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President’s Message
H. Brent Bamberger, D.O., FAOAO

| am pleased to see that the transition of Dr. Lee Vander
Lugt as executive director of the AOAO has been successful.
Lee has embarked on a strategic plan for our academy en-
gaging numerous members of the board to get this project
moving forward. We have met frequently via conference
call and will continue to meet throughout the year on mul-
tiple topics.

This year, we have several issues that will be addressed by
the AOAO leadership to help our membership:

® The health care reform law is still looming. Even with
the change in Congress, we have to look at different quality measures and questions
on various types of reimbursement for patients. As orthopedic surgeons and academy
members, we need to look at outcome measures as we treat our patients.

® FEvidence-based medicine. We continue to work on care/pass for different diagno-
ses as these guidelines are integrated on a day-to-day basis. | feel the Centers for Medi-
care & Medicaid Services will be looking at these guidelines for potential payments
and/or denials. Our academy has continued to work with the AAOS to give our input on
these guidelines.

® Accountability among orthopedic surgeons is high on our list. Progress improvement
measures will be looked at throughout both ASC and hospital settings. As we work with
our industry partners, we continue to be questioned on our relationships. The health care
reform bill of full disclosure will be needed for any relationships between industries. We
need to continue to help our industry partners, but fully disclose this to our patients to
ensure there are no questions.

® We are still hit by decreased reimbursement rates despite our increased costs. We
must make sure our patients are safe. Because of health care reform, a larger percentage
of Medicare/Medicaid claims could put a greater strain on our ability to treat patients. We
must continue to monitor the situation by working with our political action committees.
Through Dr. Vander Lugt, we have expressed our concern about this looming decrease in
reimbursement for our Medicare/Medicaid patients.

® OQOver the past few years, we have seen an increase in utilization of Internet market-
ing and education. Our academy has upgraded its website to make it more user-friendly.
We encourage our membership to look at other ways to utilize the Internet to help our
patients help us treat their problems. Social networking seems to be an important way
to connect patients with patients or patients with surgeons, which is exemplified by the
fact that numerous blogs and Facebook have been utilized as tools. Health care providers,
hospitals, and practices seem to be developing guidelines on how social networking will
be utilized. As a result, we will continue to monitor this to help guide our membership
through the Internet marketing explosion.

We have the large challenge of determining whether our future practices will continue
to be private or will be owned by either medical service organizations or hospitals. We
continue to maintain our independence and support each other in private practice. Hope-
fully, this partnership with health care systems will continue our entrepreneurship and
develop strong private practices while treating our patients in the future.

The Orthopod

Spring 2011
Volume 48, Number 1

PUBLISHER
Lee Vander Lugt, D.O., FAOAO

EDITOR/GRAPHIC DESIGNER
Scott Colton, B.A.

EXECUTIVE EDITOR
Arnold Melnick, D.O., FACOP

SCIENTIFIC EDITOR
Daniel L. Morrison, D.O., FAOAO

CONTRIBUTING EDITOR

Charles T. Mehiman, D.O., M.P.H., FAOAO

ASSOCIATE EDITOR
Marie Morris

EDITORIAL CONTACT
Marie Morris
(954) 262-1700 (phone)
mariem@nova.edu
WWW.a080.0rg

The Orthopod is produced three times a year

in March, July, and November.

2010-11 BOARD OF DIRECTORS

President
H. Brent Bamberger, D.O., FAOAO

1st Vice President
Gary S. Ulrich, D.O., FAOAO

2nd Vice President
James J. Pollifrone, D.O., FAOAO

3rd Vice President
Philip T. Schmitt, D.O., FAOAO

Secretary-Treasurer
Steven J. Heithoff, D.O., FAOAO

Past President
Jack D. Lennox, D.O., FAOAO

Directors
Thomas G. DiPasquale, D.O., FAOAO
James R. Ingram, D.O., FAOAO
James S. Mason, D.O., FAOAO

Charles T. Mehlman, D.O., M.P.H., FAOAO

Steven D. Morton, D.O., FAOAO
George W. Zimmerman, D.O., FAOAO

Resident Member
Michael J. Principe, D.O.

2 The Orthopod - Spring 2011



The Orthopod - In This Issue

Student Perspective: Hairdryers to Hips 6
In this humorous commentary, Jason Samona, who is a second-year student at Michigan
State University College of Osteopathic Medicine, shares how his interest in dissecting doors,
kitchen appliances, and the family television piqued his curiosity in orthopedics.

Dr. H. Brent Bamberger Gives Back to His Patients and the Profession 8
Over the years, Dr. H. Brent Bamberger, who was elected president of the AOAO in October
2010, has established a reputation as a well-respected and progressive osteopathic orthopedic
hand surgeon who is always seeking ways to provide the best care possible for his patients
while also enhancing the profession he so dearly loves.

Health Care Reform: Answering the Questions 12
Staying abreast of all the dizzying developments regarding health care reform legislation

can be a daunting challenge for busy orthopedic surgery professionals, which is why The
Orthopod, along with the AOAO website, serve as your one-stop shop for the latest news
that could have a profound impact on the way you practice.

Eye on Education: A Look at the Midwestern University College of Osteopathic 16
Medicine Orthopedic Surgery Residency Program

Saddle-Horn Injury of the Pelvis: A Case Report i8
A relatively infrequent cause of pelvic trauma in the United States is the so-called saddle-horn
injury, which is thought to be caused when a horseback rider is bucked into the air and then
lands forcefully with his or her perineum on the saddle-horn of the saddle.

Primary Arthroscopic Bursectomy with Supermedial Scapuloplasty: A Case Report 21
Snapping scapula syndrome has a wide range of clinical presentation—from asymptomatic
to a mild annoyance with crepitus to severely debilitating pain. Patients often present with a
history of pain with overhead activities sometimes secondary to overuse or repetitive, forceful
shoulder motion.

19* Annual Educators’ Course Program Overview and Registration Form 24
51 Annual Postgraduate Seminar Reminder 26
Table of Contents Back Cover

AD INDEX

Innomed
(pages 7 and 15)

DEPARTMENTS

President’s Message — 2

Executive Director’s Report — 4

Wright Medical Technology
(pages 10 and 11)

Members in the News and
AOBOS Update - 5

Mini C Sales
(page 17)

The Orthopod - Spring 2011 3

Eponymous Elucidation and
Newly Certified Members — 16




Executive Director’s Message
Lee Vander Lugt, D.O., FAOAO

The past few months have been es-
pecially busy ones for the AOAO. In
January, | attended the 21 Annual Os-
teopathic Medical Education Leader-
ship Conference in Las Vegas, Nevada,
where discussion centered on many of
the new initiatives that may be taking
place in osteopathic medical educa-
tion in the near future.

A range of topics was discussed, in-
cluding continuing medical educa-
tion (CME) and osteopathic residency
issues. These initiatives have been
compiled in a publication called the Educational Policy and Pro-
cedure Review Committee Il Report that was presented at the
American Osteopathic Association’s Board of Trustees Midyear
Meeting held in Scottsdale, Arizona, in late January. It contains
some 53 far-reaching recommendations on ways to change and
improve everything from certification and CME to osteopathic
graduate medical education.

To ensure our academy was represented and onsite to provide valu-
able input, | attended the meeting with AOAO President Dr. H.
Brent Bamberger and AOAO First Vice President Dr. Gary Ulrich.

By the time you read this message, those recommendations will
either be acted on or further studied. Consequently, we will do
our best to keep our members apprised of these issues as the AOA
Board of Trustees acts on them.

In other news, the academy is complying with the AOA’s osteo-
pathic graduate medical education initiative—spearheaded by
AOA President Dr. Karen Nichols—which challenges the specialty
colleges to fill as many residency slots as possible. For example,
specialty colleges that currently have 85 percent fill rates in their
residency programs are being encouraged to boost their residency
program numbers until we can accommodate all physicians who
want to participate in these residencies.

