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Welcome to Scott Orthopedic Center and the fifth 
issue of our annual magazine. We have had a tradition 
of dedicating ourselves to the orthopedic care of Tri-state 
area residents for over 80 years.  We have provided this 
service uninterrupted 24 hours a day 365 days a year.  I 
would like to take this opportunity to introduce to you 
our orthopedic center in the 21st century.

We have strived to create an environment where we can 
provide compassionate, comprehensive, efficient, up-
to-date treatment of simple and complex orthopedic 
disorders, both operative and nonoperative. We have done 

this by being innovative and first in many areas of orthopedic practice.

We are the first and currently only private practice orthopedic group in the Tri-
state to function as a true orthopedic specialty group.  We have invested time and 
resources into bringing the best orthopedic specialists we can possibly have to 
the area.  All of our physicians have a specialty area of focus as well as training in 
general orthopedics.  We have fellowship-trained orthopedic specialists (which is 
an additional year of highly focused study) in the areas of hand and upper extremity 
surgery, microsurgery, trauma, joint replacement, sports medicine, foot and ankle.  
What this means to you  the patient, is that you will be diagnosed and treated with 
the most up-to-date techniques available,  practiced by doctors with the experience 
of hundreds for most orthopedic procedures.

We are the first orthopedic practice in the area to use diagnostic digital imaging 
x-ray technology.  This means more accurate diagnosis, effortless access and secure, 
accurate preservation of data.

We are the first orthopedic practice in the area to incorporate a fully operational 
electronic medical record for all patients.  This means we have accurate up to date 
information about our patients at our fingertips.  We are extremely efficient at 
obtaining test results, scheduling tests, reviewing and communicating with our 
patients about all aspects of their care.

We are the first and only orthopedic group in the Tri-state and state of West 
Virginia to have established a specialty hospital.  Three Gables Surgery Center 
does approximately  3,000 orthopedic procedures per year, both inpatient and 
outpatient, in the areas of hand surgery, elbow surgery, shoulder surgery, knee 
surgery and foot and ankle surgery.  What the specialty hospital  concept means to 
patients is efficient, expert care with surgical teams that do more of these procedures 
than most any hospital in the area.  

We also have a unique specialty service which includes knee and hip replacement 
and reconstruction, acute trauma and reconstructive surgery with the Regional 
Orthopedic Center at St. Mary’s Medical Center that does approximately 1,000 
cases per year.  The level of orthopedic expertise, efficiency and experience of the 
surgical teams at Three Gables Surgery Center and St. Mary’s Medical Center 
allows  us to do our best work.

Our biggest asset is the patients who trust us with their care.  We will continue to 
return that trust every day with the best effort from all our staff.  We will continue 
to innovate and bring the latest and the greatest proven treatments to our patients.

Welcome to Scott Orthopedic Center!

Luis E. Bolano M.D.
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Preserving the anatomy 
interests and excites both 
patients and doctors. 
Surgeons around the world 
are trying their best to 
achieve this goal; so far steady 
progress has been made in 
this direction for both hip 
and knee replacements. 
Anterior approach hip 
replacement continues to 

grow in popularity. This approach has significantly 
helped surgeons to preserve substantial amounts of 
tissue and dissection.

PRESERVING KNEE
(XPA – Bicruciate Preserving Arthroplasty)

There is a new push in knee replacement to preserve 
bone and tissue. This has been overwhelmingly 
successful in partial knee replacement, where 
75% of the knee is preserved, including ACL and 
PCL ligaments. The results have been impressive. 

This procedure has led to faster recovery, better 
functionality and more natural motion than the TKR 
(total knee replacement). Observing this phenomenal 
recovery led the orthopedic community to ask why 
these partial knee replacements do so much better than 
the total knee replacements. Sparing the ligaments 
like ACL and PCL makes 
a substantial difference 
in the kinematics of 
the knee.  In the field 
of sports medicine the 
importance of repairing 
and preserving ACL for 
the health of the knee and 
active life of the patients 
has been well documented 
over decades.  When an 
athlete injures his ACL, 
all efforts are made to 
repair the ligament and 
preserve the function of the knee so he can return to 
sports. Ironically, when we do knee replacement, the 
first thing that gets sacrificed is the ACL ligament. 

MEDICAL ADVANCES
TO PRESERVE YOUR JOINTS AND TISSUES

Vivek Neginhal, MD
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This was routinely done because viable technology to 
preserve the ligament during knee replacement was 
not available. The success of partial knee replacement 
encouraged surgeons to find a way to save both 
ligaments, thus Bicruciate ligament knee (called 
XP knee) was born. The initial results have been 
encouraging.  In 2014, St. Mary’s Regional Joint 
Center was among the first few in the country to offer 
this new preserving knee.

This system provides a U – shaped tray, allowing the 
Anterior Cruciate Ligament (ACL) and Posterior 
Cruciate Ligament to remain intact, which enables 
the natural function of the knee.  There are pros and 
cons for this system. 

Pros’ include the following: 

 − It retains ACL, which helps the knee to be 
more stable in situations like going down the 
stairs and sporting activities. 

 − The medial and lateral bearings are designed 
independently, allowing ACL/PCL interaction 
to drive knee motion so it feels more natural. 

Cons include the following: 

 − The success of this procedure depends on an 
intact ACL. 

 − The bone quality of the patient is important 
as only a small island of bone remains 
behind. If it is not strong enough, the island 

may fracture during or after the surgery, 
necessitating a second surgery(which is very 
rare to occur). 

 − This procedure is technically demanding 
and should be performed by experienced, high-
volume/fellowship trained joint surgeons. 

 − Since it is a new technology, we don’t know 
the long-term results. We can only consider 
the previous generation of Bicruciate ligament 
retaining knees, which were designed a couple 
of decades ago, for short and long term results. 
They had unacceptable high complication 
rates due to implant failures. Although this 
latest knee seems to have addressed some of 
these issues, it’s of paramount importance 
that we carefully choose patients for this 
procedure. Not every patient is a candidate for 
this surgery.

3D KNEE REPLACEMENTS / CONFORMIS

Several surgeons around the world have reported 
that one in 5 patients are not completely satisfied 
with their traditional knee replacements. This 
finding comes as a surprise considering that several 
entities have redesigned their traditional knees over 
the years, however,  their improvements have been 
marginal and the dissatisfaction rate remains high. 
One way to find an answer to this long-standing 
issue is to recreate natural anatomy. An attempt has 
been made through revolutionary 3D technology to 
generate individually made knee models. All these 
years we have been cutting the patient bone to fit 
the cookie cutter knee implant. This should be the 
other way around; knee 
implants should be made 
to fit the patient.  The 
accuracy is higher since 
the decision is made with 
a CT scan of hip, knee 
and ankle. These are 
sent to the manufacturer, 
who (with their special 
computerized algorithm) 
creates not only the 
implant but also the 3D 
instruments customized 
for the patient. 

Advantages of personalized knee replacements:

 − Surgeons don’t have to make compromises 
like they do in  traditional knee replacements 
where there is a good chance it may or may 
not fit the size or the shape of the native knee.  
This  potentially can give the knee an artificial 
feel and take longer to recover.  A custom knee 
reduces this dissatisfaction rate.

 − It recreates the tilted joint line as in a natural 

The success of partial 
knee replacement 

encouraged surgeons to 
find a way to save both 

ligaments, thus Bicruciate 
ligament knee (called XP 

knee) was born.
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knee. This enables the surgeon to preserve 
more bone and use a thinner, lighter implant 
that fits better.

 − Since the replacement knee has been 
premade, the patient has to spend less time 
under anesthesia. 

 − Because the personalized knee mimics the 
native knee, it feels more natural. This probably 
lets  patients  get back to their  routine quicker 
and also go on to maintain an active life style. 

This new generation knee was introduced at St. 
Mary’s Hospital Joint Center in 2014. Since then 
more than 150 knees have been implanted with 
good success. This innovative technology has put 
Scott Orthopedic Center and Joint Center in the 
national news. Orthopedic surgeons from other 
states are visiting the center in Huntington to 
learn this fascinating technology.  Patients as far 
as North Carolina are starting to seek treatment 
at the joint center.   The success of this implant 
has led to development of the second generation of 
stabilized custom knees. The joint center is leading 
the nation in these second-generation custom knee 
replacements. This system seems to have struck 
a balance between innovation and time-tested 
principles of knee replacement. Without reinventing 
the wheel, an attempt has been made to improve the 
accuracy, fit and patient satisfaction. 

PRESERVATION KNEE - 
Partial Knee Replacement 

Not many realize the knee is not just one joint 
but has three sub joints. Arthritis usually is in one 
compartment; there is no reason to sacrifice the other 
two joints with a traditional knee replacement.  The one 
compartment replacement is either called Uni knee or 
Partial Knee replacement. There are strict criteria to be 
met before a patient becomes a candidate for a Partial 
knee replacement. Healthy ACL/ PCL is essential; the 
other compartment should not have arthritis. 

There are some myths in Partial knee arthroplasty, 
that are still propagated. Some patients are deemed 
too young or too old or too obese to be operated 

on. Similar to TKR, it 
is always recommended 
that the patient loses as 
much weight as possible 
before surgery. Another 
common notion is that a 
partial knee replacement 
is a stopgap surgery and 
ultimately needs to be 
converted to a total knee 
replacement.  This is not 
necessarily true. Total 
knee replacement results 

in a small percentage of patients who may have to 
undergo revision surgery. Similarly, partial knee 
replacements may result in revision surgery but this 
is an exception, not the rule.

ROBOTIC SURGERY - 
Blue Belt Technology /Makoplasty

This modern surgery shows great promise for 
orthopedics but has not made much of an inroad 
yet. Robotic surgery is mainly used in Partial knee 
replacements. Partial knees are far more demanding 
as far as technique, so some surgeons seek the help 
of Robotic surgery. With Blue Belt’s Navio system 
the surgeon uses a handheld drill with a robotically 
controlled tip. Its fascinating technology where if the 
surgeon’s hand moves the tool outside the patient’s 
3-D surgical plan, the computer automatically 
stops the drill bit with a reaction time of about 100 
milliseconds. So the error rate reduces significantly. 
It’s very challenging for surgeons to balance only 
on one side of the joint while doing partial knee 
replacement.  This is the reason the majority of 
surgeons do not attempt partial knee replacements. 
They are far more 
difficult to perform 
compared to total 
knee replacement.

With the robot, by 
putting in antennas, 
it tells the computer, 
with incredible 
precision, where these 
bones are in three-
dimensional space 
at all times. Since 
this system has a free 
hand cutting devise 
it gives the surgeon 
more freedom than 
they would get using 
makoplasty.

The platforms of  
Robotics are being upgraded; in future, they may have 
a worthwhile role in the surgeon’s armamentarium.

HIP PRESERVATION - 
By Resurfacing

This is a remarkable surgery, helping the surgeon 
preserve the ball of the hip joints rather than 
sacrificing it during hip replacement. Due to metal 
ion complications, the growth and popularity of 
this kind of surgery has been stunted. But in the 
right hands, this surgery can be a solution for young 
patients who want to pursue high-energy sports. 
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ANTERIOR HIPS – 
Minimally invasive. Its here to stay!

Total Hip Replacement using this technique spares 
major muscles and tissue, leading to faster recovery, 
fewer complications and improved mobility. 
Precautions like crossing legs, no bending beyond 90 
degrees, and pillow between the legs are not needed 
with this technique. Some patients are walking 
without a walker or cane within a couple of days 
or  week at the most, and also they are reporting to 
work earlier.  Surgeons initially were skeptical about 
this technique but are starting to realize the benefits. 
St. Mary’s Joint Center was a early adapter of this 
technique (since 2008) and hundreds of patients 
have reaped the benefits of this surgery. Other 
centers around the country are starting to offer this 
technique now. 

Some selected patients can take advantage of same 
day surgery at the joint center now.  It’s worthwhile 
for patients to invest some time and distance to find 
a joint replacement center, that produces optimal 
results. The advantages of choosing nationally 
recognized places like St. Mary’s Regional Joint 
Replacement Centers are:

 − Availability of Specially Trained high-
volume joint surgeons.

