table) with jaws on the cranial and
caudal tibial cortex. The osteotomy was reduced using large
fragment forceps inserted into the nonarticular cranial as-
pect of the stifle joint, and the second point was hooked
behind the cranial jaw of the reduction forceps (forceps were
parallel to the surgery table; ►Fig. 2).

The cranial cortices of the tibial crest were aligned while
closing thewedge. The cancellous bone inside thewedgewas
removed and packed on the caudal aspect of the tibia at the
level of the osteotomy. Routine layered closure was per-
formed after lavage.

Three groups of double plating constructswere used, each
of them using 3.5mm broad TPLO Synthes locking plates
(Synthes TPLO plate, DePuy Synthes Vet, West Chester,
Pennsylvania, United States; ►Fig. 3). Grossly, the strongest
possible double locking plate (DLP) construct was used,
determined as a function of the weight of the dog and the
width of the proximal tibia; a 3.5mm cranial locking com-
pression plate, 3 holes, 4 holes, and 5 or more holes were
used in constructs 1 (50–60 kg), 2 (60–70 kg), and 3 (>70kg),
respectively.

Postoperative Care
A Robert Jones bandage (RJB)30 was applied immediately
postoperatively by the same four veterinary surgical nurses

Fig. 1 Mediolateral radiographic views of two stifle joints showing
the radiographic planning of AMA-based CCWO in two subgroups.
(A) In subgroup 1 (AMA angle> 2.4°), the CWO angle (A–B–C) is equal
to the ARA (E–B–F). Distal osteotomy (C–D) is perpendicular to the
AA, and proximal osteotomy (A–B) is perpendicular to the axis of
rotation (B–F) between the AA and the MA and with the apex of wedge
(B) at the caudodistal insertion of the medial collateral ligament.
(B) In subgroup 2 (AMA angle< 2.4°), the wedge (A–B–C) is placed at
the middle-distal end of the tibial crest with the distal osteotomy
(C–D) perpendicular to the AA and with the apex of wedge (B) at the
caudodistal insertion of the medial collateral ligament.: AMA angle,
the angle between the anatomical axis (AA) and the mechanical axis
(MA); ARA, angle of rotation angulation; CWO, cranial wedge
osteotomy; CCWO, cranial closing wedge osteotomy.

Veterinary and Comparative Orthopaedics and Traumatology © 2024. The Author(s).

AMA-Based CCWO in Dogs Weighting >50 kg Guénégo et al.



and maintained for 15 days. Dogs were discharged 24hours
after surgery with instructions for the administration of an
oral nonsteroidal anti-inflammatory drug at a recommended
dose for 15 days. Amoxicillin-clavulanate (12.5–25mg/kg)
was administered orally twice daily for 10 days. Skin sutures
were removed after 15 days.

Statistical Analysis
The normality of distributions was evaluated using the
Shapiro-Wilk test. Since the data were not normally distrib-
uted, all the results are reported as the medians (min–max).

The statistical analysiswasperformedusing a nonparametric
approach in which comparisons across groups, with or
without joint inspection, were made using the Mann–Whit-
ney–Wilcoxon test. All statistical analyses were performed
using XLSTAT 2018.1.49320 Addinsoft software. The signifi-
cance threshold for all statistical tests was set at p <0.05.

Results

A total of 204 dogs were included in this study. The median
(range) age, weight, sex, preoperative AMA angle, and TPA of