Fortunately, our residency numbers continue to increase, which is
evidenced by the growing number of spots available in our existing
residency programs. We're also in the process of investigating the
possibility of adding two new osteopathic orthopedic surgery pro-
grams in Las Vegas, Nevada, and Modesto, California. That's great
news because we have many students who live out west who want
access to residency positions in these western states. Both programs
are currently in the process of being evaluated. In fact, we've al-
ready conducted an onsite visit at the program in Las Vegas, which
looks very promising.

On the political front, the new Congress is busy at work, and we’re
paying close attention, as are our surgical colleagues across the
country, about what might transpire in terms of the regulations that
may be enacted to carry forth the new health care act. As a result,
we’ve partnered with the Surgical Coalition to draft a United Surgi-

cal Agenda. Some of the areas we are following closely and provid-
ing input on include:

B Investing in meaningful and proven quality improve-
ment initiatives

B Analyzing payment reform and alternative payment systems

B Looking at the independent payment advisory board and
what it means to the surgical specialties

B Making recommendations to ensure an adequate
surgical workforce

B Partnering with all the surgical groups to bring forth clear
and concise information regarding the surgical specialties
in the health care marketplace

B Working hard to see that integration of clinical services
is part of the new health care initiative and that it is
properly funded

Along these same lines, the AOAO is again going to be a sponsor
of the Joint Surgical Advocacy Conference (JSAC) that will take
place March 27-29 in Washington, D.C. During this conference,
we will be discussing the aforementioned agenda items and hav-
ing several speakers from Congress visit with us to discuss these
issues. If you are interested in attending this symposium, you can
visit the AOAO website to register.

| also urge you to review our new AOAO strategic plan, which also
will be available on our website by the time this issue of The Ortho-
pod is published and in your hands. The AOAO Board of Directors
and Strategic Planning Committee are proud of this document and
encourage you to read it and provide us with your feedback.

“I look forward to seeing everyone at the 51°t Annual Postgrad-
uate Seminar, which is being held at the Marriott Camelback
Inn in Scottsdale, Arizona, May 13-15, 2011.”
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Members in the News

Dr. Bowden Dr. Frederick Dr. Holencik

Boyd W. Bowden Il, D.O., FAOAO, of Ohio was named A.T. Still Uni-
versity-Kirksville College of Osteopathic Medicine Alumnus of the
Year by the Kirksville Osteopathic Alumni Association. The award
was presented to Dr. Bowden on October 25, 2010, in San Francisco
during the AOA’s Medical Conference and Exposition.

Keith J. Frederick, D.O., who practices orthopedic surgery in Rolla,
Missouri, at the Frederick Knee Center located at Phelps County Re-
gional Medical Center, was elected to a republican seat in the Mis-
souri House of Representatives in District 149 during the November
2010 mid-term elections.

Mark P. Holencik, D.O., FAOAO, of Pennsylvania passed way on Au-
gust 30, 2010, at the age of 56 in the Penn State Milton Hershey Medi-
cal Center. He graduated from the Philadelphia College of Osteopathic
Medicine in 1979 and did a rotating internship at Community General
Osteopathic Hospital before doing his residency training at Grand-
view Hospital and Medical Center in Dayton, Ohio, and at Children’s
Medical Center, which is an affiliate of Wright State University Medi-
cal School in Dayton. He also completed a clinical fellowship at the
Brigham and Women'’s Hospital at Harvard Medical School.

Jack D. Hutchison, D.0O., FAOAO, who served as AOAO president in
1963-64 and was one of the profession’s first trainers in orthopedic
surgery, passed away on January 16 at the age of 89 in Columbus,
Ohio. After graduating from Kirksville College of Osteopathic Medi-
cine and completing an orthopedic residency at Doctors Hospital
in Columbus, Ohio, Dr. Hutchison remained in Columbus, where he
trained residents in orthopedic surgery before retiring in the early
1980s. During his career, Dr. Hutchison developed a unique fracture
clinic at Doctors Hospital in which staff and residents would take
care of fracture work such as reviewing X-rays and casting as well as
discussing the problems of various fractures. He also expanded the
hospital’s orthopedic residency program from two to six residents.
His osteopathic medical activism also extended to the state level,

Dr. Martin

Dr. Laughlin
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where he served as president of the Ohio Osteopathic Association
in 1965-66.

James E. Laughlin, D.O., FAOAO, FACOS, of Texas had an article
published in the prestigious Journal of Evaluation in Clinical Prac-
tice, which is published by Kings College in London. He was sub-
sequently invited to present the paper at the EPS Global Interna-
tional Trauma Forum in Chongqing, China, where he was one of
only two Americans invited.

Hal D. Martin, D.O., of Oklahoma, who specializes in sports medi-
cine/hip disorders at the Hip Clinic at Oklahoma Sports Science
and Orthopaedics, has maintained an extremely busy extracurricu-
lar agenda that includes coauthoring articles such as “Endoscopic
Treatment of Sciatic Nerve Entrapment/Deep Gluteal Syndrome”
in Arthroscopy and “Evaluation of the Hip” and “Advances in Hip
Arthroscopy” in the Sports Medicine and Arthroscopy Review. He
also wrote several book chapters that were published. These in-
clude: “Clinical Examination and Imaging of the Hip” in Advanced
Hip Arthroscopy. Arthroscopy Association of North America; “The
Technique and Art of the Physical Examination of the Adult and Ado-
lescent Hip” in Techniques in Hip Arthroscopy and Joint Preservation
Surgery; and “Physical Examination of the Hip: The Basics and Spe-
cific Tests” in Musculoskeletal Examination of the Hip and Knee.

AOBOS Update

—————— DATES TO REMEMBER

Part IT
Oral Examination Application Deadline
Monday, August 15, 2011

Oral Examination in Chicago, Illinois
Wednesday, October 19, 2011

Part 11
Clinical Examination — 2012 Winter Cycle
Application Deadline
Monday, August 15, 2011

Clinical Examination — 2011 Winter Cycle
November 2011 — February 2012

To access other AOBOS test application deadlines, test dates,
handbooks, and documents, please refer to our website located
at www.aobos.org.

In March 2011, Mark E. Triana, D.O., of Georgetown, South
Carolina, will be leaving the AOBOS Board of Directors after
serving nine years as a board member, most recently in the
role of secretary-treasurer. The AOBOS sincerely thanks Dr.
Triana for his dedication to the profession and the experience
and knowledge he brought to the AOBOS.

Replacing Dr. Triana on the board is Seth Krum, D.O., of
Philadelphia, Pennsylvania, who currently serves as chair of
the Standard Setting Committee and assists the AOBOS as a
clinical examiner.



STUDENT PERSPECTIVE

“Mairdryers to Hips”

By Jason S. Samona, Class of 2013 - Michigan State University College of Osteopathic Medicine

Samona helps clean an ulcerated leg during a medical
mission to the Dominican Republic in 2010.

it

hat images stream to mind when someone ut-

ters the word “surgery?” For most, images of

scrubs, scalpels, blood, and brains rush through

our consciousness. Many tend to envision scenes

of surgeons and nurses running alongside a gurney as they wheel

a gunshot victim down a patient-filled hallway. These are images

the “average” person may associate with surgery, but I am far
from average.

What thoughts abruptly enter my train of thought are distinct
memories of my mother’s high- pitched shrieks, “Jason! If you’re
taking that doorknob apart again...you’re gonna regret itl” You
see, these are the origins of my love for medicine, specifically os-
teopathic orthopedics. Over the years, my interest has bloomed
into a passion that has consumed my life, molded my aspirations,
and forged an insoluble desire for knowledge. Confused? Please
allow me to explain.