 − Cutting edge technology in this ever 
changing field.

 − Specially Trained Joint replacement Nurses 
who enhance recovery from surgery.

 − Physical therapists who are specially trained 
in group therapy, which improves patient rehab.

Some of these attributes lead to seamless recovery 
for joint patients, which in turn leads to higher 
satisfaction rates and better results!

Our goal as Surgeons at Scott Orthopedic Center 
and The Joint Center is to bring to the community 
the very latest technology so that patients don’t have 
to leave the area in search of facilities offereing these 
surgeries. Patinets can get the same treatment close 
to home and go back to being productive members 
of society again.

POTENTIAL ADVANTAGES INCLUDE: Anterior Approach Conventional Surgery

Average Hospital Stay 2 to 4 days 3 to 10 days

Smaller incision 4 to 5 inches 10 to 12 inches

Less Muscle Trauma No muscle detachment Muscles cut from bone

Faster Recovery 2 to 8 weeks 2 to 4 months

Reduced Pain ✓

Reduced Blood Loss ✓

Reduced Tissue Healing Required ✓

Reduced Risk of Dislocation ✓

More accurate Leg length Control ✓

More Rapid Return to Normal Activities ✓

INCISION 
COMPARISON10” incision for traditional 

approach hip replacement

3” to 4” incision for anterior 
approach hip replacement

MOBILITY  IS
ESSENCE OF LIFE !!

So don’t stop moving!
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DIAGNOSIS

Dupuytren’s contracture is 
a thickening of the fibrous 
tissue layer underneath the 
skin of the palm and finger, 
caused by an abnormality of 
the cells that make up this 
layer called palmar fascia. 
The thickening coalesces into 
a benign growth that presents 
initially as a nodule that can 

occasionally be painful. The nodule can progress to 
a cord along the line of the fingers and eventually 
it may cause a contracture of the fingers. Because it 
can cause a finger to bend or contract it is sometimes 
mistaken by patients as a tendon problem. The disease 
progression is variable and somewhat unpredictable 
in most patients. The disease progression cannot be 
stopped with medical or therapy treatment since its 
natural history is likely primarily genetically driven.

Dupuytren’s disease is most common in people of 
Northern European or Scandinavian ancestry. It often 
runs in families and thus has a genetic component. 
It is associated with alcohol intake, diabetes and as 
a side effect of some seizure medications. Trauma is 

not usually felt to 
be a cause of true 
primary dupuytren’s 
although sometimes 
patients relate a 
traumatic event as 
an initiating factor. 
It is more common 
in men vs. women. 
The disease affects 
the ring and small 

fingers most commonly as far as significant cords 
and contractures 

TREATMENT

Treatment is only indicated when there is a cord or 
nodule associated with moderate contracture of the 
fingers or fingers measuring about 30 degrees. A 
good measure for patients monitoring their disease 
is to return to see the hand surgeon when they can 

no longer put their hand flat on the table. This is 
usually a good time to initiate a discussion regarding 
treatment. It is a mistake to excise a nodule alone 
since the recurrence rate is high and it will not prevent 
disease appearance or progression and in some cases 
can accelerate it.

Current modern treatment is directed at relieving 
the contracture that is interfering with normal hand 
function. Since this is not a painful condition, pain 
is not an indication for surgery and complaints of 
hand pain should be investigated further and likely 
have another cause. Treatment method depend on 
the severity of the disease at the time of presentation, 
the degree of joint contracture and the number of 
fingers involved.

TRADITIONAL SURGICAL TREATMENT

Traditional surgical treatment involves an operation 
called a “fasciectomy”.This means that the cord 
and nodule are removed through a fairly extensile 

surgical approach with long zig-zag incisions along 
the palm and fingers. This allows careful exposure of 
the nerves and blood vessels that can be intimately 
involved with diseased tissue obviously can be 
damaged during excision. Removal of the cord 
usually corrects the contracture fully at the MP 
(knuckle) level, contractures at the middle joint of 
the finger may require additional  procedures. The 
traditional “open” approach has generally good 
results and in some patients it is the only way to 
treat the disease successfully. The open approach can 
require prolonged rehabilitation, wound healing with 
obvious small risks to nerves and blood vessels.

NEEDLE APEUNEUROTOMY

Needle apeuneurotomy is one of the most simple and 
least invasive techniques available.  A sharp needle is 
used to cut the cord and with gentle manipulation, 

ADVANCES IN DUPUYTREN’S 
CONTRACTURE TREATMENT  
What , When, How?   

Luis Bolano, MD
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the cord is ruptured and the contracture is 
corrected. this is done under local anesthetic as 
an in office procedure. This technique is reserved 
for simple disease with a limited contracture in a 
patient that may not be an operative candidate for 
medical reasons. There is a moderate recurrence rate 
with needle apeuneurotomy but in some case the 
recurrence is not enough to require treatment.

COLLAGENASE INJECTION (XIAFLEX)

Collagenase injection (xiaflex) is one of the newest 
and least invasive techniques available for mild 
to moderate disease. Collagenase is a genetically 

synthesized chemical 
that directly affects 
the structure of the 
dupuytrens cord. 
It is an enzyme 
that disrupts the 
collagen specific to 
the disease, weakens 
it and allows the 
cord to rupture and 
thereby correct the 
contracture. This 
method has been 
available for several 
years. The protocol 
involves an in office 
injection of the cord 
and 24-48 hours 
later the surgeon 
manipulates the 
cord under local 
anesthesia . The 

manipulation essentially ruptures the cord and allows 
correction of the joint contracture. Not all patients 
are candidates for this mode of treatment. Your hand 
surgeon will base his recommendation on the severity 
of disease and potential for satisfactory outcome with 
this technique. This medication is expensive and 
requires pre-certification from insurance in order to 
obtain the medicine.

Combined techniques are often required in severe 
forms of the disease. When there is a severe 
contracture with significant skin involvement, 
sometimes a combination of open fasciectomy with 
gradual correction of a contracture with an external 
device called a digit widget is indicated. This is a 
very useful technique in terms of non traumatic 
gradual correction of a severe contracture. In 
some cases the severe contracture requires staged 
treatment where the cord is ruptured with a 
minimal technique, the digit widget is applied 
and after correction of the deformity the abnormal 
tissue is resected. This is an elegant technique 
that allows good correction with minimal risk of 
complication in severe forms of the disease.

SUMMARY

Dupuytren’s disease is a benign condition of the hand that 
usually starts as a nodule that can on occasion be painful. 
Generally it is a painless condition. Excision of the nodule 
alone is almost never indicated. The disease is commonly 
progressive, at a different rate for each patient. Treatment 
is indicated when the palm and finger disease coalesce 
and cause a contracture of the finger. Ideally it is best 
to treat the disease in its mature stage, when there is a 
well defined cord with a finger contracture of about 30 
degrees. The treatment modalities vary according to the 
involvement and it is important that your hand surgeon be 
well versed in all techniques since treatment of primary 
disease or recurrences may involve a combination of 
treatment techniques.

Pre-Treatment

Post-Treatment
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“Do I need a hip replacement?” 
is one of the most common 
questions I am asked while 
seeing a patient with hip 
pain.  My most common reply 
is “Do YOU think you need a 
hip replacement?”  Hip pain is 
caused by many conditions.  
When a patient comes to see 
me with “hip pain,” the first 
question I ask is where does 

it hurt?  I then ask questions such as: 1) When does 
it hurt?  2) What makes it feel better? 3) When did 
it start?  4) What treatments have you tried? 5) Is it 
getting worse?  The answers to these questions help 
me pinpoint the cause of the pain.  Next comes a 
physical exam and radiographs (XRay’s) are usually 
obtained to help with a diagnosis.  Occasionally 
studies such as CT and MRI scans can be useful.  
Common causes of “hip pain” are bursitis, arthritis, 
trauma, and possibly back problems.

The most common cause of “hip pain” that I see in my 
patients’ is bursitis.  Simply, bursitis is inflammation 
in any of the small fluid filled sacs around the hip 
that normally help prevent friction build-up between 
the tendons of the hip and the bone or muscle of the 
hip.  Trochanteric bursitis is caused by inflammation 
of the bursa between the greater Trochanter (the 
bony spot that can be felt on the side of the hip) and 
the Iiliotibial (IT) band (a large tendon that connects 
from the pelvis to the knee).  When this tendon 
becomes tight or irritated, it may rub excessively on 
the hip bone and cause very painful inflammation.  
This commonly is manifested as pain on the side 
of the hip.  Patients also report pain while lying on 

their side, especially at night, while trying to sleep.  
Pain can also be felt while walking or even sitting.  
X-ray’s will typically show normal hip joints.  On 
examination, patients have pain when pressing on 
the side of the hip and some pain with hip motion 
or even stretching of this area.  Treatment consists of 
anti-inflammatory medicines such as Motrin, Advil, 
Aleve, Celebrex, etc.  Essential to treatment is a 
stretching program.  Additionally a cortisone steroid 
injection can help pain relief immensely.

Hip arthritis is the other most common cause of hip 
pain in my patients.  Hip arthritis is most commonly 
osteoarthritis which is caused by “wear and tear” 
of the hip joint.  10 million people nationally 
are affected with this disease.  Risk factors for 
hip osteoarthritis are obesity, age, family history, 
prior trauma, etc.   Osteoarthritis of the hip most 
commonly causes groin pain.  Occasionally it will 
cause pain in the buttock area.  Pain will be made 
worse by weight bearing activities such as walking.  
Once the arthritis is bad enough patients will have 
pain at rest.  Patients can have pain bad enough to 
awaken them from sleep.  Frequently patients report 
not being able to get their shoes on without assistance 
because they cannot bend over far enough.  Often 
their feet turn out when they walk due to loss of 
motion.  On examination, these patients will have 
groin or buttock pain with motion of the hip.  Once 
the arthritis is bad enough, the hip will lose motion.  
X-ray’s will show lose of cartilage in the hip.  With 
bad arthritis, X-ray’s will show bone spurs and with 
severe arthritis will show bone loss in the hip.  Once 
the diagnosis of hip osteoarthritis is made, the first 
line of treatment is anti-inflammatory medications 
and often physical therapy.  Cortisone injections can 

“DO I NEED A HIP REPLACEMENT?”

Steve Lochow, MD

Severe Arthritis
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help decrease pain.  Weight loss can help immensely.  
Also activity modification can decrease symptoms 
and some patients will use a cane or walker to help 
with walking.  

Once the pain is bad enough I get back to my 
first question, “Do YOU think you need a hip 
replacement?”  Once a patient has tried the anti-
inflammatory medications, physical therapy, activity 
modification and possibly injections, the 
discussion turns to surgical options.  For 
hip arthritis, this usually means a total hip 
replacement.  Each patient must decide for 
themselves when this is the next step.  Once 
the pain is affecting a patient’s quality of 
life then surgery is usually indicated.   
Patients  ready for surgery often report 
constant pain, loss of the ability to do the 
things they love such as hiking, biking, or 
even walking regularly.  The pain can affect 
the ability to work.  Once the pain is bad enough, 
essential activities of daily living such as bathing or 
using the bathroom can be difficult or impossible.  
Each patient must decide when the time is right for 
them.  Any surgery has risks, and the time for surgery 
is when the benefits outweigh the risks.  Fortunately, 
hip replacement is one of the best surgeries in all of 
medicine.  The risk of complication is very low and 
most people have great results.  Hip replacement 
can be done through different approaches.  I prefer 

to perform hip replacement through the Anterior 
Approach.  The Anterior Approach avoids cutting 
muscle and enhances recovery.  Multiple studies 
have shown more rapid recovery as well as improved 
positioning of the hip replacement parts using an 
Anterior Approach.  Typically, patients stay in the 
hospital one to two days.  Patients walk the day of 
surgery and go up and down steps prior to being 
discharged.  Most Anterior Approach patients do 

not need physical therapy after being 
discharged from the hospital.  Hip pain due 
to arthritis is significantly decreased and 
often eliminated immediately following 
surgery.  Most patients have some soreness 
but the severe pain is gone right after 
surgery, and most patients only require 
some pain medications for a few days. They 
often only use a walker or a cane for a week.   
Patients very commonly say, “I wish I had 
had surgery a long time ago.  I shouldn’t 

have waited so long.”  So the answer to “Do I need 
a hip replacement?” is somewhat complex.  First the 
diagnosis of hip arthritis has to be made as the cause 
of pain.  Next the patient should try some simple 
treatments.  Lastly, once the pain is affecting their 
quality of life, hip replacement is a great option.  I 
recommend patients have a hip replacement through 
the Anterior Approach and get their life back.