Fig. 2 Intraoperative photographs showing the surgical steps of the AMA-based CCWO technique. Image (A) shows the appropriate size of a
stainless-steel wedge (wedge osteotomy gauge set; Veterinary instrumentation, Sheffield, United Kingdom) and placement so that the
distal border of the wedge is perpendicular to the AA materialized with the 2.5mm drill bit. Image (B) shows the proximal and distal osteotomy
line of the wedge marked on the bone with the apex of the wedge (blue point) at the caudodistal part of the MCL. Blue lines define the cranial
and caudal borders of the MCL. Images (C) and (D) show the final osteotomy of the wedge and its retrieval. Images (E) and (F) show that the medial
fascia distal to the osteotomy was elevated from the length of the distal half of the plate, and that the stem of the locking 3.5mm broad TPLO plate
was slid underneath. Just distal to the plate, a reduction forceps was applied perpendicular to the long axis of the tibia (perpendicular to the surgery
table) with jaws on the cranial and caudal tibial cortex. The osteotomy was reduced using large fragment forceps inserted into the nonarticular
cranial aspect of the stifle joint (denoted by “X” on the image), and the second point was hooked behind the cranial jaw of the reduction
forceps (forceps were parallel to the surgery table). The cranial cortices of the tibial crest were aligned while closing the wedge. AMA, the angle
between the anatomical axis (AA) and the mechanical axis (MA); CCWO, cranial closing wedge osteotomy; MCL, medial collateral ligament; TPLO,
tibial plateau levelling osteotomy.
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each breed with a minimum of six dogs, of the overall
population and of groups 1, 2, and 3, are reported in►Table 1.

Sixty-sixpercentof thedogshadcontralateral CCLR; among
them, 57% of cases occurred within 1 year after the first
surgery.

Postoperatively, the AA and MA axes were aligned in 82%
of cases, with a median AMA angle of 0°. In subgroup 1 (161

dogs), the AA aligned with the MA in 94% of dogs, and the
AMA angle remained positive (median (range) 1° (0.6–1.6°)
in 10 dogs.

In subgroup 2 (43 dogs), 75% of the dogs had a median
(range) TLAS of �1.3° (�0.4 to �2.4°).

The distributions for groups 1, 2, and 3 were 21, 41, and
38%, respectively. The median (range) weight of 109 dogs

Fig. 3 Mediolateral radiographic views of the stifle joints showing the three double plating constructs recordedand the corresponding osteotomy healing
at 2 months postoperatively, each of them using a 3.5mm broad TPLO Synthes locking plate that was attached using four locking screws proximally and
two each of locking and standard cortical screws distally, the caudal margin of the plate was placed parallel to the caudal cortex of the tibia diaphysis,
andacranially3holes; construct 1 (AandA’), 4holes; construct2 (B andB’), 5ormoreholes; construct 3 (CandC’) 3.5mmlockingcompressionplate.White
arrows show the cancellous bone retrieved from the wedge and packed on the caudal aspect of the tibia at the level of the osteotomy.

Veterinary and Comparative Orthopaedics and Traumatology © 2024. The Author(s).

AMA-Based CCWO in Dogs Weighting >50 kg Guénégo et al.



(53.4%) in construct 1, 87 dogs (42.6%) in construct 2, and 8
dogs (4%) in construct 3 was 54kg (50–68 kg), 64 kg (60–
77 kg), and 78kg (72–82 kg), respectively. Ninety-seven dogs
(47.6%) received a miniarthrotomy, and 107 (52.4%) did not
undergo joint inspection.

Comparing dogs that underwent joint inspection and
dogs that did not, there were no significant differences
with respect to the side affected (p¼0.18), age (p¼0.08),
weight (p¼0.88), AMA angle (p¼0.67), or TPA (p¼0.78).

At the 2-month follow-up, osteotomy healing and patellar
ligament thickening were 4/4 and grade 0/6, respectively, for
all dogs.

An SSI was recorded in one dog (0.5%) that seemed to be
resolved with the administration of antibiotics for an addi-
tional 15 days, but a fistula appeared 14 months postopera-
tively. The RJB of this dog had been removed by the owner
1week postoperatively because it was not clean and dry, and
the dog licked the surgical site and removed 2 cm of sutures
that led to a superficial infection. In this dog, the bone plates
were removed 14 months postoperatively. The bacteriologi-
cal culture was positive (Staphylococcus pseudintermedius).

Seventy-seven percent of owners returned to the clinic for
the 1-year follow-up (median (range): 16 months (12–60
months)), for surgery to treat the contralateral stifle, or for a
reason not related to the stifle.

Discussion

The results of our study support our hypothesis that most
dogs weighing >50kg affected by CCLR have a preoperative
AMA angle >2.4° that is reduced to 0° postoperatively with
the AMA-based CCWO procedure. In the current study, we

observed this in 82% of dogs treated. Indeed, the median
preoperative AMA angle of thewhole population of dogs was
3.1° with a median TPA of 30°. Overall, 21% of the dogs were
observed to have an AMA angle lower than 2.4° and 79%
higher than 2.4°, of which 38% were assessed as having
hyper-CCAPT, with a median AMA angle of 3.9°.