Ever since I was a child, my thoughts have revolved around
the beautiful interplay between gears, pulleys, levers, and me-
chanics. While most school-aged children spent their time on
the playground rocking back and forth on the swing set, I stood
next to it, inspecting the bolts and ties that held the structure
together. At times, this interest surpassed my good judgment,
causing myself to land in “hot water.” This brings me back to
the above example, of when I would take apart different house-
hold items to better understand how they operated. Without a
doubt, this caused my mother much-unneeded aggravation, but
the understanding of mechanics I gained from such ill-minded
endeavors fueled my passion for knowledge.

After a childhood filled with dissecting doors, kitchen appli-
ances, and the family television (which my mother was not very
happy about), one underlying theme became self evident. That

is, structure and function are intimately related. This fundamen-
tal truth is glaringly obvious in the words of Dr. Andrew Taylor
Still, who stated, “Structure and functions...ate in harmonious
accord with their own mechanical principles.”

As I matured, my interest in the biological sciences grew, but
my passion for mechanics remained. The gears and levers of the
devices I examined as a child were traded for studies on cellular
metabolism and signaling cascades. As I began my undergradu-
ate education, medicine was on my mind as a career choice. By
this time, I had developed a strong interest in the medical sci-
ences. However, it was not until I fractured my tibia that I truly
began to view orthopedics as an option.

I was treated by an osteopathic orthopedic surgeon, which is
an experience that changed my life. During office visits, I bom-
barded the physician with numerous questions about his career.
He articulately conveyed the osteopathic principles and practic-
es, as well as the core importance of the musculoskeletal system
in osteopathy. It was at this time in my life I experienced a true
epiphany. In no field of medicine did the aspects of mechanics,
structure, function, and biology collide as they do with osteo-
pathic orthopedics. No more intricate of a creation exists than
the human body. The gadgets I disassembled as a child could
not compare to the complexity of the origin, insertion, innet-
vations, and actions of the musculoskeletal system that propels
man though space and time.

I once held a deep in-
trigue in regard to studying
the function of inanimate
objects. These emotions
have been overwhelmingly
dwarfed by my desire to ma-
nipulate the interworking
of the human body through
surgical procedutes. My in-
terest in the osteopathic

profession was strength-

ened through the emphasis
on patient-centered medi-
cine and holistic approach-
es to treatment. These were
on clear display through the

care | received from my physician.

The tragedies I have endured in my life (punishments from
my mother and a fractured tibia) have paved a clear path for my
career aspirations. These unique experiences have forged a genu-
ine and irrefutable desire to become an osteopathic orthopedic
surgeon. The next time I operate, it well be on a fractured hip—
and not my mother’s hairdryer.
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ORTHOPEDIC HANDIWORK

Dr. . Brent Bamberger Gives Back to
His Patients and the Profession

By Scott Colton - Editor, The Orthopod

ver the years, H. Brent Bamberger, D.O., FAOAO,
has established a reputation as a well-respected

and progressive osteopathic orthopedic hand sur-
geon who is always seeking ways to provide the best
care possible for his patients while also enhancing the profes-
sion he so dearly loves.

Dr. Bamberger, who was elected president of the American Os-
teopathic Academy of Orthopedics in October 2010, is definite-
ly a man on a mission. But he’s the first to admit that a career as
an orthopedic surgeon never crossed his mind for the first 20 or
so years of his life.

Born in Abington, Pennsylvania, to a father who was a box sales-
man and a mother who was a chemist, Dr. Bamberger was def-
initely more interested in athletics growing up than he was in
pursuing any sort of medical vocation. “I really didn’t become in-
terested in medicine until I was in high school and decided to take
some classes that piqued my interest,” he explained. “I played

where my interest in the musculoskeletal system and orthopedics
stemmed from as I began weighing my professional options.”

After earning a B.S. degree in biology from Ursinus College in
Collegeville, Pennsylvania, Dr. Bamberger received his M.S. de-
gree in physical therapy from New York’s Columbia University
in 1982. “After I graduated from Ursinus, I still wasn’t sure what
I wanted to do,” he stated. “Many of my friends were applying to
medical school, but I decided to go for my master’s in physical
therapy before making a decision about medical school.”

It was during his time at Columbia University that his interest
in attending medical school truly blossomed, especially after he
befriended several of the physical therapists and did a rotation
at Union Osteopathic Hospital in northern New Jersey. “Prior to
those experiences, my plan was to go into physical medicine uti-
lizing my physical therapy background and get involved in the
rehab portion of medicine,” Dr. Bamberger said.
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As he entered Philadelphia College of Osteopathic Medicine, Dr.
Bamberger still wasn’t sure where exactly his destiny lay. But as
the medical school years progressed, the allure of orthopedics grew
evermore enticing. “I lived in the anatomy lab and began memoriz-
ing everything in orthopedics once I became a third-year medical
student,” said Dr. Bamberger, who married his wife, Jill, in 1985 and
has three children: Erin (23), Stephanie (21), and Bradley (19).

Upon earning his D.O. degree from Philadelphia College of Os-
teopathic Medicine in 1986, he completed his internship and or-
thopedic surgery residency at Grandview Medical Center in Day-
ton, Ohio, followed by a hand and microsurgery fellowship at
Tampa General Hospital in Tampa, Florida, in 1992.

In the ensuing years, Dr. Bamberger has certainly made his mark in
the osteopathic orthopedic profession, serving as director of medi-
cal education for Grandview Hospital in Dayton, Ohio, as well as
program director of the Ohio University College of Osteopathic
Medicine Orthopedic Surgery Program at Grandview Hospital.

He also joined forces with Orthopedic Associates of SW Ohio,
which now has six offices located throughout Ohio and 14 prac-
ticing physicians specializing in areas such as joint replacement,
sports medicine, physical therapy, hand therapy, and MRI.

Dr. Bamberger is especially proud that, as of July 2011, the Hand
Center of Southwestern Ohio will be accepting its inaugural hand
fellow. The Hand Center, which is known as the region’s most
advanced facility for hand surgery needs thanks to Dr. Bamberg-
er’s visionary abilities, continues to develop and adapt new tech-
niques in the field of hand surgery.

In 1997, Dr. Bamberger received the Pioneer Award from the
Ohio Occupational Therapist Association, which honored his
contributions toward furthering education and training for hand
therapists, residents, and other physicians. He also is a found-

Dr. Bamberger
during a medical
mission trip to
Guatemala.

ing member of the Athletic Workshop, has been granted several
patents for new surgical instruments, and travels to third-world
countries to help people in need.

His involvement with the AOAO is equally as noteworthy, includ-
ing his commitment to the organization’s Hand Section. “I think
the number one goal 1 have as AOAO president is to increase
access. One of the difficulties we’ve encountered is that our
residents are generally disconnected from the AOAO,” said Dr.
Bamberger, who is board certified by the American Osteopathic
Association in hand/upper extremity surgery and microsurgery.
“The residents know the organization exists and that they have to
fill out a candidate form, but they don’t really know its purpose.
So I think it’s a broad stroke to try to get students, residents, and
early graduates more engaged in the AOAO.

“Sending the residents a mandatory application and a letter stat-
ing they have to attend a mandatory meeting is not enough,” he
added. “That’s why I hope to continue working on ideas that start-
ed with Dr. Morton Morris, such as growing the student AOAO
organizations, having residents on the board, and looking at ways
to enlighten them on what the AOAO is doing for them early in
their careers.”