“Each patient must 
decide for themselves 

when this is the 
next step.  Once the 
pain is affecting a 
patient’s quality of 
life then surgery is 
usually indicated.”

With over a decade of experience serving the healthcare 
industry, our expert team has uncovered hundreds of 

thousands of dollars in lost revenue for our medical clients.

Choose the arrangement that fits your needs. QA can:
• Manage your entire AR process
• Train your in-house team on best practices
• Assist with specific billing cycle stages

Call for a Complimentary Review of your AR cycle –  
we’ll find your lost revenue.

Your bottom line is our business.

816-532-2090 • www.QualityAdmin.comwww.firstsentry.com

Your Town...
  Your Bank™
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Stephanie Crum, Scheduling Coordinator and Asst. I.T.

Community involvement is not something we here 
at Scott Orthopedics take lightly.  Our physicians 

and staff are a part of the community and strive to 
be involved as much as possible; whether supplying a 
trainer for a local sporting event at one of our local 
schools or consistently participating in the Path to the 
Cure charity 5K.

Our sports medicine program is a critical part of 
“Community Outreach”.  Certified Athletic Trainers 
from Scott Orthopedic Center staff local schools, such 
as Cabell Midland High School, Chesapeake High 
School and Fairland High School. They are the first 
line of evaluation for these athletes and provide athletic 
trainer coverage for practices and games. The ATCs 
work together with the Orthopedic Surgeon specialists 
at Scott Orthopedic Center, providing immediate 
evaluation and treatment of the injured student athlete. 
The program also involves pre participation physicals, 
concussion base testing and evaluation and follow up 
during pre and post season participation. Our trainers 
cover all major and minor sports teams.

Realizing the importance of our youth today and the 
effect they will have on the future of the Tri-state area; 
our Community Outreach program entered into a joint 
venture with the YMCA to make the ‘Scott Orthopedic 
Soccer Complex’ a reality.  The financial contribution  
from Scott Orthopedic Center allowed for major field 
renovations,  giving the YMCA youth soccer spring 

and fall programs, not only a fun, 
updated place to hold matches 
but a safe environment as well; 
due to the fact that our trainers 
and physicians provide on-site 
medical coverage.

Our physicians and staff volunteer 
their time to make sure our 
communities are the best that 

they can be. We coach little league teams, we collect 
toys for needy children, we gather items for Wounded 
Warrior outings and we support our troops overseas 
with packages and letters.

Our physicians and staff donate to causes such as 
United Way, the YMCA, Breast Cancer Awareness and 
the Wounded Warrior fund.

Our logo can be spotted on bicycles, baseball jerseys, 
Path to the Cure banners, soccer fields and even Soap 
Box Derby cars.

Our physicians have participated in medical mission 
trips to Haiti, providing expert orthopedic care in very 
challenging environments. Their inventiveness and 

accomplishments in a region where resources are limited 
is truly impressive.

Volunteering our time and participating in the 
community is part of our mission. It is something 
we do quietly, but if you look carefully, somewhere 
in that t-shirt, jersey, hat or banner you will see your 
community partner for 85 years...

Scott Orthopedic Center

Winston Churchill 
said it best: 

“We make a living 
by what we get, but 
we make a life by 

what we give”.

COMMUNITY OUTREACH & INVOLVEMENT:

High school outreach:
Cabell Midland/Chesapeake/Fairland

Kennedy Center YMCA Soccer Center

Lit tle League Coaching and volunteers:
Huntington League 3 Lit tle League
9&10 year old Baseball Tournament 
Champions
Local Lit tle League teams as coaches

United Way

All American Soap Box Derby

Holiday Toy Drives

Local Nursing Home Holiday Drives

Shriners’ Hospitals for Children

Wounded Warrior Project

Children with Special Health Care Needs

Path to the Cure 5K

McDonald’s Tri State Criterium Bike 
Race

St Mary’s Medical Center Triathlon

Packages and letters to the military 
overseas

Medical Missions to Haiti

www.scottorthopedic.com 
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KEEP IT IN THE FAMILY
By Rob Blair

Sister Sledge said it best in their song, “We are 
family!”  Or maybe it was Charlie Daniels’ version 
“Family Tradition”.  Either way, neither singer 
could have been talking about the family genetics 
attributed to athletes.  Think about the statistics.  
One out of 250,000 people will become a professional 
athlete.  Of those, only 1 in a million make a name 
for themselves at any level.  However, some families 
were just blessed with the skills, or the luck for that 
matter.  Below are the list of families that have beaten 
the statistics.  I will not bore you with their statistics, 
feel free to look them up online.  I will however, show 
you what it took for them to become some of sports’ 
royal families.

Venus and Serena’s father was a sharecropper from 
Louisiana who was bound and determined to see his 
two daughters succeed.  What does a sharecropper 
teach?  Tennis of course!  He started teaching them 
both how to play by using books and videos about 
the sport starting when Serena was just 3 and Venus 
was 4.  It was at this age that their father relocated 
the family to Compton, Los Angeles. This move was 
by no means an accident.  Richard Williams wanted 
for his girls to see firsthand what the outcome 
of their lives would be if they did not get a good 
education and make every effort to succeed.  In fact, 
after their daughter’s first win, he would claim “this 
one for the ghetto!”

The girls did not take much time to go from video 
watcher to player.  In 1994, Venus turned pro, 
and three years later, Serena followed.  When 
Serena graduated high school in 1998 she almost 
immediately signed a $12 million deal with Puma.  
And in 1999, she beat out her older sister for the U.S. 
Open Title that sent her quickly on her way to the 
first Grand Slam win in the family.  Then, in 2000, 
Venus Williams won both the Wimbledon and the 
U.S. Open, leading her to a $40 million deal with 
Reebok.  Talk about storming an industry!

Over the years the sisters have credited each other 
with helping to maintain their ruthless efforts in the 
tennis world, both as competitors and teammates.  
Combined the sisters have won 10 Grand Slam 
doubles titles, have gone head-to-head more than 20 
times, including 8 Grand Slam finals, and both have 
been ranked number 1 multiple times. The sisters 
have proven over the years to have much more than 
just amazing tennis abilities; both have started their 
own clothing lines.  Venus pursued art classes and 
is certified in interior design while Serena has made 
numerous film and television appearances. Talk 
about a family of overachievers!

FUN FACTS: 

 - Serena was 4 years old when she won her first 
tournament.

 - Both girls appeared in the Simpsons episode “Tennis 
the Menace”.

 - Venus has a fashion degree from the Art Institute of 
Fort Lauderdale.

The Manning family has football in its blood and 
perseverance in its heart. Heir to their father’s 
quarterback legacy at Ole Miss and the New Orleans 
Saints, sons Peyton and Eli are two star quarterbacks 
with Super Bowl victories and MVP awards to their 
names. Behind the brothers is a family legacy of quiet 
discipline, patience and ambition without pressure.

Like his dad, Peyton loved football. By his third 
birthday, he was tossing the pigskin with his older 
brother Cooper (likely the best quarterback in the 
family – injury prevented his dream).  Eventually, Eli 
joined his older brothers (Cooper and Peyton) in their 
backyard football games.  For Peyton and Eli, their 

VENUS AND SERENA WILLIAMS
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childhood was nearly perfect.  Both boys idolized 
their NFL quarterback star father and dreamed of 
becoming quarterbacks themselves one day. 

Peyton and Eli grew up football; it’s a surprise they 
both weren’t born with cleats and a helmet on, ready 
to storm the field immediately.  Peyton was a trivia 
fanatic as a child and memorized all he could about 
the SEC in which his father once reigned supreme. In 
addition to trivia, he knew all of the teams by heart 
and would pin down and pick on Eli until he knew 
them all, too.  As if being picked on constantly by 
Peyton wasn’t enough, Eli had to attempt to live up 
to his older brother’s reputation for years.  Being the 
youngest put a lot of pressure on Eli.  When it came 
time to choose a college, the pressure to attend Ole 
Miss, where father Archie had dominated in the past, 
was almost overwhelming.  

Peyton had picked football power Tennessee for 
college.  He basically was the face of the organization, 
losing a close Heisman trophy battle to Charles 
Woodson.  Eli chose his father’s home school, Ole 
Miss.  When Eli got to Ole Miss, the school went 
so far as to offer to bring Archie’s #18 jersey out 
of retirement, but Eli declined the offer and went 
with #10 that he still wears today.  BOTH brothers 
would be drafted number 1 overall in the NFL draft 
following their collegiate careers.

Even though there isn’t a rivalry between the brothers 
themselves, there is a great debate about who is the 
better quarterback.  Statistically speaking, Peyton 
reigns supreme.  Peyton’s winning percentage is 68 
percent; Eli’s is 58 percent.  Peyton’s completion 
percentage is 64.9 percent; Eli’s is 58.4 percent.  
Peyton’s interception percentage is 2.7 percent; Eli’s is 
3.3 percent.  Peyton’s QB Rating is 94.9; Eli’s is 82.1.  
Peyton has more yards, MVP awards, touchdowns, 
etc.  Ranging to even the most technical statistics, 
Peyton is king over Eli.  The only stat that Eli seems 
to be able to hold over his big brother’s head is the 

2:1 ratio of their Super Bowl rings and Super Bowl 
MVPs.  And that may be the biggest advantage of all.
 
FUN FACTS:

 - Peyton and Eli are the first brothers ever to be taken 
first in the draft.

 - Peyton and Eli were in two commercials together; 
Oreo and Sportscenter.

George Kenneth “Ken” Griffey (born April 10, 1950) 
is a former professional baseball outfielder who 
now serves as manager of the Bakersfield Blaze, the 
Cincinnati Reds’ Single A minor league affiliate. 

George Kenneth “Ken” Griffey, Jr. (born November 
21, 1969), nicknamed “Junior” and “The Kid,” played 
outfielder and, during his final years, designated 
hitter. Griffey was both one of the most prolific home 
run hitters and best defensive players in baseball 
history, fifth on the list of most career home runs, 
and is tied for the record of most consecutive games 
with a home run (8 games, tied with Don Mattingly 
and Dale Long). Griffey, playing for the Seattle 
Mariners in two separate tenures, Cincinnati Reds 
and the Chicago White Sox, won 10 Gold Glove 
awards and appeared in 13 All-Star games. Upon his 
retirement, the Associated Press noted: “In his prime, 
Ken Griffey Jr. was unanimously considered the best 
player in baseball.”

There are always dark hidden secrets in every family.  
For the Griffeys, it was Griffey Jr’s attempted suicide 
at age 17.  Many would have thought that growing 
up as the eldest son of a baseball star, in a very well-
to-do family and having talent that most had never 
seen, would have been a great way to experience your 
teenage years.  For Jr., it wasn’t. He felt like his teenage 
years were filled with constant yelling, pressure and 
anger.  He would spend his days in school, then his 
afternoons in baseball, then his evenings at home, 
seemingly never escaping someone’s shouting.  At 
17, Griffey Jr. swallowed 277 aspirins and was taken 

PEYTON AND ELI MANNING
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to the hospital to have his stomach pumped.  This 
story stayed fairly quiet for four years, up until Jr. 
himself decided that his story of depression and anger 
through his teenage years could help other troubled 
teens avoid a similar situation.