Recent studies concerning the risk of complications follow-
ing TPLO procedures have identified a heavy body weight and
TPA >30° as significant predisposing factors.22,28 In a recent
study, dogs affectedbyCCLRwith a preoperative TPA>30° and
AMA angle >3° treated either by TPLO or AMA-based CCWO
had a postoperative AMA angle that remained greater than 3°
following TPLO compared with 0° following AMA-based
CCWO, which suggests that misalignment of the AA and the
MA persisted following TPLO in this subset of dogs.16 A larger
TPA, particularly when greater than or equal to 30°, requires a
higher degree of rotation of the proximal tibia to achieve the
desired post-TPLO TPA of 5° to 6°.22,31 This results in increased
caudal displacement of theweight-bearing axis and increased
forces on the fibula22 and the caudal aspect of the tibial
plateau; additionally, this leads to increased caudal translation
of the tibial plateau fragment (“balcony effect”), which may
increase the risk of poor reduction and subsequent implant
failure.5,17,22,31 Solano and colleagues suggested that postop-
erative infection following TPLO in dogs >50kg was signifi-
cantly related to the stabilityof the construct.17The increase in
caudal mechanical load consecutive to this “balcony effect” in
the case of a preoperative TPA>30° and AMA angle>3° could
lead to increasedmicromotionand instabilityat theosteotomy
site asdescribedbyWindolf and colleagues in anexperimental
biomechanical study31 and to a subsequent alteration of the
vascular network that could provide favorable conditions for

Table 1 Population characteristics and preoperative values of the anatomical–mechanical axis angle (AMA angle) and tibial plateau
angle (TPA), by breed, overall population, and the three AMA angle groups. The data are expressed as the medians (min–max)

Breed N Age (y) Weight (kg) Sex FN/F/MN/M AMA angle (°) TPA (°)

Cane Corso 60 3 (1.2–6.6) 54 (50–74) 28/0/2/30 3.1 (0–4.8) 30.1 (23.3–35.5)

BMD 32 3.6 (1.2–6.5) 54 (50–72) 20/0/0/12 3.8 (2.7–5) 31.6 (24–49.6)

Rottweiler 15 3.5 (1.2–10) 52 (50–66) 11/0/0/4 3 (1.2–4.6) 30 (24–41.4)

Pyrenees Mountain dog 12 3 (2–7) 62 (54–76) 5/1/1/5 2.4 (1.1–3,9) 28 (23–35)

Bordeaux dogue 11 3.4 (2.1–4.7) 61 (55–82) 6/0/05 4 (3.3–5.1) 30 (25–35)

Beauceron 11 4 (1.5–9) 52 (50–60) 5/0/0/6 2.3 (0.6–3.1) 30 (24–30)

NFL 9 3 (1–4.8) 73 (62–87) 2/0/0/7 2.7 (1.9–3.6) 27 (23–34.5)

Dogo Canario 7 2.9 (2–5.5) 52.5 (50–74) 1/0/1/5 3.2 (2.7–4) 31 (27.5–34)

Mastiff 7 2.5 (0.8–3.4) 72 (60–84) 3/0/0/4 3.5 (2.1–4.2) 28.6 (27–31)

Dogo Argentino 7 4 (1.5–6) 55 (50–66) 4/0/0/3 3.2 (3–3.8) 31.4 (28.3–34)

Overall population 204 3.2 (0.8–10) 57 (50–87) 97/3/5/99 3.1 (0–5.1) 30 (22–49.6)

Group 1
0<AMA<2.4°

39 4.4 (1.2–10) 58 (50–87) 18/0/0/21 2 (0–2.4) 27.7 (22–30.8)

Group 2
2.4<AMA<3.4°

86 3.1 (1.2–8) 54 (50–82) 39/3/2/43 3 (2.5–4.6) 29.2 (23.3–35.1)

Group 3
AMA> 3.4°

79 3.4 (0.8–6) 57 (50–84) 40/0/3/35 3.8 (3.4–5.1) 31.5 (25–49.6)

Abbreviations: BMD, Bernese Mountain dog; FN, female neutered; F, female; MN, male neutered; M, male; NFL, Newfoundland.
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bacterial proliferation.17 These risks increase the odds of
having a postsurgery complication by 1.10 for every 4.5 kg
increase in body weight,22 which has provided a cause for
surgeons to improve the stability of radial osteotomy in dogs
>50kg treatedwith TPLOwith aDLPprocedure.6,17–20 Further
studies assessing the postoperative AMA angle and risks of SSI
in dogs >50kg are warranted to confirm this possible
relationship.

