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The technology and quality you expect ... 
without the long wait times.

5897 Ohio 7 • Proctorville, OH  45669 • (740) 886-9911
www.threegablessurgery.com

MRI and CT scans provided on site • Evening appointments available

Orthopedic Specialists • Ear, Nose and Throat Specialists
Gastroenterology Specialists • Podiatry Specialists

Plastic Surgery Specialists • Pain Management Specialists

The first knee replacement 
that fits only one knee: yours

Scott Orthopedic is excited to offer the 
latest in customized total knee replacement 
technology – iTotal® from ConforMIS.
ConforMIS customized knee replacements 
are designed to match the unique size and 
shape of each patient’s knee.

For more information on ConforMIS, visit 
ThisIsMyKnee.com

Doug received his customized iTotal knee 
replacement in January 2015. If you would 
like to talk to Doug about his experience, visit 
jointconnections.conformis.com
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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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Many patients who develop 
shoulder pain immediately think 
they have damaged their rotator 
cuff. This is not always the case.  
With advances in shoulder 
arthroscopy (surgery with a 
camera into the joint), damage 
to the labrum of the shoulder is 
now a well recognized source of 
shoulder pain.

What is the labrum?  
The labrum is a 
ring of tissue that 
surround the socket 
of the shoulder joint. 
An intact labrum 
is important for 
maintaining joint 
stability (keeping 
the ball centered 

in the socket).  The ring has cartilage within it and 
different areas have a poor blood supply which leads 
to inability to heal with injury.  As the labrum is a 
ring, injuries can occur in different parts of the ring. 
The easiest way to think about this is the face of a 
clock.  Injuries at the top of the ring (12 o’clock) 
are defined as a superior labral injury. These are 
commonly called SLAP tears. Those at 3 o’clock 
are anterior labral injures, 6 o’clock inferior labral 
injuries, and 9 o’clock posterior labral injuries. These 
are often called Bankart tears.  Injuries can occur at 
any of these areas or a combination of all of them.

There are many ways the labrum can become injured. 
There can be acute trauma that leads to injury as well 
as repetitive force over time that injures the labrum. 
Forceful traction on the arm or direct compression 
loads are common traumatic causes of a superior 
labral tear. These are also common in repetitive 
overhead throwing activities.  An anterior or posterior 
labral tear can occur with a shoulder dislocation (ball 
comes out of socket) or with developing instability 
where the ball “slides” more in the socket with 
activity. The inferior labrum can be associated with 
any of the above.

The clinical diagnosis of 
labral tears is becoming 
easier.  Parts of the history 
(what happened?) , the 
physical examination, and 
improved imaging (MRI) 
has helped improve the 
accuracy of labral injury 
as the cause of shoulder 
problems. It is important to note that all of this must 
take into account the patients age and activity level as 
some labral pathology can develop with normal aging.

Pain and/or a feeling of “looseness” of the shoulder 
is the most common complaint. Unfortunately the 
pattern and location of pain is variable. It can be 
sharp or a dull ache. The pain can be in front or 
back or even the side of the shoulder.  Typically the 
symptoms are worse with heavy lifting, pushing, and 
overhead motions.  It is common to have mechanical 
symptoms (a painful pop or snap) with rotational 
movements of the shoulder. There can be complaints 

LABRAL TEARS OF THE SHOULDER
A COMMON CAUSE OF SHOULDER PAIN

Stanley Tao, MD
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of weakness either from pain or associated other 
injuries (i.e. rotator cuff). Large tears can lead 
to repeated formal dislocations of the shoulder, 
especially in younger patients.

Although the physical examination can be suggestive 
of labral injuries, it is rarely conclusive.  No single 
examination finding is diagnostic for a labral tear. 
The standard inspection for muscle asymmetry along 
with range of motion compared to opposite side is 
important (both increased and decreased). Stability 
testing is probably most helpful for anterior and 
posterior labral injuries. There are specific tests to 
test these areas of the labrum. The superior labrum 
is notoriously hard to examine for injury. There 
are specialized exam tests for this but have poor 
reliability when reviewed.

Imaging of the shoulder can be helpful for 
identifying the source of shoulder pain. In regards to 
the labrum, MRI is the gold standard. The accuracy 
is improved with the addition of dye into the joint 
before the MRI is performed. This will also allow for 
the identification of any other problems in the joint. 
Despite advances in MRI techniques, the accuracy of 
detecting tears remains variable.

The treatment of labral injuries includes both 
nonsurgical and surgical techniques. Nonsurgical 
treatment focuses on improving flexibility and 
strengthening the rotator cuff and muscles that 
stabilize the shoulder blade. A good physical therapist 
familiar with shoulder injuries can be helpful with 
a successful outcome.  Selective injections into the 
joint may also help relieve symptoms.