Jr. has said in many interviews for newspapers and 
magazines over the years that his father was always 
a dad first and a baseball player second.  He brought 
Jr. and his younger brothers to practices, they got to 
attend many games and Griffey Sr. made every effort 
he could between his own games and practices to 
attend his sons’ games.  Even when Griffey Sr. was 
traded to the Yankees in 1981, he would call home 
after every game and talk to his wife and sons.  There 
were even times that Jr. would make a mistake in 
a game of his own and Sr. would fly him to New 
York to tell him that he couldn’t mess up, then fly 
him back home the next day.  Jr. remembers when 
growing up, he played his worst when his father was 
in the stands because he was trying so very hard to 
impress him.  
   
Jr. was selected with the first overall pick in the 1987 
amateur draft and it did not take him long to make 
it to the Majors.  Less than two years later, at the 
tender age of 19, Griffey found himself as 
the starting center fielder for the Seattle 
Mariners.  Meanwhile, his father was in 
the twilight of his career and had been 
released by the Cincinnati Reds, leading 
to his signing with the Mariners. On 
August 31, 1990 Ken Griffey Sr. and Ken 
Griffey Jr. became the first father and son 
to play on the same team at the same time.  
How many father-sons have stories of 
playing in the same major league starting 
lineup?  In their first game together they 
hit back-to-back singles in the first inning and would 
later come around to score.  The Griffeys would end 
up playing a total of 51 games together before Ken Sr. 
retired in May of 1991 at the age of 41. 

FUN FACT:

 - Ken Griffey Jr. and Sr. made baseball history on 
September 14, 1990. On that night in Anaheim, 
California, the Griffey family went back-to-back off 
the Angels’ Kirk McCaskill.  Griffey Sr and Griffey 
Jr, remain the only father-son duo in baseball history 
to hit back-to-back home runs.

Reggie and Cheryl Miller came from a family of 5 
children, all wonderful athletes, but Reggie and 
Cheryl had something special, something that 
most people never have and, even more rare, that 
two siblings share.  Reggie, as a child, would never 
have appeared to be an upcoming star as he spent 
a long portion of his time before grade school with 
braces on his legs.  His hips were deformed and his 
ankles turned inward; doctors told his mother that he 

would never walk without a limp in his step.  Reggie’s 
mother must have known something that they didn’t.  
She always told him that he would get stronger and 
that he too would be outside playing basketball with 
all the children and his siblings.

When Reggie had the braces removed, he quickly 
learned how to tackle the game of basketball.  

Alongside his sister Cheryl, they would 
play other neighborhood kids and beat 
them easily.  The hustling couldn’t last 
long as their abilities became known 
throughout their peers, but that didn’t 
falter them; both went on to play high 
school and college ball with bounds of 
talent up their sleeves.

Cheryl gained national attention when she 
played at USC and led them to national 
titles in 1983 and 1984.  All but her 

freshman year at USC she was a national college player 
of the year.  Also in 1984, she led the U.S. Women to 
their very first Olympic Gold Medal for basketball.  
In 1995, Cheryl was inducted into the Naismith 
Memorial Basketball Hall of Fame.  She went on in 
1997 to coach in the WNBA for the Phoenix Mercury 
until 2000.  She was and still is a grand example of 
sports success for women athletes everywhere.

Reggie played for the Indiana Pacers for 18 
consecutive seasons following his time at UCLA 
where he helped the Bruins to a NIT championship. 
In his senior season, 1986–1987, he led the Bruins 
to a Pacific-10 regular season championship and 
the first Pacific-10 Conference Men’s Basketball 
Tournament championship.  Reggie was also a 
f ive-time All-Star selection, leading the league 
in free throw accuracy five times and winning a 
gold medal in the 1996 Summer Olympics.  For a 
man who had a Forrest Gump type leg diff iculty 
and was thought by doctors to never be able to 
walk without a hitch in his step, he certainly went 

“On August 31, 
1990 Ken Griffey 

Sr. and Ken 
Griffey Jr. became 
the first father and 
son to play on the 
same team at the 

same time.”

REGGIE AND CHERYL MILLER

Continued on Pg. 22...
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Vivek S. Neginhal, M.D., is fellowship trained in total joint replacement at Lenox Hill Hospital, Cornell 
University, NY, with emphasis on surgical arthritis and uncommon primary joint replacements, as well 
as at the University of Chicago Hospital with emphasis on minimally invasive techniques and adult 
reconstruction surgeries of Hip and Knee.  Additionally, he underwent Traumatology training at Baylor 
College of Medicine, TX.

His clinical specialties are: Total Hip and Knee Replacement, General Orthopedics, Trauma, Partial Knee 
Replacement, custom Joints, Robotic Joint Replacement, Cruciate Retaining Knee Replacements, and 
Anterior Hip Replacement. He has been selected to be on the Panel of Top Surgeons to teach the 3-D Custom Knee Replacement to 
other Surgeons and Institutions. He has served as the President of Cabell County Medical Society.

VIVEK S. NEGINHAL, M.D.

Stanley is a board certified orthopedic surgeon, earned his medical degree from Case Western 
Reserve University School of Medicine.  He completed both internship and residency programs 
in Orthopaedic Surgery at the Medical College of Ohio and a Sports Medicine and Arthroscopy 
Fellowship at Orthopaedic Research of Virginia.  He has obtained a certificate of added qualification 
in Sports Medicine.  Named annually since 2002 as an American Top Surgeon, Dr. Tao specializes in 
the areas of sports medicine and arthroscopic joint surgeries.  He also serves as a team physician for 
many local high schools. He is a member of the Arthroscopy Association of North America (AANA) 
and the American Orthopedic Society for Sports Medicine (AOSSM).

STANLEY S. TAO, M.D.

Jack is a board certified orthopedic surgeon, received his medical degree from West Virginia 
University School of Medicine and completed his post-graduate orthopedic residency program at the 
West Virginia Department of Orthopedics.  Dr. Steel’s areas of specialization are sports medicine, 
arthroscopic surgeries and general orthopedic procedures.  He is a member of the Arthroscopy 
Association of North America (AANA), and has practiced at Scott Orthopedic Center since 1988.

JACK R. STEEL, M.D.

Luis is a board certified orthopedic and hand surgeon, received his medical degree from Baylor 
College of Medicine.  He completed a general surgical internship and orthopedic residency programs 
at University of Oklahoma Health Sciences Center and is fellowship trained in hand/upper extremity/
microsurgery from The Hand Center of San Antonio.  Special interest include reconstructive/trauma 
surgery of the shoulder, elbow, wrist and hand.  Dr. Bolano is a member of the American Academy 
of Orthopedic Surgery and American Society for Surgery of the Hand and is Board certified in 
Orthopedics with Specialty Board in Hand Surgery.

LUIS E. BOLANO, M.D.

SCOTT ORTHOPEDIC CENTER

www.scottorthopedic.com | 304.525.6905
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Kevin earned his podiatric degree from Temple University School of Podiatric Medicine.  He is 
board certified in reconstructive foot and ankle surgery.  He completed a 36 month residency in 
Reconstructive Foot and Ankle Surgery from the Kentucky Podiatric Residency Program, which is 
affiliated with the University of Louisville and Norton Community Hospital System.  Dr. Brown 
joined Scott Orthopedic Center in 2007.  From 2005 - 2007 he was in private practice in Louisville, 
KY. Dr. Brown has been named as one of “America’s Top Podiatrists” by the Consumers’ Research 
Council of America and is a Diplomate of the American College of Foot and Ankle Surgeons (ACFAS).

KEVIN D. BROWN, D.P.M.

Adam is a board certified Orthopedic Surgeon Clinical specialties: Orthopedics for the Shoulder, 
Elbow, Wrist, and Hand. As a graduate of New York College of Osteopathic Medicine, he completed 
his residency in orthopedic surgery at Des Peres Hospital in St. Louis, Missouri and a fellowship 
in hand and upper extremity surgery at Grandview Medical Center in Dayton, Ohio. Dr. Dann is 
a member of a variety of respected medical organizations including the AAOS and the American 
Society for Surgery of the Hand.

ADAM J. DANN, DO

Steven is a board certified orthopedic surgeon, received his medical degree from Marshall University 
School of Medicine.  He completed an orthopedic residency in Greenville, South Carolina.  He 
completed a trauma fellowship at Duke University Medical Center where he trained to perfom Anterior 
Hip Replacement. His special areas of treatment include pediatric, adult, and geriatric fractures.  He 
also specializes in hip replacement including the anterior approach. Dr. Lochow is a selected member 
of the AO North American Trauma Faculty where he has the responsibility of traveling nationally to 
teach other physicians and staff about fracture care. He also travels nationally to teach other surgeons 
the Anterior approach for hip replacement.

STEVEN C. LOCHOW, M.D.

Thomas is a board certif ied orthopedic surgeon and former managing partner of Scott Orthopedic 
Center, is available for consultations of adult and pediatric orthopedic cases.  Dr. Scott serves 
as an orthopedic consultant to Albert Schwietzer, des Chapellis, Haiti, the Shriner’s Crippled 
Children’s Hospital, Lexington, Kentucky, and as association director, for the West Virginia 
Handicapped Children’s Commission. He is a long-standing and distinguished member of the 
Tri-state medical community.

THOMAS F. SCOTT, M.D.

Robert is a board certified orthopedic surgeon, earned his doctor of medicine degree from Vanderbilt 
University and completed his internship, general surgical residency and residency in orthopedic 
surgery, at the Vanderbilt Medical Center.  A member of Scott Orthopedic Center since 1971, he 
specializes in spine disorders and non-operative orthopedics, as well as medical evaluations.  Dr. Lowe 
has been named to the “Best Doctors in America” list, a prestigious, peer selected honor.

ROBERT W. LOWE, M.D.

PART-TIME CONSULTANTS
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Justin is a board certified physician assistant and a certified athletic trainer. Justin received a Bachelor’s 
degree in Athletic Training from Marshall University in Huntington, WV. He began his career at 
Scott Orthopedic Center in 2011 as a certified athletic trainer, departing briefly to pursue a Master’s 
degree in Physician Assistant Studies from Philadelphia University in Philadelphia, PA. During his 
clinical training, Justin completed a clinical clerkship in joint replacement surgery and orthopedic 
trauma at Rothman Institute in Atlantic City, NJ as well as a clerkship in pediatric orthopedics at 
Children’s Hospital of Philadelphia in Philadelphia, PA. He is a member of the American Academy of 
Physician Assistants and the National Athletic Trainer’s Association.

JUSTIN A. SMITH, MS, P.A.-C, ATC

Bruce is a registered nurse obtaining his Bachelors in Nursing from Marshall University. He has 
worked in the surgical field of nursing for 14 years with a special interest in orthopedics. Bruce 
has worked in a teaching hospital as a clinical instructor for up-and-coming nurses and surgical 
technologists. He currently functions as a first assistant in all aspects of orthopedic surgeries. He has 
expertise in total joint replacement and orthopedic trauma.

BRUCE JACKSON, RNFA

Lana is a board certified physician assistant.  Her undergraduate degree was obtained at Marshall 
University.  She went on to earn her Masters Degree in Physician Assistant Studies at Alderson 
Broaddus College. Lana went to Thomas Memorial Hospital in South Charleston, WV for her 
internship as a physician assistant student. She then went on to work for an Orthopedic practice in 
South Charleston for several years, where she gained extensive orthopedic experience.  She assisted 
in cases as well as managed the orthopedic patients in both inpatient and outpatient settings. Lana 
has always loved the surgical environment and has continued to work in such an environment since 
graduation. She also has experience in assisting in cases and managing patient’s in general surgery and 
gynecology.  As well as her clinical duties, she also serves as a preceptor to other fellow Physician Assistant Students. She has 
been the director of the assists at her previous practice as well as coordinator for the Morbidity and Mortality conferences. Her 
love for Orthopedics has brought her to Scott Orthopedics. Her special expertise is in the treatment of general orthopedics, 
joint replacement and sports injuries.

LANA M. HOFELDT, P.A.-C

PHYSICIAN ASSISTANTS AND RNFA

SCOTT
ORTHOPEDIC 

CENTER

2828 First Avenue, Suite 400
Huntington, WV 25702

www.scottorthopedic.com
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SENIOR CARE
The orthopedic care of our senior population is an integral 
aspect of our practice’s mission. Our physicians offer 
the latest technology and experience in diagnosing and 
managing degenerative joint disease such as arthritis.