In the study herein, the postoperative SSI rate was found
to be 0.5%, which is less than previously published data in
dogs >50kg treated with TPLO.17–21 Indeed, recent studies
indicate that SSIs are the single most common minor and
major complications in dogs >50kg treated with TPLO, with
reported incidences of 9.1,19 21.3,17 25.9,18 32.7,20 and 37.5%
21 and with more than 60% of SSI occurring during the first
15 days postoperatively.6,17,19,21

DLP fixation has been used to treat dogs >50kg either by
TPLO or mCCWO6,19 and has been shown to be a superior
construct compared with the use of a nonlocking plate and
decreases the risk of both implant failure and SSI.17,19 We
found that it was subjectively easier to apply a DLP than a
locking plate plus a cerclage wire6 and that our technique
resulted in strong and stable fixation with grade 4 healing of
all osteotomies by 8 weeks postoperatively.12,16

In a previous study involving 182 AMA-based CCWOs that
were stabilizedwith aDLP (without the use of an RJB) and the
administration of the same antibiotics as used in the current
study for 10 days, almost all SSIs (5.5%) occurred during the
first 15 days postoperatively.12 These findings are consistent
with those reported by Oxley and colleagues, inwhich an RJB
was not applied following mCCWO and in which 10.8% of
minor complications, such as incisional complications,
wound self-trauma requiring re-suturing, and implant-asso-
ciated infection, were reported to occur in the first postop-
erative period.6 For the current study, in which an RJB was
applied, the postoperative complication rate was lower and
SSIs were not observed, except in one dog.

Despite the risk of complications associated with the
application of an RJB,35 which include pressure sores36 and
ischemic injuries,37 the RJB acts as a barrier against surgical
wound contamination35–39 by protecting the incision site
from self-induced patient trauma and by protecting the joint
capsule sutures, the fascia, and the subcutaneous tissues
frombeingoverstretched if the dog is noncompliant, which is
often the case in young, hyperactive, and heavy dogs, until
the soft tissues are completely healed.

All dogs in the current study received postoperative anti-
biotics as previously recommended17–19,23–25,28,32 despite
preexisting controversy regarding their use following
TPLO.22,24,40

Furthermore, Solano and colleagues demonstrated that
failure to provide antibiotics following TPLO in dogs >50kg
was associated with a 2.96-fold increase in the risk of devel-
oping a postoperative infection and concluded that prophylac-
tic postoperative antibiotics in this subset of dogs is
justifiable.17

The limitations of the current study include the retrospec-
tive design, which does not account for incomplete clinical

records between the 2-month check-up and theminimum 1-
year follow-up and could have affected the overall rate of
infection. It is also possible that some dogs could have been
clinically reassessed by the referring veterinarian for lame-
ness due to inflammation and/or infection and, thus, may
have been administered antibiotics without informing our
clinic. However, given the very low percentage of SSI
recorded in the current study, small fluctuations in the
number of recorded SSIs would not be likely to alter this
low incidence. Further research is warranted on the use of an
RJB in other proximal tibial osteotomies and the associated
SSI rate and should involve a prospective and multicentric
design. Furthermore, the possible relationships between the
magnitude of CCAPT, the postoperative AMA angle, and the
occurrence of SSI in dogs >50 kg should be investigated.

Conclusion

Given the findings of this study regarding the magnitude of
the CCAPT recorded and the very low SSI rate, AMA-based
CCWO with the use of a strong DLP fixation plus an RJB and
postoperative antibiotics should be considered as a surgical
treatment option in the existing panel of proximal tibial
osteotomies that aim to alter the TPS to treat CCLR in dogs
weighing >50kg.
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