As a parting statement, he provided some sage advice for students
and residents in the pipeline to become the next generation of
proud osteopathic orthopedic surgeons. “We don’t know exactly
what is going to be happening in health care in the near future,
so I’d say the number one thing in my opinion is to strive for
as much independence as possible,” Dr. Bamberger concluded.
“Don’t be courted into being an employee. It may look financially
more stable, but it’s better to be independent.”
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Health Care Reform Targeted for Repeal
After months of waiting to respond to the health care overhaul

law (PL 111-148 and PL 111-152), House republicans, emboldened
by a new majority, prepared for a vote on a two-page bill (H.R.
2) to repeal the law. The first battle occurred in the House Rules
Committee, with democrats raising various concerns about the cost
of repeal, the loss of insurance for those to be covered by the law,
and the lack of an open process, which is a complaint common to
every minority in the House.

The House passed the rules governing its floor debate on Friday
January 10, to be followed by a vote on the measure. Lawmakers also
passed a resolution (H.R. 9) instructing relevant House committees
to prepare a replacement version of current health care law. The
procedural rules allow no amendments to the repeal bill, but will
allow an amendment by Rep. Jim Matheson, D-UT, that would
add instructions to provide a permanent adjustment in Medicare
physician payments. This proposal is one that republicans have
been rumored to address later this year.

While the measure to repeal the health reform laws faces a
Senate agenda controlled by democrats and an unsympathetic
White House, the vote is the first step in what projects to be a
long legislative battle over various elements of the law. House
republicans bolstered the repeal measure with a report by House
Budget Committee republicans on the economic consequences
of the law, indicating the law would cost $2.6 trillion when fully
implemented, add $701 billion to the deficit in its first 10 years, and
result in job loss.

On January 5, the administration countered republican
antipathy toward the health care reform laws with a letter to
John Boehner, the new republican speaker of the house, extolling
its virtues. Democrats promoted a report from the nonpartisan
Congressional Budget Office that estimated repealing the health
reform laws would increase the deficit by an estimated $230
billion over 10 years. Despite the pledges and acute rhetoric from
both sides, it is widely expected that republican efforts to repeal
the law as a whole will fail in the Senate. If not, it will certainly
meet a veto from President Obama. This is only the opening salvo
in what we can expect to be at least a two-year effort to repeal the
health reform laws, in whole or in part, as part of the run-up to the
presidential elections in 2012.

CMS Issues New Physician Payment Rates for 2011

Below is information on the passage of the Medicare and
Medicaid Extenders Act of 2010, which averted the scheduled 25
percent reduction in Medicare payments to physicians due to the
sustainable growth rate (SGR) formula and extended certain other
Medicare physician payment policies through 2011. As aresult of the
new law, the Centers for Medicare & Medicaid Services (CMS) has
recalculated the conversion factor for 2011 and made a number of
other adjustments to the physician fee schedule, including changes
to the RVUs for some services.

The new conversion factor for 2011 is $33.9764. This is about
eight percent lower than the conversion factor that took effect June
1, 2010. However, this does not mean payment rates are being cut.
Rather, the eight percent reduction is a budget neutrality adjustment
necessitated by the reweighting of the Medicare Economic Index
(MEI), which increased the practice expense and malpractice

components of the relative value scale. This resulted in a netincrease
in RVUs that had to be offset by a decrease in the conversion factor
to maintain budget neutrality. The MEI reweighting is estimated
to have a positive three percent impact on general surgery and a
positive one percent impact on orthopedic surgery.

FTC Stays Enforcement of Rule Against All

Physicians Despite New Law
S. 3987, the Red Flag Program Clarification Act of 2010, amends

the Fair Credit Reporting Act regarding the applicability of the
identity theft (Red Flags) guidelines to creditors. It limits the type
of “creditor” that must comply with the Red Flags Rule. While the
legislation does not specifically exclude physicians, it more clearly
defines the term “creditor” so physicians would generally not be
classified as creditors for purposes of the Red Flags Rule. However,
there may be some practices that would still qualify as creditors under
the new definition. And the law gives the Federal Trade Commission
(FTC) broad discretion to apply the rule to other types of creditors.

In part because of this uncertainty, the FTC issued a letter
dated December 21, 2010, in which the agency agreed to stay
enforcement of the Red Flags Rule against all physicians for at least
90 days after a final decision is issued in a challenge by the American
Bar Association (ABA) to the application of the law to attorneys. A
final decision is not expected in the ABA case until sometime in the
first quarter of 2011 and perhaps later. A similar case has been filed
by the American Medical Association and American Osteopathic
Association on behalf of its members.

Other societies have intervened to seek relief for all physicians.
The AOAO will provide further guidance on this issue if the ABA or
AMA cases develop in a way that suggests the FTC stipulation not to
enforce the rule against physicians will be lifted.

Virginia Federal Court Finds Individual Mandate Provision

of Health Care Reform Legislation Unconstitutional
On December 13, a federal district court in Virginia ruled that the

provision in the health care reform legislation (Patient Protection
and Affordable Care Act or PPACA) requiring individuals to purchase
health care insurance was unconstitutional. However, the court
stopped short of striking down the entire PPACA. Four other federal
district court decisions have upheld the law’s constitutionality and
a number of other cases are still pending. The government has
announced that it will appeal the decision to the 4 Circuit Court
of Appeals, where it will be heard by a three-judge panel picked at
e
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random. If the judges split on the ruling, as most observers expect
they would, the case would go to the full 13-judge Circuit Court.

Whatever the outcome, the 4% Circuit’s decision would very likely
be appealed, making the challenge a Supreme Court contender
along with nearly two dozen other health reforms.

E-Prescribing Penalties to Be Implemented
Based on 2011 Conduct

Although the law provides that e-prescribing penalties do not
take effect until 2012, the CMS has announced it will determine
whether to apply a penalty in 2012 based on whether a physician
meets the e-prescribing standard during the first half of 2011.
Specifically, the CMS announced that to avoid the 2012 penalty of
one percent on Medicare payments, a physician must report on
claims regarding the e-prescribing G Code, G8553, at least 10 times
during January-June of 2011 in connection with specified office
visit codes. This decision by the CMS caught many in the medical
community by surprise since it had generally been assumed that
physicians had until 2012 to meet the e-prescribing rules.

Implementation of PECOS Enrollment for

Ordering Physicians Delayed
The CMS has stated it will delay implementation of the

requirement that physicians who order services (e.g., imaging,
lab tests) be enrolled in the Medicare online PECOS system. The
deadline for PECOS enrollment is January 3, 2011, but because
of backlogs of enrollment applications being processed by the
Medicare administrative contractors, the CMS has decided to
postpone turning on the claims denial edits for the indefinite future.
Once the edits are effective, the CMS will deny claims for services
ordered by physicians who are not enrolled through PECOS.

Results Show Financial Incentives Can Improve Quality

According to the results from three demonstration projects
released by the CMS on December 9, 2010, offering providers
financial incentives for improving patient care increases quality of
care and reduces growth in Medicare expenditures.

The Physician Group Practice (PGP) demonstration continued
to show improvement in the preventive and chronic care delivery
processes and to generate shareable savings for the Medicare

program. All 10 of the provider groups in the demo hit performance
goals on at least 29 of the 32 measures reported in this fourth year
of the five-year demo program, while three hit their goals on all 32,
including Geisinger Clinic in Danville, Pennsylvania, Marshfield Clinic
in Marshfield, Wisconsin, and Park Nicollet Health Services in St.
Louis Park, Minnesota. Of these, Marshfield Clinic said it saved the
Medicare program more than $83 million over those four years.

Additionally, the Medicare Care Management Performance
(MCMP) Demonstration showed that more than 500 small and
solo physician practices were rewarded for providing high-quality
care based on performance relating to 26 quality measures in
the delivery of preventive care and care using health information
technology for patients with chronic illnesses. According to the
CMS, 26 percent of practices were able to submit at least some of
the measures from a certified HER.