Joint Replacement Center: Since 2008, we have partnered 
with the St. Mary’s Regional Joint Replacement Center, 
which is the first in West Virginia and the Tri-State to 
earn the distinction of Gold Seal of Approval from the 
Joint Commission.  We offer comprehensive surgeries and 
provide advanced care in hip and knee joint replacement 
and reconstruction.

HAND AND UPPER EXTREMITY 
Hand surgery is a subspecialty of the practice.  As surgical 
techniques in the upper extremity have become more 
refined and complex, specialized training is an asset to 
our group.  Our hand surgeons are fellowship trained and 
have specialty board certification in the treatment of hand 
and upper extremity disorders.  We offer a Walk-In Hand 
Clinic on Monday through Friday mornings at 7:30 a.m. to 
expedite care for patients referred by local physicians and 
hospital emergency rooms.

SPORTS MEDICINE
High School Sports Medicine Outreach Program: This program 
was designed to provide high quality medical care to 
participating schools and may help decrease the time students 
and parents miss from school and work.  Scott Orthopedic 
Center has partnered with local schools to provide full-time 
N.A.T.A. Certified Athletic Trainer (ATC) to area high 
schools.  These trainers provide daily coverage to assess any 
injured student athletes along with event coverage.

Quick Access Program: This program provides high quality, 
expedient medical care to our area high school and college 
athletes.  High school/college certified Athletic trainers and 
coaches are able to have their injured athletes seen by one of 
our nationally recognized sports physicians and/or physician 
assistants within 48 hours of contacting our office. 

Sports Injury Walk-In Clinic: This walk-in Clinic is on 
Monday evenings at 5:00 p.m.  No appointment or referral 
needed.  At our clinic, quality care is provided year round 
by one of our sports medicine physicians and support staff.  

Sports Medicine Hall of Fame: Scott Orthopedic Center has 
worked with Marshall University’s Athletic Department for 
many years.  Many physicians have been enshrined in the 
Marshall University Sports Medicine Hall of Fame.

FOOT AND ANKLE CARE
We are committed to providing excellent, comprehensive 
foot and ankle care.  With our knowledge of the latest 
information and technology, we are committed to your care.  
Many problems can be solved with conservative management. 
However when surgery is necessary, our specialists offer 
the most advanced reconstructive techniques.  To expedite 
care, a walk-in clinic is available Monday, Wednesday and 
Thursday at 7:30 a.m. No appointment necessary, but a 
referral is needed.

Contact us Today!
304.525.6905
1.800.631.9014

ORTHOPEDIC 
CENTER

Arthroscopic Joint Surgery
Hand Surgery
General Orthopedics
Foot and Ankle Surgery
Medical-Legal Evaluations

Orthopedic Trauma
Reconstructive Surgery
Sports Medicine
Total Joint Replacements
Upper Extremity Surgery
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against all odds and became a star, just as his 
mother always knew he would.  

FUN FACTS:

 - Both were inducted into the basketball Hall of Fame

 - Both are now TNT commentators

Mario Andretti was born in Montana, Italy (now 
Motovun, Croatia) on February 28, 1940.  His 
family life growing up was far from ideal.  During 
World War II, the family’s home became a part of 
Yugoslavia and fell under Communist rule.  The 
Andretti family left quickly and found safety in 
a refugee camp, where they lived from 1948-1955.  
In 1955 the family managed to secure visas to the 
United States and came here to start their lives with 
only $125 to the family name.  It is safe to say that 
Mario has come a long way since those days. 

When the family decided to leave to pursue the 
American dream back in 1955, Mario Andretti 
unknowingly made the first step towards what was 
later to become the most important and successful 
dynasty in North American motor racing.   Something 
funny about Mario’s early racing times was that his 
parents didn’t know about his (and brother Aldo’s) 
love for racing.  They would use money that they 
earned while working in their uncle’s garage to 
prepare their own stock car and take turns racing 
it.  In 1959, Mario and his brother started racing 
on oval dirt tracks near his hometown Nazareth, PA 
and ended up winning races in all major motorsport 
series throughout the world.

Mario is only the second driver in the history of 
motor racing to become a race winner in Formula 
One, Indy Car, World Sportscar Championship, 
NASCAR and the International Race of Champions.  
He became the first American driver to take the 
world championship crown in both the Formula One 
and Indy Car/CART series, while also the only driver 

in the history of worldwide motor racing to take wins 
in the “Magical Three”: Indianapolis 500, Daytona 
500 (both in the 1970’s) and the Formula One 
World Championship (in 1978).  And there’s more! 
He became the only driver in motorsport history 
to take IndyCar wins in 4 different decades; he was 
also handed the USA Driver of the Year award in 3 
different decades. Incredibly he won 109 races in the 
majority of world’s motor racing series, regardless of 
the surface or type of track he raced on: street circuit, 
road circuit, oval or dirt track.

Michael, Mario’s son, was forced to begin his racing 
career in the shadow of his father’s success; Michael 
decided to follow his own destiny in motor racing. 
And he didn’t do too bad.  He lived up to his father’s 
name in the Indy Car/CART series in the late ‘80s, 
only to grab the title in 1991. After that, he decided 
to again follow the footsteps of his father and 
switched to Formula One racing, alongside McLaren 
F1 Team.  This move sadly proved to be a complete 
failure.  Michael drove an underperforming car all 
season, after which he decided to switch back to the 
CART championship and continue his domination 
in the North American open-wheel series. He never 
got to become champion though; he ended his Indy 
career without a single Indy 500 win to his name. 

The Andretti Curse, sometimes referred to as Andretti 
Luck, and in some rare circles, the Curse of Andy 
Granatelli’s kiss, is in reference to the unexplainable 
bad luck the Andretti racing family has experienced 
in their efforts to win the Indianapolis 500. Patriarch 
and auto racing legend Mario Andretti won the race 
once in 1969. In victory lane, prolific car owner Andy 
Granatelli planted a kiss on the young Andretti’s 
cheek. Following the win, Mario never managed 
to win the great race for a second time by his 
retirement in 1994. The misfortune at Indianapolis 
has notably extended to his sons Michael and Jeff, 
nephew John, as well as grandson Marco, and to 
an in-direct extent, to his twin brother Aldo and 
former car owner, Paul Newman.

Just like a quote by Mario Andretti, “Desire is 
the key to motivation, but its determination and 
commitment to an unrelenting pursuit of your goal - 
a commitment to excellence - that will enable you to 
attain the success you seek”; the Andretti family has 
proved through decades and trials and tribulations, 
that if something is wanted badly enough, then 
there is the possibility that it can happen.  Maybe if 
the descendants of the Andretti family continue to 
follow this quote, the curse will be broken.

FUN FACTS ABOUT THE ANDRETTI FAMILY: 

 - Mario Andretti was named Driver of the Century by 
the Associated Press and RACER magazine, in 2000.

 - Mario Andretti has been inducted into the 
International Motorsports Hall of Fame in 2001, the 

ANDRETTI FAMILY
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United States National Sprint Car Hall of Fame in 
1996, the Motorsports Hall of Fame of America in 1990 
and the Hoosier Auto Racing Hall of Fame in 1970.

 - The first family in the world to have 4 members 
drive in the same series (Indy Car/CART), all taking 
Rookie of the Year honors throughout the years 
(Michael, Mario, Jeff, and John).

As a genius mechanic, race car driver and 
businessman, the patriarch of the Earnhardt family, 
Ralph Earnhardt, began the Earnhardt racing 
family legacy in his garage.  Ralph was a natural 
born racer and regularly participated in Stock Car 
racing events held all over the Southeast. The more 
Earnhardt Sr. watched his father win races, the more 
it fueled his aspiration to one-day grip the steering 
wheel of his very own stock car. The older he grew, 
the more determined he became as his passion for 
racing was beyond apparent; Dale Earnhardt began 
racing himself on the local tracks at the age of 15. 

He dropped out of school in the ninth grade to race 
full-time and work as a mechanic.  In 1973, Ralph 
Earnhardt died of a heart attack at the racetrack 
while working on his car. Two years later, his son 
made his own stock car racing debut, finishing 22nd 
in the World 600 at Charlotte Motor Speedway.  
Earnhardt was devastated by the loss of his father, 
but the mourning only pushed him harder to pursue 
his dreams and desires of racing and follow in his 
father’s footsteps. 

Dale Earnhardt Sr. took the family racing legacy to 
NASCAR and turned the family racing business into 
Dale Earnhardt Incorporated. His sons, Dale Jr., 
Kerry and daughter Kelley had a taste of the racing 
bug too with their own racing careers, but only Dale 
Jr. continued on. Years after Dale Earnhardt’s death 
at Daytona, Dale Jr. with the help of his sister Kelley, 
branched off from Dale Earnhardt Inc. to grow his 
own racing company, JR Motorsports. 

During Dale Jr.’s childhood, he often clashed with 

his stepmother, owner of DEI after Dale Sr.’s death.  
He was sent to military school with the reasoning 
that he was uncontrollable when, in all actuality, he 
and stepmother Teresa simply didn’t get along.  This 
family feud started when Dale Jr. was just a boy 
and continued after his father’s death.  Dale Jr. has 
often been asked how his father would feel about his 
leaving his racing team, and Dale Jr. was quoted as 
having said, ““He would understand my wanting to 
be where I could win.” 

One thing is for certain, “family tradition” is more 
than just an empty phrase in the world of auto 
racing.  In a great number of cases, it is essentially 
a guiding principle. For whatever reason it may be, 
whether it is genetics, the ready availability of cars, 
or the dangerous, intense nature of what they do, 
race car drivers tend to produce race car drivers, who 
go on to produce even more race car drivers.  Dale 
Earnhardt Jr. learned a lot from his father, but one of 
the most important lessons was the order in which he 
should operate the important factors in his life, and 
like his father, the order was this: God, his family 
and his racing.

FUN FACTS:

 - Dale Sr. was known as the Intimidator
 - During the infamous Daytona 500, Jr. finished 
second in his father’s last race.

DALE EARNHARDT SR AND JR
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Shoulder pain is a very 
common affliction, particularly 
if you are over the age of 40.  
The discomfort can often 
come about for no apparent 
reason.  A typical complaint of 
a patient coming to the office 
with shoulder pain is, “I just 
woke up with it.”  Often the 
person notices some discomfort 
in the lateral aspect of the arm 

in the deltoid muscle, which is the muscle where you 
receive your flu shot.  When one uses the arm overhead 
or away from the body, the pain increases.  This sense of 
pain causes one to avoid using the arm in those particular 
positions.  This can result in: 

 − Weakening of the muscles that attach to the 
rotator cuff; and 

 − Loss of motion of the shoulder. The 
weakening of the muscles and loss of motion 

of the shoulder become worse over time; 
therefore these shoulder problems tend to not 
resolve on their own.  

A particularly annoying part of this shoulder issue 
is pain at night. This night pain is always worse 
compared to being upright and moving around 
during the day.  The reason for this pain is an 
anatomic and mechanical problem.  The subacromial 
bursa is a sac of fluid that lies between the top of the 
rotator cuff and the inferior surface of the acromion.  
When one is sitting or in an upright position, the 
humeral head lies inferior to the acromion, relieving 
pressure on the bursa.  When one is lying down, 
however, the humeral head tends to ride up slightly 
and increase pressure on the bursa.  Additionally, 
if one were to lie on that shoulder, it’s obvious that 
there’s more pressure on the bursa.  If one lies on the 
opposite shoulder and the affected arm falls across 
the body, the irritated rotator cuff is stretched and 
becomes painful.  

This whole process has been described as 
Impingement Syndrome.  Impingement comes from 
the mechanical contact of the bursa and rotator 
cuff between the humeral head and the edge of the 
acromion.  The term syndrome is simply a description 
of symptoms associated with a medical process.  
The causes of this impingement are often multiple.  
The simplest, which is fairly common, is related 
to lying in an awkward position for a prolonged 
period of time; i.e. sleeping on the shoulder.  This 
can cause irritation of the bursa which can result in 
bursitis.  Once the inf lammatory process begins, it 
can persist.  