If nonsurgical treatment fails and symptoms persist, 
surgical treatment with arthroscopy has become 
the treatment of choice. Through small poke holes 
around the shoulder, a camera can assess different 
areas of the joint without large incisions. In addition, 
the camera can access areas of the joint that were 
traditionally not viewable through an open incision.

The surgical treatment with arthroscopy for anterior 
and posterior labral tears is usually repair.  The labral 
tissue is often torn off the glenoid.  

This compromises the suction cup effect of an intact 
labrum and leads to pain and potentially looseness of 
the joint. The repair involves placing an absorbable 
screw like device into the glenoid (socket). The screw 
has sutures attached to it that allow the labrum 
to be stitched back into its normal position. This 
hopefully restores normal mechanics and leads to 
improvement in pain and function as well as stability 
of the joint. There are numerous restrictions after this 
repair including a sling after surgery for a period of 
time , restrictions on lifting and supervised physical 
therapy.  Full recovery can be upwards of six months 
for heavy lifting and sports. Overall success rates are 
high with good to excellent results in the 90’s.

Superior labral tear surgical treatment is somewhat 
controversial. Outcomes can be dependent on 
method of treatment, associated pathology , and 
patient characteristics.  The tear of the superior 
labrum can be of different shapes and configurations. 
Part of the biceps tendon also attaches to this area 
complicating potential 
treatment options as 
the labral tear can 
extend into the tendon.  
Surgical options include 
simply removing part 
of the labrum that is 
torn to surgical repair 
similar to anterior and 
posterior labral tears to 
potentially cutting the 
biceps attachment and 
moving it to another 
location where it sees 
less stress. Which 
procedure to perform is not well defined yet and can 
be a decision based on the experience of the surgeon. 
Management of these injuries continue to improve 
with the evolution of imaging and arthroscopic 
techniques and further research should help in 
deciding which procedure will give optimal results.

Management of these 
injuries continue to 

improve with the 
evolution of imaging and 
arthroscopic techniques 

and further research 
should help in deciding 

which procedure will give 
optimal results.
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The bodies of many older 
Americans are practically 
bionic:   more than 770,000 
hip and knee replacements are 
performed each year in the 
United States.

Now another aging joint is 
fast becoming a candidate 
for replacement.   This year, 
4,400 patients are expected 

to undergo surgery to replace arthritic or injured 
ankles with artificial joints made of metal alloys and 
lightweight plastic, according to industry estimates.

Six models are commonly used in the United States, 
with Foot and Drug Administration approval.  And 
demand is expected to grow as more and more 
baby boomers hobble into their 60’s and 70’s with 
debilitating ankle pain.
  
Ankle replacement has been around for three decades, 
but it has been slow to catch on.  Problems with 
early devices left surgeons and patients wary.   The 
operation is complex, and many foot and ankle 
surgeons lack experience.   While Medicare pay for 
ankle replacement, many private insurers do not.  

Each year about two million Americans visit the 
doctor for ankle pain from arthritis or fracture.   An 
estimated 50,000 people a year experience end-stage 
ankle arthritis, in which the ankle cartilage has worn 
away completely, causing painful bone-on-bone 
contact and some level of disability.

Until lately, such patients have had only one surgical 
option:  ankle fusion surgery, in which the worn-
out part of the joint is removed and the bones are 
permanently locked together with screws and plates.   
The procedure usually relieves pain, but the patient 
loses mobility in the ankle, leading to changes in gait 
and, ultimately, additional wear and tear and arthritic 
pain in other parts of the foot and ankle.  About 
25,000 ankle fusions were performed in the United 
States last year.

ANKLE REPLACEMENT SURGERY
ADVANCING QUICKLY

Kevin Brown, DPM
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James Delaney, now 72, shattered his ankle in a fall 
from a horse and subsequent crush injury.  Surgery 
repaired the broken bones, but he continued to have 
severe pain.

Some doctors had suggested ankle fusion, but he 
found a surgeon who offered total ankle replacement, 
Dr. Kevin Brown at Scott Orthopedic.   He had 
the operation in December 2008 and now states his 
ankle is “95 percent”. 

“Before the surgery, I couldn’t sleep at night”, said 
Mr. Delaney.   “Now I’m able to climb ladders and 
ride horses again.  I have no pain currently.  I even 
play tennis and golf periodically”.

His surgeon, Dr. Kevin D. Brown, says he is a big 
believer in ankle replacement for certain patients, but 
certain criteria must be met.

“For an ankle replacement, you have to be very picky 
in who you select for these cases.  Many patients 
come in and for every ten arthritic ankles that walk 
through the door, only 1-2 are good candidates.    
Many patients don’t even know this is an option”, 
says Dr. Brown.

The ideal patient is around 60 years old and of 
normal weight, although doctors consider older and 
younger patients, depending on their health, activity 
level, and amount of deformity that can be present 
in the ankle.  People with diabetes may not be good 
candidates because they may risk complications as a 
result of poor blood circulation. 