The Hospital Quality Incentive Demonstration (HQID)
continued to show improvement among participating hospitals.
Sponsored by Medicare in partnership with the Premier Healthcare
Alliance, 212 hospitals participating in the demo program will
be awarded a total of $12 million for top performance, top
improvements, and overall attainment in six clinical areas—heart
attack, coronary bypass graft, heart failure, pneumonia, hip-and-
knee replacements, and the Surgical Care Improvement Project
(SCIP). Through the first five years of the demo program, the CMS
has awarded more than $48 million to top performers. Hospitals
were scored on more than 30 care measures and showed an
average of 18 percent improvement overall.

CMS Administrator Donald Berwick, M.D., in a prepared
statement, acknowledged that the progress so far is “just a start,”
but indicates that these CMS demos confirm the agency’s decision
to focus on pay-for-performance reimbursement models. He further
indicated that the CMS will continue to test new payment models.
The CMS is currently working to transition the PGP demonstration
into the Accountable Care Organization Shared Savings Program
called for in the Affordable Care Act.
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Eponymous Elucidation
By Arnold Melnick, D.O., M.Sc., FACOP
Executive Editor, The Orthopod

Morquio’s Syndrome

(skeletal dysplasia with short-trunk dwarfism,
associated with other defects)

Luis Morquio

In 1929, Uruguayan pediatrician Luis (Louis) Morquio
first described this syndrome, which is now attached to sev-
eral other eponyms. He described a form of “family skeletal
dysplasia” in the French literature. He was born in 1867 and
began his medical education in Montevideo at age 20. He grad-
uated in 1890 and was awarded his doctorate in 1892. He then
spent an intern year in France, where he studied with such fa-
mous physicians as Marfan and Charcot among others.

In 1894, on his return to Uruguay, he began a pediatric prac-
tice. While he was in Europe, however, his family had estab-
lished a chair in pediatrics, and when he returned, he was ap-
pointed second in command. Morquio served as professor of
internal pathology from 1895 to 1900; in 1900, he was elevated
to professor of pediatrics. He also was one of the founders of the
Sociedad uruguaya de pediatria in 1915.

Morgqiuo died unexpectedly in 1935 at the age of 68, but he left
behind a great reputation and multiple medical contributions.
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EYE ON EDUCATION

A Look at the Midueston Uhiversity
Gotege of Cheapathic Medicine Chithgpedsic

St. James HosJiﬂ:l in
Olympia Fields, Illinoi:
e 7.1 X 1N
In 1976, the Section of Orthopedic Surgery became the Depart-
ment of Orthopedic Surgery, which has grown from one resident to
the current 20, comprising 16 males and 4 females. In addition, the
program has progressed from a four-year to a five-year residency
that includes OMGE-1. Currently, the residency rotation program
consists of eight lllinois-based affiliate teaching sites:

Little Company of Mary Hospital in Evergreen Park
(9 physicians, 3 residents)

Advocate Christ Hospital in Oak Lawn
(15 physicians, 2 residents)

Weiss Hospital in Chicago
(2 physicians, 2 residents)

Ingalls Hospital in Harvey
(11 physicians, 3 residents)

Stroger Hospital of Cook County in Chicago
(6 physicians, 2 residents)

Shriners Hospital for Children in Chicago
(7 physicians, 1 resident)

Northwestern Memorial Hospital in Chicago
(5 physicians, 1 resident)

St. James Hospital in Chicago Heights
(6 physicians, 6 residents)

For the convenience of the participating residents, the rotation
programs, which include spine, sports medicine, hand, total joint,
pediatric, and general surgery, are located at sites within Chicago
and surrounding areas. Most of the graduating residents have gone
on to pursue fellowship opportunities, with some returning to the
area to set up practice.

All the residents participate in the In-Service Exam and attend
monthly journal club meetings and evening lectures, while four
residents are provided an opportunity to attend the yearly pathol-
ogy course at the University of Chicago. In addition, the residents
participate in daily rounds, X-ray conferences, and weekly department
meetings and are assigned to clinics and surgeries where they are
doing their rotations.
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Saddie-Horn Injurg of the Pelyis:
A Case Report and Rewe_w of .

the Literature

By John M. Tabit, D.O. (PGY4)
St. Vincent Mercy Medical Center— Toledo, Ohio
David B. Weiss, M.D.
Director of Orthopaedic Trauma at the University of Virginia Medical Center — Charlottesville, Virginia

Abstract

This paper reports on the case of a 76-year-old male who
sustained a severe injury to his pelvis after being bucked from a
horse and landing forcefully on the saddle-horn. This relatively
rare saddle-horn injury is now known to occur in predictable
pelvic injury patterns. There are distinct age and demographic
groups commonly affected. Outcomes of operatively treated
pelvic-ring injuries associated with the saddle-horn injury are
generally good. We will discuss the case and review the current
literature pertaining to saddle-horn injuries and the disruption
of the pelvic ring.

Key Words
Saddle-horn, open-book pelvis, pubic diastasis.

Introduction and Objectives
A relatively infrequent cause of pelvic trauma in the United

States is the so-called saddle-horn injury. This injury is thought
to be caused when a horseback rider is bucked into the air and
then lands forcefully with his or her perineum on the saddle-
horn of the saddle. This mechanism was first described by
Flynn in 1973, in which he successfully treated two patients
nonoperatively with a pelvic harness.> The patient population is
almost exclusively male, as were 30 of 31 cases reviewed.*>®7:10
The patients have been shown to be typically middle-aged and
overweight as well.? The bony injury to the pelvis usually con-
sists of a diastasis of the pubic symphysis with or without sub-
sequent widening of the sacroiliac joints.

This low-energy mechanism can cause an open-book pelvic
ring injury that is typical of much higher energy automobile and
motorcycle accidents. Despite being of lower energy, there can
still be associated injuries to the bladder, urethra, and other
urogenital structures; therefore, advanced trauma life support
(ATLS) principals must be adhered to. Although it is uncommon
for there to be high volumes of blood loss, there has been at
least one case documented in which a patient presented in
shock and another in which the patient later died from compli-
cations of his initial injury.”1©

One must have a firm understanding of the two major clas-
sification systems used to describe injuries to the pelvicring in
order to make rational treatment decisions. The classification

by Young and Burgess is based on mechanism, whereas the
system by Tile is based on pelvic stability.? Young and Burgess
describe three distinct mechanisms of injury—lateral com-
pression (LC), anterior-posterior compression (APC), and ver-
tical shear. In their classification, APC | injuries have less than
2.5cm of pubic diastasis and the posterior ligaments remain
intact. Pelvic stability is usually preserved. APC Il injuries have
greater than 2.5cm of pubic diastasis with disruption of the
anterior sacroiliac ligaments unilaterally or bilaterally. This
results in rotational instability, but because the posterior sac-
roiliac ligaments remain intact, vertical stability is preserved.
In APC Ill injuries, the posterior ligaments are disrupted as
well, resulting in both rotational and vertical instability. The
saddle-horn injury is consistent with the anterior-posterior
compression (APC) mechanism.?

The Tile classification depends on the integrity of the poste-
rior ligamentous arch. Type A lesions are completely stable and
reflect an intact posterior arch. Most often, these are avulsions
or direct blow fractures of the iliac wings that do not affect
the overall stability of the pelvic ring. Type B lesions are char-
acterized as partially stable with an incomplete disruption of
the posterior pelvic arch. These fractures are rotationally un-
stable but vertically stable due to disrupted anterior sacroiliac
ligaments and intact posterior ligaments. These may be either
open book (B1) or lateral compression (B2) injuries. Type C in-
juries are unstable, with complete disruption of the posterior
ligament complex resulting in both rotational and vertical insta-
bility. The saddle-horn injury is consistent with the Tile B1 or
open-book pelvic fracture and is deemed rotationally unstable
when the symphysis diastasis exceeds 2.5cm.?