Overuse of the arm overhead and away from the body 
is a frequent precipitator of shoulder impingement.  
This could include painting an overhead ceiling, 
peeling wallpaper off a wall, excessive throwing, 
participating in uncommon activities for oneself 
such as overhead weightlifting, pushups, pull-ups, 
etc.  These activities can result in inflammation of 
the bursa as well as the rotator cuff.  

A traumatic process of impingement can result 
from falling on an outstretched arm, falling on the 
shoulder or attempting to lift, pull or push something 
too heavy away from the body.  These mechanisms 
typically will produce pain immediately or certainly 
within a day or two of the sudden occurrence.  
This pain can be delayed in onset for a few days or 
immediately severe.  Loss of the ability to elevate the 
arm is worrisome for an acute rotator cuff tear.  

Evaluation of impingement syndrome begins with 
the physician obtaining a history of the onset of the 
pain, what makes it better, what makes it worse and 
what is the trend; i.e. is this getting better, getting 
worse or staying the same.  A physical exam follows 

SHOULDER 
IMPINGEMENT 
SYNDROME 

Jack Steel, MD
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to evaluate range of motion of the shoulder, motions 
which provoke the pain such as impingement sign, 
and evaluation of rotator cuff function and strength.  
Included with a physical exam are radiographs of the 
shoulder which are also called x-rays to evaluate the 
anatomy of the shoulder.  These films will indicate if 
there is significant osteoarthritis of the glenohumeral 
joint (ball and socket), degenerative changes of the 
acromioclavicular joint, and also to evaluate the 
anatomy of the acromion.  The acromion can be a 
type I, type II or type III.  Type I is straight.  Type II 
is curved and Type III is hooked.  A hooked acromion 
is commonly associated with impingement syndrome 
and can be associated with the development of rotator 
cuff tears over the course of many years.  
Once the evaluation has been performed, 
typically the initial course of treatment 
would be institution of a regular dose of 
anti-inflammatory medication, referral 
to physical therapy for instruction in 
range of motion exercises, and exercises 
to regain rotator cuff muscle strength, 
and lastly application of ice to the 
shoulder to decrease inflammation after 
the exercise period.  After a period of 4-6 
weeks, the patient is re-evaluated and if 
they have progressed to a point where 
their pain is relieved and are no longer taking anti-
inflammatories, then the treatment process is over 
and they will continue with a home exercise program 
for 6-8 weeks.  If there has been some improvement 
but persistent impingement pain is present, then a 
subacromial injection of local anesthetic and steroid 
is often the next step.  This is both a test in terms of 
the local anesthetic eliminating the pain while in the 
office and the therapeutic mechanism with steroid 
in the bursa, resulting in resolution of the bursitis.  
Occasionally this will eliminate the final amount of 
pain and the patient will be able to continue on with 
just a home exercise program.  If there is failure to 
progress along the way or a high index of suspicion 
for a rotator cuff tear, then an MRI is often obtained.  
This MRI can be done with or without injection of 
dye into the joint.  If there is a concern regarding 
other abnormalities within the shoulder such as a 
labral tear, then an arthrogram with dye placed in 
the shoulder prior to MRI would be indicated.  If 
a rotator cuff tear is found, then surgery is often 
required.  This involves evaluation of the rotator cuff, 
articular surfaces of the joint, the labrum and the 
biceps tendon.  The subacromial bursa will be excised 
and the subacromial spurs / bony prominences will 
be smoothed off.  If a rotator cuff tear is present, it 
would then be repaired either all arthroscopically or 
through a small mini-open rotator cuff incision.  The 
repair process is performed as an outpatient but the 
recovery from a rotator cuff repair is quite involved.

Physical therapy is required beginning within a few 
days with mini-open repairs or within a few weeks 

with arthroscopic repairs.  The goal in the first 6 weeks 
of therapy post rotator cuff repair is to regain range 
of motion without stressing the rotator cuff.  This 
involves passive motion of the shoulder performed by 
the therapist and by the patient’s family who have 
been instructed by the therapist.  The second 6 weeks 
begins the active assisted range of motion phase 
typically using a pulley at home and progressing 
at 8 weeks postop to an isometric strengthening 
program.  At 3 months, the patient is actively moving 
the arm and beginning a progressive strengthening 
program.  At around 4 months, formal therapy has 
been completed but continued home exercises are 
recommended until it has been 6 months from the 

time of surgery.  Return to vigorous 
sports, heavy work, etc. is usually not 
recommended until 6 months postop.  

If the MRI is negative for a rotator cuff 
tear (a complete tear), and the symptoms 
have not resolved with conservative 
treatment, then arthroscopic evaluation 
of the glenohumeral joint with evaluation 
of the biceps tendon and rotator cuff as 
well as the labrum and glenohumeral 
joint can be performed.  Following this, 
the subacromial bursa is excised and 

the prominent bone is burred off.  The postoperative 
rehab for this is typically no physical therapy other 
than a home exercise program and no sling is required 
postop.  The recovery from this particular procedure 
is generally around 6-8 weeks.  During the postop 
period, the first 2 weeks are involved with active range 
of motion exercises followed by isometric exercises at 
2 weeks for strengthening and then 4 weeks formal 
strengthening with elastic bands is begun.  

Shoulder pain lasting longer than 6 weeks that is 
resulting in loss of motion and progressive weakness 
will often result in a much longer period of disability.  
If the shoulder pain fails to improve despite taking 
over-the-counter anti-inflammatory medications 
and trying to maintain motion, then it’s time to see 
the orthopedic surgeon for formal evaluation of the 
shoulder.  There are several other causes of shoulder 
pain such as labral tears, biceps tears and biceps 
tendon problems that can be associated with these 
types of symptoms.  Additionally, neurogenic pain 
caused by a problem in the neck can also result in 
pain, particularly in the shoulder blade radiating 
down the arm.  Evaluation by an orthopedist can 
help to delineate the cause of the pain and result in 
appropriate treatment. 

A hooked acromion is 
commonly associated 

with impingement 
syndrome and can be 
associated with the 

development of rotator 
cuff tears over the 

course of many years. 
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The wrist is composed of 
many small bones and 
two large bones that come 
together forming multiple 
different joints.  When an 
injury is sustained to the wrist 
that is with enough force 
to break a bone, the most 
common bone broken is the 
largest one, the radius.  Many 
people think that 

there is a difference between a break in 
the bone and a fracture, however these 
are the same thing.  When you break a 
bone, you experience pain, swelling, and 
the wrist may appear crooked.

Fractures of the radius can be simple 
ones that are not far out of place, ranging 
to very complex ones with multiple 
fragments that are displaced and disrupt 
the surface of the main wrist joint.  
These fractures can be closed, or open 
(compound), which means there was a 
break in the skin from one of the fracture fragments.  
Open fractures have a higher risk of developing an 
infection.  The position that the fragments are in 
when they heal affects how the wrist will function 
later on, and that is what treatment is based on.

The most common initial course of action after 
sustaining an significant injury to a wrist is a trip 
to the emergency room or local urgent care, where 
and examination and x-rays will be performed.  
Depending on how the fracture is aligned, it will be 
treated with either a splint, or in some cases reduced 
(set) before splinting.  This is done for fractures that 
are far out of place, and involves manipulating the 

fracture to improve the alignment, and then holding 
it there with a splint.

The next step is follow up with an orthopedic surgeon, 
where a decision can be made between the patient 
and the doctor about the definitive treatment for the 
fracture.  This can range from casting to surgery, and 
depends on a multitude of factors.  The patient’s age, 
functional status, and the pattern of the fracture all 
influence the treatment decision.  If a decision is made 

to proceed with surgery, there are many 
ways to proceed.  Fractures of the radius 
can be fixed with pins, external fixators, 
or plates and screws, with all having 
similar outcomes.  One of the most 
common ways these are fixed surgically 
is with a plate and screws on the front of 
the radius bone.  The advantage of this 
method is to allow earlier motion, and a 
slightly quicker recovery.

Regardless of the treatment method 
embarked upon, it takes an average of 
six weeks for the bone to heal.  Although 

therapy is not always necessary, it is important to 
ensure the fingers, elbow, and shoulder remain 
flexible while the fracture is healing.  Even though 
the bone may be healed after six weeks, overall 
recovery time is highly variable.  It is dependent 
on multiple factors including severity of the injury, 
any associated injuries, and the factors noted above 
that affect the treatment decision.  Because of this 
overall recovery can take several months, and on 
rare occasions further surgical procedures may be 
necessary.

Adam Dann, DO

WRIST FRACTURES

Fractures of the radius 
can be simple ones 

that are not far out of 
place, ranging to very 

complex ones with 
multiple fragments 

that are displaced and 
disrupt the surface of 
the main wrist joint. 



WALK-IN CLINICS
PROVIDE TIMELY QUALITY CARE

Scott Orthopedic Center has been innovative by offering walk-in clinics for many years to help provide quality care 
to our patients in a timely manner. This concept first started with the Saturday morning walk in sports injury clinic 
during football season over 35 years ago.

We have expanded our services to include Walk-In Clinics for patients with hand and upper extremity injuries, 
foot and ankle fractures and injuries and sports-related injuries and conditions. Our physicians have completed 
specialized training for treatment and problems of  the hand, arm, shoulder, hip, knee, foot and ankle, as well as 
sports-related injuries.

Sports Injury Clinics: These clinics are the longest 
running Sports Injury Clinic in the area and feature 
only Board Certified Orthopedists. These clinics are 
open to sports-related injuries for athletes at all levels 
of  participation and ages. It was enhanced in 2007 to 
be offered on Monday evenings at 5:00 PM and go 
year round for all sports, and levels of  participation. 
By having this clinic at 5:00 PM it allows parents to 
accompany their son/daughter. During fall sports we 
have an additional clinic at 9:00 AM on Saturday.

Since most athletic injuries should be evaluated by an 
orthopedist, there is no need for referral to another 
office or department before treatment begins. 
Certified Athletic Trainers and/or Physical Therapists 
are also on-site.

Hand and Upper Extremity Clinics: This very 
successful clinic was introduced 20 years ago.  This 
clinic is staffed by our hand surgeons who are board 
certified in orthopedics and fellowship-trained in 
hand surgery.  

This clinic is open for acute fractures and acute open 
wounds of  the upper extremity. Local physicians or 
hospital emergency rooms may refer patients directly 
for treatment on the following days: Monday - Friday 
at 7:30 AM.  We ask that patients to arrive NPO (No 
food or drink after midnight) and bring a copy of  
their x-rays.  This policy provides for timely treatment 
of  these injuries and in some cases they go directly to 
surgery the same day.

Foot and Ankle Clinics: This clinic was started in 
2002 and since 2007 it has been staffed by Kevin 
D. Brown, DPM, who is board certified in foot 
and ankle reconstructive surgery, and is open to 
patients specifically referred by local physicians or 
hospital emergency rooms. This clinic is on Monday, 
Wednesday, and Thursday mornings at 7:30 AM.

SCOTT
ORTHOPEDIC 

CENTER

2828 First Avenue, Suite 400
Huntington, WV 25702

304.525.6905
1.800.631.9014

www.scottorthopedic.com

OUR WALK-IN CLINICS INCLUDE:
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WHAT IS PTTD?

Posterior Tibial Tendon 
Dysfunction (PTTD) is 
an inflammation and/
or overstretching of the 
posterior tibial tendon in the 
foot.  An important function 
of the posterior tibial tendon 
is to help support the arch.  
But in PTTD, the tendon’s 

ability to perform that job is impaired, often resulting 
in a flattening of the foot.

The posterior tibial tendon is a fibrous cord that 
extends from a muscle in the leg.  It descends the leg 
and runs along the inside of the ankle, down the side 
of the foot, and into the arch.  This tendon serves as 
one of the major supporting structures of the foot 
and helps the foot to function while walking.

PTTD is often called “adult acquired flatfoot” because 
it is the most common type of flatfoot developed 
during adulthood.  Although this condition typically 
occurs in only one foot, some people may develop it 
in both feet.  PTTD is usually progressive, which 
means it will keep getting worse---especially if it is 
not treated early.

