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INTRODUCTION:  An Evans procedure 
is often used during a hindfoot 
reconstruction to correct foot abduction.  
Traditionally the opening wedge 
osteotomy was filled with allograft or 
autograft.  An alternative to allograft is 
the Vitrium® Wedge.  The Vitrium® 
Wedge is a fully resorbable implant 
manufactured from bioactive glass.  
Bioactive glass consists of elements 
existing naturally in the body such as 
SiO2, Na2O, CaO and P2O5.  
Bioactive glass has a long history of 
scientific investigation and clinical use.  
A Vitrium® wedge was used in this case 
to correct the hindfoot deformity in this 
50-year-old patient that had failed 
non-operative measures.  Surgery 
involved a Strayer procedure and a 
transfer of the FDL tendon in 
combination with the Evans procedure. 
(Figure 1)

EVANS PROCEDURE:  A longitudinal 
incision is made from the tip of the 
lateral malleolus to the base of the 4th 
metatarsal.  The sinus tarsi is exposed 
by reflecting the extensor digitorum 
brevis distally.  The peroneal tendons 
are reflected off the lateral wall of the 
calcaneus. The calcaneo-cuboid joint is 
pinned prior to the osteotomy to 
prevent subluxation.    A transverse 
osteotomy is then made approximately 
13 mm proximal to the calcaneal- 
cuboid joint. (Figure 2)

The medial wall is left intact as a hinge.  
The osteotomy is then opened with the 
use of osteotomes or a bone spreader.  
Templates are inserted into the 
osteotomy to determine the appropriate 
size wedge and then checked with 
simulated weight-bearing x-ray via 
fluoroscopy.   (Figure 3) 

Figure 5 –   Intra-operative fluoroscopy shows 
excellent alignment and position of 
implant/hardware

Figure 1 –  Preoperative x-rays show 
subluxation of the talonavicular joint with 
resultant abduction of the foot.

The corresponding size Vitrium® wedge 
is selected then impacted into place 
using the tamp.  (Figure 4) Attention 
should be paid while inserting the 
wedge to do so without undue 
pressure.  Soaking the wedge in saline 
or blood either before or after 
impaction is optional.  Trimming of the 
wedge may be performed with a 
rongeur if necessary.  Fixation of 
choice such as staples or a 
plate/screws are then applied over the 
wedge.  (Figure 5)  Postoperatively, 
the patient is kept non weight bearing 
for six weeks.  Progressive weight 
bearing in a boot is then allowed and 
rehab is initiated.  
CONCLUSION:  Potential downsides of 

Figure 3 - Wedge Template and
Inserter / Tamp

Figure 2 –   Freer elevator localizing the 
osteotomy site

an autograft bone harvest include pain 
at the harvest site and surgical 
complications such as fracture, nerve 
injury, and infection.  Structural 
allografts may have resorption issues 
as well the as the potential for 
transmitting viral disease.   Allograft 
bone also may be a cultural issue in 
certain areas.  Titanium mesh wedges 
do not resorb and there is a theoretical 
concern over histological response to 
resorption of metal nanoparticles.  
The Vitrium® Wedges feature an 
interconnected porosity with both 
interconnected micro and macro pores 
providing a large surface area of 
material to interact with the body.  The 

ensuing hydrolytic process results in the 
release of Na, P, Ca and other ions and 
the elevation of pH to create a 
beneficial chemical environment for the 
formation of new bone.  The Vitrium® 
wedges are available in multiple sizes 
and this eliminates the need for any 
intra-operative shaping of the wedge.  
This case shows excellent incorporation 
of the wedge at thirteen weeks. 
(Figure 6A-B) Vitrium® wedges are an 
effective alternative to other materials 
used during an Evans osteotomy. 
   

Figure 4 - Wedge Insertion
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Figures  6A & B -  X-rays at 13 weeks show excellent incorporation of the Vitrium® implant. 
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