Indications for operative fixation of saddle-horn injuries are
the same as those for other open-book pelvic fractures. Injuries
with less than 2.5cm of pubic diastasis are usually stable and do
not require operative fixation. For injuries with pubic diastasis of
greater than 2.5cm, operative stabilization is usually necessary
due to disruption of the posterior ligament complex. Anterior fix-
ation either internally or externally combined with either open
or percutaneous fixation of the posterior ring is recommended
to restore pelvic stability. Weight bearing is restricted on the side
that was posteriorly injured for a period of 8-12 weeks.®
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Case Report
A 76-year-old male presented to the hospital with complaints

of low back pain and inability to pass urine after being bucked
from a horse approximately four hours prior. He reported that
he was bucked into the air and landed directly onto the saddle-
horn before being thrown to the ground. The patient did hit his
head but never lost consciousness. He was able to get up and
walk slowly. He denied any other injuries or a previous history
of pelvic trauma. His past medical history was positive for hyper-
tension, benign prostatic hypertrophy, and obesity (BMI=40).3
He had no significant family history, and his only positive surgical
history was for a transurethral resection of the prostate.

Clinically, he presented with hypotension (BP 72/54) that
was responsive to fluid resuscitation. His serum WBC count
was elevated to 20.3 and his hemoglobin and hematocrit were
within normal limits. A Foley catheter was initially not able to
be passed in the emergency department but was later placed
by a staff urologist. There was no return of blood in the urine.
There were no skin abrasions, but he did have swelling and ec-
chymosis of the scrotum. He had tenderness in the area of the
pubic symphysis and right sacroiliac joint. His neurovascular
exam was unremarkable.

120 mm

FIGURE 1
AP pelvic x-ray with 8cm pubic symphysis diastasis and
bilateral sacroiliac widening.

Initial radiographs of the pelvis demonstrated a diastasis
of the pubic symphysis of eight centimeters with widening of
the bilateral sacroiliac joints (Figure 1). A cystogram was pre-
formed and was negative for bladder or urethral injury. A pelvic
binder was placed in the emergency department prior to send-
ing the patient for dedicated pelvic inlet and outlet x-rays and
a CT scan of the bony pelvis to further characterize the injury
(Figures 2 and 3).

The patient was determined to have a rotationally unstable
Tile B.1 or APC Il pelvic-ring injury as classified by Young and
Burgess. He was taken to the operating room the following
day for open reduction and internal plate fixation of the pubic
symphysis (Figure 4). He also had two percutaneous iliosacral
screws placed on the right and one iliosacral screw placed on
the left in order to supplement the anterior fixation given the

A [c]V]3{ 3
Axial CT scan of the pelvis after placement of a pelvic binder.

large amount of diastasis. He had an uneventful postopera-
tive period. He was discharged to an extended care facility on
postoperative day seven. His weight bearing was restricted for
8 weeks on the left and 12 weeks on the right. At three- and
six-month follow up, the patient continued to be on low-dose
narcotic analgesics for mild residual pain, mostly centered pos-
teriorly on the right sacroiliac joint.

By six months postoperatively, the patient was ambulating
without assistive devices; however, he did complain of sexual
dysfunction. He was referred to physical medicine and rehabili-
tation as well as urology to address generalized rehab issues and
the associated sexual dysfunction. He had not yet returned to his
previous employment or pre-injury level of recreational activity.

Discussion
This particular patient being male and overweight (BMI=
40) fits the typical demographic as described by previous au-
thors.*>671% |n a recent series* of 20 patients with this injury,
all 20 were male with a mean body-mass index of 30 kg/m?2.
The findings in four other previously published case reports

FIGURE 3
Axial CT scan of the pelvis after placement of a pelvic binder.
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FIGURE 4
AP pelvis x-ray following anterior plate fixation and
bilateral Sl screw placement.

show 10:1 male-to-female predominance despite 68 percent
of horse-riding injuries requiring medical attention occurring in
women.>%”%% |t has been suggested that this may be related to
physiologic differences in men’s pelvises as well as age-related
symphyseal changes.” This case is distinguished from others
previously reported in that, to our knowledge, this is the oldest
patient reported to have this mechanism of injury treated op-
eratively. This patient also has the most severe pubic symphysis
diastasis that we have seen reported in the literature due to this
specific mechanism.

We believe our patient arrived in hypovolumic shock despite
the fact that it has been observed that patients presenting with
an open-book pelvic injury secondary to saddle-horn injury have
significantly lower injury severity scores (ISS)* and associated in-
juries compared to other higher energy mechanisms. One study*
noted a mean ISS of 12, with no patients presenting with signs
of acute blood loss or shock. However, it should be reiterated
that ATLS principles must be adhered to until all life-threatening
injuries are ruled out. There has also been one documented in-
jury to the pudendal artery that required embolization.” A sheet
or pelvic binder can be used to temporarily stabilize the pelvis.
These patients can be managed acutely with a sheet or pelvic
binder and tend not to need emergent external fixation.

To date, our patient’s rehab progress has been consistent with
what has been previously described in the literature. He still has
mild baseline pain, particularly posteriorly, but he is ambulating
without assistive devices and close to resuming his previous job.
In the same study of 20 saddle-horn injuries treated operatively,
90 percent of patients returned to their previous job, and 50 per-
cent returned to the same level of recreation.* Most of the indi-
viduals continued to have mild chronic pelvic pain. His contin-
ued sexual dysfunction is in line with the 90 percent previously
reported rate.* All of the individuals in the previous study had
tried some form of pharmacotherapy targeted towards erectile
dysfunction, with only one achieving noticeable results. The de-
gree to which he has dysfunction remains unclear; however, the
severity of injury and age at which the injury occurs seem to be a

factor for increasing sexual dysfunction. The patient to date had
not attempted pharmacotherapy for the erectile dysfunction.

Summary

This case is an example of how a relatively low-energy saddle-
horn injury can cause bony disruption of the pelvis that is typical
of a much higher energy mechanism. The majority of injuries oc-
cur to overweight, middle-aged men. When the pelvic diastasis is
greater than 2.5cm, rotational stability is compromised and sur-
gical stabilization is warranted. Although the majority of patients
are able to return close to their pre-injury level of employment
and activity, there is an extremely high rate of male sexual dys-
function afterwards. The degree of sexual dysfunction appears
to be related to the degree of injury and patient age.

Conclusion
The saddle-horn injury of the pelvis is a relatively uncommon
cause of pelvic-ring disruption. With exception of the high rate of
male sexual dysfunction, when recognized and treated appropri-
ately, there are usually predictable and acceptable outcomes.
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Primary Arthroscopic Bursectomy
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Abstract

Snapping scapula is typically treated conservatively. Where
conservative treatment fails, open or arthroscopic or combina-
tion procedures can be employed. This case report describes
the authors’ utilization of an arthroscopic treatment of both
soft tissue and osseus pathology during a primary procedure
for a patient with painful snapping scapula refractory to con-
servative treatment.

Keywords
Snapping scapula, arthroscopic bursectomy,

arthroscopic scapuloplasty.