SYMPTOMS OF PTTD

The symptoms of PTTD may include pain, swelling, 
a flattening of the arch, and an inward rolling of the 
ankle.   As the condition progresses, the symptoms 
will change.  For example:

 − When PTTD initially develops, typically 
there is pain on the inside of the foot and ankle 
(along the course of the tendon).  In addition, 
the area may be red, warm, and swollen.

 − Later, as the arch begins to flatten, there 
may still be pain on the inside of the foot and 
ankle.  But at this point, the foot and toes 
begin to turn outward and the ankle rolls 
inward.

 − As PTTD becomes more advanced, the arch 
flattens even more and the pain often shifts 
to the outside of the foot, below the ankle.  
The tendon has deteroriated considerably and 
arthritis often develops in the foot.   In more 
severe cases, arthritis may develop in the ankle. 

WHAT CAUSES PTTD?

Overuse of the posterior tibial tendon is frequently 
the cause of PTTD.  In fact, the symptoms usually 
occur after activities that involve the tendon, such as 
running, walking, hiking, or climbing stairs.

TREATMENT: Non-Surgical Approaches

Because of the progressive nature of PTTD, it is best 
to see a foot and ankle surgeon as soon as possible.   
If treated early enough, the symptoms may resolve 
without the need for surgery and progression of the 
condition can be arrested.  In contrast, untreated 
PTTD could leave one with an extreme flat foot, 
painful arthritis in the foot and ankle, and increasing 
limitations on walking, running, or other activities.   

In many cases of PTTD, treatment can begin with 
non-surgical approaches that may include:

 − Orthotic devices or bracing.   To give the 
arch the support it needs, the foot and ankle 
surgeon may provide you with an ankle stirrup 
brace or a custom orthotic device that fits into 
a shoe.

POSTERIOR TIBIAL TENDON 
DYSFUNCTION (PTTD)

Kevin Brown, DPM
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 − Immobilization.  Sometimes a short-leg cast 
or boot is worn to immobilize the foot and 
allow the tendon to heal, or treatment may 
consist of complete non-weightbearing for a 
period of time.

 − Physical Therapy.  Ultrasound therapy and 
exercises may help rehabilitate the tendon and 
muscle following immobilization.  

 − Medications.  Nonsteroidal antiinflammtory 
drugs (NSAIDS), such as ibuprofen, help 
reduce the pain and inflammation. 

 − Shoe Modifications.  A foot and ankle 
surgeon may advise on changes to make with 
shoes and may provide special inserts designed 
to improve arch support.

WHEN IS SURGERY NEEDED?

In cases of PTTD that have progressed substantially 
or have failed to improve with non-surgical treatment, 
surgery may be required.   For some advanced cases, 
surgery may be the only option.  Surgical treatment 
may include repairing the tendon, realigning the 
bones of the foot, or both.  The foot and ankle surgeon 
will determine the best approach for the specific case. 

2900 First Avenue • Huntington, WV  25702 • www.st-marys.org

Our Outpatient Rehabilitation 
Services team provides:

Physical therapy • Occupational therapy
Speech and language pathology services

Rehabilitation services • Industrial rehabilitation services
Pelvic health services

Now with four locations 
to better serve you:

6433 US Route 60 East
Barboursville, WV 25504

(304) 736-3094

5782 McClellan Highway
Suite 103 

Branchland, WV 25506
(304) 824-7944

Barboursville

West Hamlin

4554 Route 152
Lavalette, WV 25523

(304) 522-7900

St. Mary’s Outpatient 
Rehabilitation Services

2841 Fifth Avenue
Huntington, WV 25705

(304) 526-1333

Lavalette

St. Mary’s Outpatient Rehabilitation Services 
has four locations to provide you 
with the treatment you need at a 

convenient location close to home.

5170 U.S. Route 60 East
Huntington, WV 25705

(304) 528-4600 
www.himgwv.com

TM

• ENT / Allergy
• Audiology
• Cardiology
• CT Scan
• Dermatology
• Endoscopy
• Family Practice
• Gastroenterology
• General Surgery
• Hematology / Oncology
• Internal Medicine
• Laboratory

• Mammography
• Nephrology
• Neurology
• Nuclear Medicine
• Ophthalmology
• Pain Management
• Physical Therapy
• Podiatry
• Pulmonary
• Radiology
• Sleep Disorders
• Women’s Services
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The orthopedic community 
has known throughout the 
past decade that peer reviewed 
evidence does not support 
functional bracing after ACL 
reconstructive surgery.  In 
addition, there is pressure to 
control costs associated with 
surgical and post-operative 
(after) care.  So, in the face 
of clinical evidence and 

economic reality, why do patients leave the operating 
room with a  brace after ACL reconstruction?  Why 
do patients get fitted for a functional ACL brace for 
return to sports?

Bracing of ACL injuries and reconstructions is a 
habit for many surgeons and should be investigated 
from several angles as the clinical question is not 
completely straightforward.  These 
decisions include prophylactic bracing 
of the ACL deficient knee, immediate 
post-operative bracing, and ultimately 
functional bracing during rehabilitation 
and return to sport.  One answer may not 
fit all patients or situations.

Another question is the use of prophylactic 
bracing to try and reduce injuries.  The 
American Academy of Orthopedic 
Surgeons in a position statement stated 
prophylactic braces were not endorsed for routine 
use due to lack of evidence in the prevention of ACL 
injuries. There was a reduction in medial collateral 
ligament injuries with the use of functional bracing, 
however at the expense of a decrease in athletic 
performance. 

Few studies have looked at the efficacy of functional 
ACL bracing for the ACL deficient knee. Few have 
shown a statistically decreased risk of subsequent 
injury except in skiers. Therefore individual physician 
assessment of the patients laxity and desired activity 
level should guide brace recommendation in this 
population.

Post-operative bracing are frequently worn full 
time after reconstruction for several weeks. 
Protocols can vary with surgeon and region of the 
country. The argument for bracing immediately 

is supported by studies showing improvement 
in maintaining knee extension, less swelling in 
the knee and decreased risk of arthrof ibrosis 
(stiffness).  Loss of motion and painful swelling 
may limit early rehabilitation and ultimately 
compromise surgical results.

Functional braces come in a variety of forms, either 
custom or “off the shelf ”.  A systematic review of 

12 randomized control trials on post-
operative functional bracing in 2007 
showed no difference or superiority 
compared to a brace free knee.  The 
conclusion was that functional bracing 
did not influence the clinical outcome 
after ACL reconstruction.  Although 
studies have not demonstrated objective 
clinical evidence to support functional 
bracing, there may be a value in 
functional bracing after reconstruction 

from a mental standpoint for athletes to resume 
previous activities. Confidence in the knee and 
subjective help in return to sport were rated higher 
for functional brace versus a knee sleeve in one 
study.  This may make all the difference to a young 
athlete attempting to return to sport post-injury. 
This remains a physician to patient decision prior to 
clearance for sports. 

In conclusion, the decision of whether or not to brace 
post-operative ACL reconstruction patients remains 
one that belongs to the physician in the context of 
each individual patient.  Immediate post-operative 
bracing appears to help with motion and swelling.  
If a patient desires the psychological support of a 
functional brace as they return to sport it may be 
appropriate despite lack of a medical indication.

ANTERIOR CRUCIATE 
LIGAMENT BRACING UPDATE

Stanley Tao, MD

“The decision of 
whether or not to brace 

post-operative ACL 
reconstruction patients 

remains one that 
belongs to the physician 
in the context of each 
individual patient.”
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THE FIRST KNEE REPLACEMENT 
THAT FITS ONLY ONE KNEE.
YOURS.

The ConforMIS iTotal® is the only customized knee 
replacement that is designed to match the shape and size 
of your knee. This patient-specific approach offers unique 
advantages not possible with traditional, off-the-shelf 
implants:

• Individualized fit that virtually eliminates sizing 
compromises associated with pain after surgery1

• Designed to follow the shape and contour of each 
patient’s knee, providing an increased potential for a 
more natural feeling knee

• Designed for optimal bone preservation2

One Patient. One Implant.

1. Mahoney, et al; Overhang of the Femoral Component in Total Knee Arthroplasty: Risk Factors and Clinical Consequences.The Journal of Bone and Joint Surgery; 2010, 92: 1115-1121

2. ConforMIS data on file

CAUTION: The iTotal G2 Knee Replacement System (KRS) is intended for use as a total knee replacement in patients with knee joint pain and disability whose conditions cannot be solely addressed by the use of a prosthetic device that treats only one or two of the three compartments. 

This implant is intended for cemented use only. Only a licensed physician can help you determine the appropriate medical treatment. There are potential risks to knee replacement surgery, and individual results may vary. Before making any decisions concerning medical treatment, 

consult your physician regarding your options and the risks of those options. The longevity, performance and feel of any knee implant will depend on various factors, including your physical condition, your activity level, adherence to your physician’s instructions, and other factors. USA 
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Ninety-four days,2,256 hours,135,360 minutes. An 
eternity or the blink of an eye, it all depends on what 
is to be accomplished in that time.

My challenge began late on the afternoon of January 
21, 2008 and would end in success or failure before 
noon on April 26th. The origins of this saga began 
several months earlier in the middle of a driveway 
outside of La Grange, Kentucky. An unfortunate 
bicycle accident during a triathlon left me bleeding 
and bruised with three bone cracks, two bone 
chips, two meniscus tears and one less anterior and 
posterior cruciate ligaments (ACL & PCL). Now 
after several misdiagnoses and two surgeries, there I 
was in the hospital. I could not feel my right leg, and 
my surgeon said to expect to be on crutches at least 
a couple of weeks. Heading home, my leg regained 
feeling - lots of it!

THERAPY – The never ending process 

The next day we were off to see my physical therapist, 
a long-time friend and former student. Of course 
being who I am, I had a few questions, or maybe 
a few hundred. The first one, however, was one 
hundred percent runner. “Do I need to borrow an 
old racing wheel chair from someone or are you 
going to have me ready for ‘The Mini’? – This will be 
number seventeen, you know.” For those who don’t 
know, “The Mini” is the Kentucky Derby Festival 
MiniMarthon. It is Louisville Kentucky’s biggest 
race (12,000+ strong)— at that time, a somewhat 
hilly, half-marathon held on the last Saturday in 
April as a prelude to some little known horse race 
they run on the first Saturday in May.

Now, ACL surgery is not just a quick arthroscopic 
clean up of some cartilage; it involves drilling through 
both the upper and lower leg bones and replacing the 
damaged ligament with a tendon from a cadaver and 
waiting, and waiting, and waiting for the body to 
heal.  Physical therapy begins immediately, which is 
an art in itself.  It balances the need to push the body 
to regain strength against the ever-present threat 
of pushing too far into re-injury. Fortunately I had 
one of the best groups in the area attending to my 
situation and I am privileged to be a personal friend 
of the supervisor.  I had just laid out an additional 
challenge though - thirteen miles in thirteen weeks. 

Challenges are not something this team or, for that 
matter, this individual backs down from. Without 
hesitation, John responded “Don’t worry about it, we 
will have you ready as long as you are willing to walk 
part of it and do what we tell you.”

The first few sessions were painful, physically yes, 
but more so mentally. It seemed progress was slow 
if present at all. Time did pass, although slowly, 
and within a couple of weeks I lost one crutch and 
by week three I was back at work and had begun 
moving around the house without a crutch for short 
distances.  I was beginning to worry, twenty days had 
gone by, “The Mini” loomed large on the horizon, 
and I still couldn’t walk.

The next sessions were mostly boring but they moved 
from twice a week to once a week —Partly because 
the sessions were “going well” and partly because 
I was receiving injections bi-weekly in the affected 
knee, which required limiting activity for a few days 
afterwards. How is a person supposed to recover if 
they can’t do anything? 
Days rolled into weeks. I was off crutches but I still 
wanted to know when I could run.  Step-aerobics in 
slow motion just doesn’t get the job done. Five weeks 
had passed and the incisions were just ugly scars.  But 
two more milestones had passed. First, I could ride 
an exercise bike (slowly) and second, I could return 
to swimming (as long as I didn’t flex the leg enough 
to put pressure on the repair). At least swimming was 
a chance to return to some type of aerobic activity. 
They really needed to add an Olympic event for the 
backstroke - without using one’s legs. If they had, I 
would have been ready.