Introduction

Snapping scapula syndrome has a wide range of clinical pre-
sentation—from asymptomatic to a mild annoyance with crepi-
tus to severely debilitating pain. Patients often present with a
history of pain with overhead activities sometimes secondary
to overuse or repetitive, forceful shoulder motion. There is fre-
quently tenderness to palpation with a doughy fullness over
the medial portion of the scapula.? This syndrome has been
known for over a century, yet the criteria for diagnosis and op-
timal treatment strategies are not well agreed upon. Surgical
management has included open, arthroscopic, and combined
approaches.®

The exact cause of snapping scapula syndrome is not well
understood, though it is thought to be a result of scapular
dyskinesis secondary to pain, muscular weakness, inflexibility,
incongruence of the scapulothoracic articulation, or muscle
imbalance. Repetitive microtraumas can also cause traction
osteophytes and bone spurs, which result in increased friction
between the anterior scapula and thoracic cage.” Kuhne effec-
tively categorized the etiology into three main groups: bursitis,

muscle abnormality, and bony abnormalities.? Bursitis repre-
sents the overuse injury that results from chronic inflammation
leading to fibrosis, which can cause impingement and pain.

Scapulothoracic symptoms are often associated with nega-
tive traditional AP and tangential/Y view plain film radiographs
of the scapula and ribs. Traditional CT and MRI scans have also
failed to identify bony and soft-tissue abnormalities that could
explain the patient’s presentation.?**®° Regardless of the exact
etiology underlying the somatic dysfunction, first-line treat-
ment is non-operative because 50-80 percent of patients have
relief of symptoms.?

For those patients requiring surgical treatment, there has
been recent interest in arthroscopic bursectomies that provide
more favorable cosmesis, shorter postoperative immobilization,
and early rehabilitation. Postoperative morbidity due to immobi-
lization is kept to a minimum as reattachment of rhomboids and
periscapular soft tissue is not required as part of an arthroscopic
procedure. Rather, pathologic tissue can be identified and re-
sected with minimal musculotendinous trauma—eliminating the
need to remove periscapular muscles from their insertions as
with an open approach. Patients are able to begin rehabilitation
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immediately after the procedure, which is a distinct advantage
over the open technique.>**® Kuhne noted that patients with ar-
throscopic procedures had full recoveries at 4 weeks, while pa-
tients with open procedures recovered in 12 weeks.?

Patient History
Our patient is a 59-year-old woman with a six-year history

of left shoulder pain. She was diagnosed with the following left
shoulder ailments since 2003: arthritis in the shoulder with ad-
hesive capsulitis, rotator-cuff syndrome, and osteoarthritis that
is shoulder-localized. In an attempt to offer her symptomatic
relief, she was prescribed several types of NSAIDs and received
corticosteroid injections in the left shoulder. She failed to im-
prove and suffered continuing pain from impingement in the
left shoulder so underwent arthroscopic subacromial decom-
pression in 2003. Postoperatively, she developed adhesive cap-
sulitis, which was treated early on with a manipulation of the
shoulder under anesthesia and physical therapy to maintain
her range of motion.

In the months following her left SAD and MUGA, her range
of motion and her impingement symptoms improved. Never-
theless, she experienced generalized pain in her left-upper and
mid-trapezius musculature. She was then referred to another
physician for pain management, who diagnosed myofascial
pain syndrome. From December 2005 to February 2009, she
was administered a series of Botulinum toxin injections on a
prn basis (10 units to each fibromuscular tender point). De-
spite maximal medical therapy and interdisciplinary care, her
continued symptoms prompted re-referral of her to the Ortho-
paedic Surgery Sports Medicine Clinic for further evaluation of
periscapular pain.

The patient was not diagnosed with snapping scapula until
evaluation in the Orthopaedic Surgery Outpatient Clinic at Kai-
ser in Fontana, California, in early 2009 by Michael Sukay, M.D.
His physical examination included the left elbow, shoulder, cer-
vical spine, and scapulothoracic articulations. There were no
abnormal findings in the glenohumeral and acromioclavicular

joints or rotator cuff. There was marked painful crepitus over
the left scapulothoracic area, especially near the superomedial
angle of the scapula where soft-tissue swelling was also ap-
parent. While shoulder range of motion was nearly normal, it
was painful—especially retraction and elevation of the scapula.
External rotation and abduction were painful with weakness
noted 4/5.

A focused therapeutic and diagnostic treatment regimen
consisting of oral NSAIDs and two superomedial scapulotho-
racic bursal injections were initiated (corticosteroid with anes-
thetic), with the first administered on January 15, 2009, and a
second injection on February 5. While some temporary relief
was achieved, neither provided her lasting relief, nor had home
range-of-motion and strengthening exercises significantly im-
proved her symptoms to the point she could perform her ADLs
without severe discomfort. After failing focused conservative
treatment, preoperative CT and scapulothoracic MRI failed to
identify any abnormality.

Surgical Procedure
The patient was offered arthroscopic bursectomy with pos-

sible limited scapuloplasty. We used a probable success rate
of 70 percent® when obtaining her consent for outpatient sur-
gery under general anesthesia to be performed in September
2009. The patient was positioned prone with two rolled towels
oriented longitudinally along her right and left chest wall with
arms extended onto the arm boards. Additional padding was
placed beneath the humeral head to “chicken wing” the scap-
ula. Two portals were marked out; one superomedial portal
which we used as our primary working portal, and one medial
portal used as a viewing portal.

Portal placement was achieved using technique described
by Bell, et al.! Local anesthetic was injected into portal tracts
prior to placement of a 6mm cannula in the medial portal. Ul-
timately, this cannula was removed and not used due to the
acute angle required for manipulation of the shaver/resector
in relation to the posterior thorax. Pump pressure was set at
30mmHg, then decreased to 10mmHg after establishing the su-
peromedial portal under direct visualization.

Visualization of the anterior scapula was quite good with
our 30° and 70° scopes. At the superomedial border, a small
hooked prominence was easily seen in addition to abundant
hypertrophic bursal tissue. This inflamed tissue corresponded
to the location of crepitus on exam and had the appearance
(Figure 1) of inflamed, hypertrophic, dense tissue one often en-
counters during arthroscopy of the subacromial space in cases
of chronic impingement. It was removed from the undersur-
face (anterior) of the scapula from a point ~2cm laterally along
superior angle and ~3cm along the superomedial border using
a RF ablator followed by a 3.5mm oscillating shaver/resector
with intermittent suction.

We performed a limited scapuloplasty using the 3.5mm shav-
er to carefully resect the prominent anterior “hook” (Figure 2) of
the superomedial angle in a co-planar fashion without disrupting
the tendinous insertions along the superior and medial borders
(Figure 3). Minimal bleeding was encountered. The remaining
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Figure 3

saline was expressed from the portals using gentle manual pres-
sure on the scapula and surrounding soft tissues. Portals were
closed with nylon monofilament suture and sterile dressings ap-
plied. Total operative time was less than 30 minutes.

Results

At one-week post-op, our patient had no complaint of pain,
the portals were healing well, and given that no significant dis-
ruption of scapular stabilizing muscles or tendons was needed
for her arthroscopic procedure, the patient began her outpa-
tient physical therapy during post-op week two. At her second
follow-up visit at five weeks post-op, she was pleased with her
result from surgery, reported no issues, had been released from
physical therapy, and was doing remarkably well. She was con-
tinuing her exercise program at home. On exam, she exhibited
full range of motion of the operative shoulder girdle as com-
pared to contralateral and exhibited only some mild residual
scapular dyskinesia and minimal crepitus that was not painful.
At 11 weeks postoperatively, our patient again expressed satis-
faction with her surgery and how she felt that the shoulder was
much improved. She was still working out and had no issues
with her left shoulder.

Discussion

Arthroscopic bursectomy with scapuloplasty of the scapu-
lothoracic articulation is a “new” procedure to most commu-
nity orthopaedic surgeons, including the authors. There are
only small case series to our knowledge, and no high-level evi-
dence supporting its superiority in treating snapping scapula.
Also, the staple of treatment has been—and continues to be—
nonoperative for this condition. However, it intuitively makes
sense that if it is possible to remove dysfunctional, inflamed tis-
sue that is symptomatic in a minimally-invasive manner, such a
technique could be of great benefit—even if only to a relatively
small number of patients who fail conservative management.
Also worth noting in this case is the successful scapuloplasty
and relative ease with which it can be accomplished using an
arthroscopic rather than open approach.