As time passed it was all too easy to look back and 
way too scary to look forward. The days seemed to be 
moving quicker, but I certainly was not. Although 
John had let me get on an elliptical machine a couple 
of times, March 9th arrived far too soon. Half the 
journey was over and I sat in church, my leg elevated 
and a device designed to circulate ice water wrapped 
around my still swollen knee. I found it hard to listen 
to the sermon, my leg uncomfortable and my patience 
run out. I wished I could “run out” as well. What I 
didn’t realize is that the milestones would come ever 
quicker now.

Training May Be Overrated. Great Therapy Is Not.
By Roger Bloyd

13 MILES-13 WEEKS
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Time and life had 
assured that I would 

never again be the 
runner I was fifteen 

years ago.  But amazing 
medical care and an 

unquenchable desire to 
compete had returned me to 

the roads where I could still 
claim to be –  ‘a runner.’

“TRAINING” – to use the term loosely - very loosely

Eleven days later, on Friday March 21st, John has the 
best news so far. It has been two full months since 
the surgery and today we would try the treadmill. 
John let me go about three minutes at an easy jog 
then made me walk for two. He constantly asked how 
the knee felt. Of course I had not run for nearly six 
months so everything was uncomfortable - for both 
legs. I’m really not sure how much is related to the 
surgery and how much is six months of inactivity. 
This continues for around fifteen minutes. It feels 
good to sweat again.

The following Tuesday my impatience and twisted 
logic got the best of me.  “If I can run fifteen minutes 
on a treadmill with periodic walks during therapy 
then I‘ll try it at home.” I set the treadmill in front 
of a TV, popped in a Ray Stevens music video and 
before I realized it thirty minutes had passed. Oops!

It is more treadmill time during therapy on Friday 
March 28th.  If a treadmill is good then what can 
it hurt to sneak outside for an easy jog on Tuesday?  
My fifteen year–old daughter was thrilled. Though 
she had become a fierce track and cross-country 
competitor and was therefore much faster than I, she 
had not had me as a running partner for six months.  
The pace was painfully slow but the sun was shining, 

the weather beautiful and I was 
moving!  Life was good.

That was until my good leg slips off the sidewalk into 
a hole. No sense taking a chance twisting something, 
so I try to hit the ground as easy as possible. Six 
years later my daughter still describes it as the most 
graceful fall she has ever seen.  Anyway, we got a 
little better than two miles in.

April 4th, it was back to therapy. This time it was 
fifteen minutes on the treadmill then fifteen minutes 
in the HydraTrack. If you have never seen one, a 
HydraTrack is a treadmill in a fishbowl, that allows 
a therapist to monitor the user’s stride and make 
recommendations for treatment. It accomplishes this 
by removing a substantial amount of the landing force 
of each step as well as slowing the rate of movement. 
The best thing for me was that I could push harder 
and still not have to take walk breaks. Better yet, on 
April 5th and April 7th, I was able to run right at 
four miles outside. It did take around an hour, but I 
began to believe that I could make “The Mini.”
April 9th - Apparently sometime while I wasn’t 



34 | Scott Orthopedic Center

paying attention, my leg began healing more than I 
thought. I returned from a trip upstairs and realized 
that I took part of the steps two at a time – my pre-
injury “normal” procedure. It was a good thing - only 
seventeen days remained.

April 10th through the 12th came and went and 
represented the first time I had been able to run on 
three consecutive days.  Furthermore on the 12th I 
ran seven miles. It took an hour and forty minutes, 
but since I had no serious or lingering pain, it was a 
good omen toward completing “The Mini.”

April 17th–Time was running out, but I was out 
running too! On a trail clearly marked in miles 
as well as tenths, I closely monitored my time and 
found that I was consistently running 12:20 miles. 
This represents a drop of over a minute a mile since 
the previous Saturday!  I found it 
hard to take the “mandatory” walk 
breaks dictated by John.  However, 
Heaven was looking out for me 
as I received a couple of phone 
calls, which forced me to walk. 
Unfortunately one of them cut the 
run short of the intended goal of 
ten miles. I finished eight miles in a 
little under two hours.  This however 
was another huge milestone. I was 
below the minimum fifteen minutes 
per mile pace required by race 
organizers, even with walk breaks 
and interruptions.

The final week arrived. I balanced a lot of resting with 
a couple of short runs. Things went relatively smooth. 
Tuesday involved a check-up with my surgeon who 
said things looked great and wished me well for 
Saturday. Tuesday, I also did a five-mile jog in some 
of the first hot weather of the year.  Wednesday I 
gathered all my gear for the race (including for the 
first time a leg brace) - I hate hunting stuff at the 
last minute. Thursday, I checked the weather forecast 
and found that Saturday morning was to be fifty-five 
degrees. I wasn’t sure whether that was good or bad. I 
guessed time would tell.  With less than twenty-four 
hours to go, I finalized my race strategy on the phone 
with John.

RACE DAY! – “Training may be overrated. Great 
therapy is not.”

We arrived late and I considered that my total training 
since the surgery was less than 35 miles. I was not 
exactly what you would call a typical participant. 
We parked at our usual place, which is nearly a mile 
from the start. Due to the time, my daughter and I 
were forced to jog to the start while my wife took up 
position at the three-mile point. Oh well, it served 
as a good warm-up. Or was it last minute training?

The race plan called for starting back with the 
walkers at a slow jog while wearing my ACL brace. 
My track wizard daughter is to run the first couple of 
miles with me then catch a ride with Momma to the 
nine-mile point and finish with me as well.  Momma 
waits between miles two and three, ready to take the 
brace and pick up my “pacer” as the crowd thins out. 
Once I remove the brace, the course will wind three 
miles through a very hilly park. The plan is to jog up 
the hills and walk down them since this would put 
less stress on my knee. Once through the hills, it’s a 
seven-mile jog to the finish. 

We arrived at the start with about fifteen minutes 
to spare, I assumed the mayor was giving his usual 
corny welcome - we were really too far back to tell 
what was going on up front. Runners back there 
were a lot less intense and more talkative than 

where I usually started. At 7:25 AM 
a ripple went through the crowd, 
the wheelchairs were off and I was 

getting jittery as race time neared.  
At 7:30, the cannon fired, and 12,000 

people surged forward in a mass that 
stretched for blocks.  The race was 

finally underway and soon runners were 
stretched out over miles not blocks.

The first few miles were difficult, not 
because of my leg, but situations around me. 

First the large number of walkers who insist 
on walking four or more abreast, forming 

a barrier to anyone running behind them. 
Although I had seen it before, I never understood 
this strange and somewhat rude practice. I still don’t.  
Around mile two we had maneuvered ahead of most 
of the “walking walls.” I was feeling pretty good, so I 
stopped in a driveway at two and a half miles to take 
off the brace and give it to my daughter. A couple of 
blocks later she joined Momma and headed for the 
nine-mile point. I headed for the park a little less 
confident without my brace. I jogged easily up the 
first large hill and noted as I passed mile three that 
I had maintained a pace below eleven minutes per 
mile. I considered the fact that I might actually break 
three hours even though I must walk down the hills. 
In contrast, downhill was a very uneasy experience as 
most around me had walked the uphill and then flew 
by me on the downhill. I worried someone would run 
over me and re-injure my knee and bemoaned the fact 
that I was losing precious time. The competitive spirit 
is hard to tame. It was one of the allies that brought 
me to that point but also was one of my greatest 
enemies. This cycle continued for three miles. I had 
never in sixteen previous races on this course been so 
glad to leave the park. 

Miles six through nine after leaving the park were 
rather uneventful. I did get a bit emotional at eight 
miles realizing how blessed I was to live in a country 

I jogged easily up the first large 
hill and noted as I passed mile 
three that I had maintained a 
pace below eleven minutes 
per mile. I considered the 
fact that I might actually 
break three hours even 
though I must walk 
down the hills.
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where great healthcare was available. There is a 
lot of time to think when you aren’t running with 
anyone you know.  Just before mile ten I picked up 
my “pacer” again she was excited and cold. She had 
never started in a crowd that big and was still talking 
about the start. Her ceaseless chatter kept my mind 
off any discomfort until just before mile eleven. As 
we crossed mile eleven I noticed we were well below 
eleven and a half minutes per mile. I mentioned to 
“the kid” that we might break 2:30 – then came the 
tough part – “the walk.” I told her we needed to walk 
again per the therapist’s instructions. One of the 
roadside DJs who covered the race poked some good-
natured fun at me for studying my watch intently. I 
hate to walk – time was burning!

We kicked it back in with right at two miles to go. 
At mile twelve, I noted that we had less than fifteen 
minutes to make the finish in less than two and a 
half hours. We couldn’t make it on the official race 
clock, but this race is electronically timed and we had 
started about nine minutes behind the first runners. 
I tried to pick it up yet another level, but my knee 
warned me of the foolishness of that plan so I settled 
back down a bit and let the blocks roll by. Under 
five minutes left, I was explaining to my biggest 
supporter where we would need to make the final 
turn. We came up out of the last dip and we could 
see people darting off to our left! That last corner was 

just about a hundred yards from the finish. I realized 
we were going to make it. I cruised across the finish at 
the same steady speed, hit the stopwatch, and looked 
down; my watch read 2:27. Officially the electronic 
timer recorded 2:27:12. Strangely the 11:14 per mile 
pace felt just like my first sub 19 minute 5K did 
fifteen years earlier. Complete satisfaction.

Time and life had assured that I would never again be 
the runner I was fifteen years ago.  But amazing medical 
care and an unquenchable desire to compete had 
returned me to the roads where I could still claim to be 
– “a runner.”

About the Author: Roger Bloyd, 
CPA graduated from the Tennessee 
Temple University in 1984 with a 
degree in accounting.  He lives in 
Louisville, Kentucky with his wife 
and daughter and has ownership 
interest in the accounting firm of 
Stephens & Lawson CPAs.  Stephens 
& Lawson CPAs is a full service 
accounting firm specializing in tax, 
accounting and auditing services.  
Learn more by visiting them at 5203 
Dixie Highway, Louisville, Kentucky 
or via phone at 502-448-4376.  
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With the ConforMIS® knee implant, advanced computer software converts a 2-D 
image into a 3-D model. Then, 3-D printing technology is used in the manufacturing 
process to design a knee implant in the shape of the patient’s knee, and only that 

patient’s knee. This customized implant is shipped, along with a full set of 3-D printed, 
single-use instrumentation that are also designed only for that patient’s procedure. 

Dr. Vivek Neginhal, co-medical director of St. Mary’s Regional Joint 
Replacement Center and an orthopedic surgeon with Scott Orthopedic Center, 

performs the ConforMIS Knee Implant surgery, which allows for faster recovery and 
less pain. St. Mary’s was also the fi rst in the region to provide ACL-preserving knee 

surgery and Dr. Neginhal also does partial knee implants for younger patients. 

3-D Imaging to Make a 
Knee Implant Just for You!

Tara Baker, RN, BSN
Orthopedic Nurse Specialist
St. Mary’s Regional Joint Replacement Center

Vivek Neginhal, MD Vivek Neginhal, MD 

Steve Lochow, MD

Anterior Hip Replacement
No Muscle Cut • Less Pain

Dr. Steve Lochow, co-medical director of St. Mary’s 
Regional Joint Replacement Center and an orthopedic 
surgeon with Scott Orthopedic Center, brought the 
anterior hip approach surgery to Huntington in 2007 
and it revolutionized the way hip surgery is done.

In the past eight years, Dr. Lochow and Dr. Neginhal 
have done hundreds of anterior hip surgeries. Using 
this approach, no muscle is cut and the recovery time 
is much quicker. 

For more information, 
call 304.526.1311

The Tri-State’s Leader in Advanced 
Knee and Hip Replacement
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