Summary
After this, our first experience, we were pleasantly surprised

with the high-quality visualization achievable with such a stan-
dard equipment setup. The authors believe this technique was
applicable in this patient’s case, and were very pleased with
her outcome—as was our patient. Other community orthopae-
dic surgeons comfortable with shoulder anatomy and trained
in arthroscopy could replicate this technique and achieve simi-
lar outcomes for their patients.

References

1. Bell SN, Van Riet RP. Safe zone for arthroscopic resection of the
superiomedial scapular border in the treatment of snapping scapula
syndrome. Journal of Shoulder and Elbow Surgery. 647-649.

2. Kuhne M, Boniquit N, Ghodadra N, Romeo AA, Provencher
MT. The snapping scapula: diagnosis and treatment. The Journal of
Arthroscopic and Related Surgery. 2009. 25(11):1298-1311.

3. Kuhne M, Plancher KD, Hawkins R]. Symptomatic scapulothoracic
crepitus and bursitis. Journal of American Academy of Orthopaedic
Surgeons. 1998. 6:267-273.

4. Lazar MA, Kwon YW, Rokito AS. Snapping scapula syndrome.
Journal of Bone and Joint Surgery. 2009(91):2251-2262.

5. Lehtinen JT, Macy JC, Cassinelli E, Warner JJP. The painful
scapulothoracic articulation. Clinical Orthopaedics and Related Research.
2004(423):99-105.

6. Lehtinen JT, Tetreault P, Warner JJP. Arthroscopic management of
painful and stiff scapulothoracic articulation. The Journal of Arthroscopic
and Related Surgery. 2003. 19(4):1-4.

7. Manske RC, Reiman MP, Stovak, ML. Nonoperative and operative
management of snapping scapula. American Journal of Sports Medicine.
2004. 32(6):1554-1565.

8. Pavlik A., Ang K, Coghlan J, Bell S. Arthroscopic treatment of
painful snapping of the scapula by using a new superior portal. The
Journal of Arthroscopic and Related Surgery. 2003. 19(6):608-612.

9. Pearse EO, Bruguera J, Massoud SN, Sforza G, Copeland SA, Levy
O. Arthroscopic management of the painful snapping scapula. The
Journal of Arthroscopic and Related Surgery. 2006. 22(7):755-761.

The Orthopod - Spring 2011




19th Annua[) American Osteopathic Academy of Orthopedics

JCATORS®
i COURGSE

Downtown
Chicago

April 2, 2011
Courtyard by Marriott  Chicago, lllinois

Program Topics Include:

B How to Have a Successful Accreditation Site Visit

Hotel Accommodations

B Didactic Teaching in the 21 Century: The Internet,

Adult Learners, and Interactive Presentations The Courtyard by Marriott — on the Magnificent Mile
165 East Ontario Street ® Chicago, IL 60611
B The Challenge of Evaluating the Competencies Rate available until Friday, March 11,2011 e $129.00 Single/Double

*Rate does not include taxes, currently 15.4%.

W AOBOS Update To make reservations, call (800) 321-2211.

m How to Become a Fellow of the AOAO | A

T - = .
"W Roundtable Discussion of “Problem Resident Situations
gk § E

%’  American Osteopathic Academy of Orthopedics




American Osteopathic Academy of Orthopedics

2209 Dickens Road * Richmond, VA 23230-2005  (804) 565-6370 * (804) 282-0090 fax

REGISTRATION FORM

You may also complete this form online at www.aoao.org

19th ANNUAL OSTEOPATHIC EDUCATORS’ COURSE

For Orthopedic Surgery Residency Program Directors And Trainers
Saturday, April 2, 2011 e Courtyard by Marriott ® Downtown Chicago, IL ® On the Magnificent Mile

Please Print

First Name: Last Name: Nickname for Badge:
Address:

City: State: Zip:

Phone: Email Address™: AOA Number:

*E-mail required for registration confirmation.
Residency Program Name:
Registrations will be accepted at the AOAO Office until March 21, 2011. After March 21, 2011, you must register on-site in
Chicago.

| am a 3 Program Director O3 Trainer  Pre-Registration (On or before 3/21/11)  On-Site (After 3/21/11)
Registration Fee $275.00 $325.00

Fee includes Continental Breakfast, Coffee Breaks, and Lunch.

Payment Information

3 Personal Check™ (Payable to A0AQ) [ VISA 3 MasterCard 3 AmEx 3 Discover
*Mail to AOAO ® 2209 Dickens Rd. e Richmond, VA 23230-2005 e Phone (804) 565-6370 ® Fax (804) 282-0090

Card Number: Expiration Date:

CVV Security Code (3-digit # in signature box on the back of VISA/MC or 4-digit # on front of AMEX card above the card #).
Signature: Printed Name on Card:

Card Billing Address: Zip:

Sign-in will be required for the course.
CREDIT FOR THIS PROGRAM WILL ONLY BE GIVEN TO THOSE REGISTRANTS WHO COMPLETE AND RETURN THE PROGRAM
EVALUATION FORM AND ATTEND THE ENTIRE COURSE.

3 Check if ADA (Americans with Disabilities Act) accommodation is needed:

Please specify:

Request for refunds must be made, in writing, no later than March 21, 2011. A service charge of $25.00 will be withheld from all
refunds. AOAQ Tax I.D. #386073712



“- e | =
E‘a\‘“ Postgraduate Seminar

- May 13-15, 2011  Marriott Camelback Inn ® Scottsdale, AZ

*

Watch www.aoao.org
for details and
registration information.



It’s Time
to Send Us
Your News

and Ads!

The Orthopod editorial team is in the process of
compiling information for the Summer 2011 issue
and invites all members to submit professional news,
articles of interest/opinion pieces, or topical case reports
and scientific papers that have been approved by the
magazine’s scientific editor, Daniel L. Morrison, D.O.

Please keep us apprised if you have been promoted
or accepted a new professional position, have had
a major article or book published, been appointed
to a prestigious local, state, or national committee,
conducted noteworthy research, or received any
special awards or recognition.

We are also accepting both promotional and classified
ads, so if you would like to advertise your company or
are seeking to recruit candidates for a specific position,
please contact Marie Morris for advertising rates at 800-
741-2626 or via email at mariem@nova.edu.

Please submit all data via email by Friday, June 3, 2011.

Photo requirements - Photos can be submitted in
either hardcopy or digital formats (JPG, TIFF, PDF,
PNG); however, if you are submitting a digital image,
it must be in a high-resolution format (300 dpi when
scanned or a high-resolution digital camera file at least
one megabyte (1MB) in size).




American Osteopathic Academy

PRSRT FIRST CLASS
of Orthopedics

U.5. POSTAGE PAID

P.O. Box 291690 SOUTH FLORIDA, FL
Davie, FL 33329-1690 PERMITNO. 1884

2011-12 AOAO Calendar of Events

April 2, 2011
19t Annual Osteopathic Orthopedic Educators’ Course
Courtyard by Marriott in Chicago, lllinois

oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

May 13-15, 2011
51t Annual Postgraduate Seminar
Marriott Camelback Inn in Scottsdale, Arizona

oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

October 20-23, 2011
AOAO Annual Meeting
Chicago Marriott Downtown in Chicago, lllinois

oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

May 4-6, 2012
52" Annual Postgraduate Seminar
The Greenbrier Resort in White Sulphur Springs, West Virginia

oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

October 25-28, 2012
AOAO Annual Meeting
The Broadmoor in Colorado Springs, Colorado

For additional information, please visit the AOAO website at www.aoao.org.