Dr. Brown states that while the devices have improved 
over the years, he remains cautious about offering the 
operation. Complications can include slow healing, 
as well as infection.  Severe complications are rare, 
but they can result in amputation.   Still, Dr. Brown 
said, “were getting fewer and fewer failures”.

The new models require less bone to be removed, so 
the bone to which the device is affixed is stronger.   
In addition, instruments used to guide surgeons in 
aligning the artificial joint have improved. Data 

shows that for some recent models, 90% of ankle 
replacements were still in place after 
an average of 9.5 years.

Even with a successful implantation, 
patients should not necessarily 
expect to have the same ankles they 
did at age 18.  They should not try 
to return to activities like basketball 
and distance running, which have 
significant stress and load repetition 
on the joint.  But golf, walking, and low impact 
activities are typically allowed.

“My happiest patients I have in my practice are my 
ankle replacement patients”, Dr. Brown said.  “They 
are so appreciative about how their life has changed.   
They can go to their grandchild’s wedding and get up 
and have a dance”. 

 “Now I’m able to 
climb ladders and 
ride horses again.  

I have no pain 
currently.  I even 

play tennis and golf 
periodically”
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Every year for the past twenty 
seven years, participation in 
high school sports has increased.  
With increased participation, 
the number of injuries have 
also increased, especially in 
throwing athletes.  According 
to some studies, there has been 
a five- to sevenfold increase in 
youth sports injuries since the 
year 2000.

Increase in specialization is one of the reasons these 
injuries have become so rampant.  More and more 
young athletes are playing a single sport year round.  
Without a proper rest period this leads to fatigue 

injuries.  In addition to this, adolescents are being 
trained like their professional adult counterparts.  
This places them at higher risk of injury, because 
their bodies have not developed fully, and are not 
capable of withstanding the same kinds of training 
pressures that adult bodies are.

One of the more concerning injuries that have 
significantly increased is ligament injuries around 
the elbow, requiring the so called “Tommy John” 
surgery.  This ligament reconstruction is one that 
was designed for adult patients, however even world 
renowned orthopedic surgeon Dr. James Andrews 
has noted that 30-40% of the procedures he performs 
today are done on high schoolers.  Overall, orthopedic 
surgeons are performing this operation five times 

THROWING INJURIES  
IN YOUNG ATHLETES   

Adam Dann, DO
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AGE Pitches Per Game

7-8 50

9-10 75

11-12 85

13-16 95

17-18 105

Figure 1: Maximum Pitch Limit

AGE Pitches

8 Fastball

10 Change-up

14 Curveball

15 Knuckleball

16 Slider

16 Forkball

16 Splitter

17 Screwball

Figure 3: Ages For Specialty Pitches

AGE 7-16 AGE 17-18 Required 
Rest

61+ 76+ 3 Days

41-60 51-75 2 Days

21-40 26-50 1 Day

Figure 2: Minimum Rest Period

more often than they were ten years ago according 
The American Journal of Sports Medicine.

It’s important to understand that parents and 
coaches, although they mean well, are subjecting 
these children to major risks, and they need to 
understand the long term consequences of these 
injuries.  Although the goal may be to see one’s child 
develop into a professional caliber athlete, the actual 
chances of that happening are exceedingly rare, and 
these injuries can have lifelong consequences.

The most important component in avoiding these 
injuries is adherence to pitching schedules and 
avoidance of year round play.  The elbow ligaments 
are supported by the muscles around the elbow, 
and without a proper period of rest, these muscles 
will become fatigued.  That results in the muscles 
not being able to support the ligament, resulting in 
higher stress being applied to the ligament, resulting 
in injury.  Dr. Andrews recommends to his patients 
that they take at least two months off every year, 
preferably three to four months.  The American 
Academy of Orthopaedic Surgeons has released 
a position statement regarding recommendations 
on pitch counts and rest period.  They are given in 
figures 1 and 2, and as follows:

 − Avoid pitching on consecutive days.

 − Avoid playing baseball or softball year-round.

 − Any persistent pain, loss of motion 
(especially extension) or documented X-ray 
abnormalities should disqualify a child from 
playing until these findings abate or are 
clarified by a physician.

 − Coaches and players in youth baseball 
should be taught proper throwing technique 
and proper pitching technique. Skeletally 
immature players should only throw a fast ball 
and a change up and work on control. They 
should not be taught to throw a breaking ball 
(curve ball) until after puberty.

 − Coaches should educate players to the 
importance of and techniques for stretching 
and strengthening the upper extremity. Five-
minute stretching after play can help young 
players avoid throwing-arm pain. Pitchers and 
catchers under the age of 15 often experience 
tightness of a shoulder ligament known as the 
posterior-inferior glenohumeral ligament. If 
this ligament is not stretched, it will lead to 
pain or injury of the cuff and/or labrum as a 
player ages and continues to play baseball.

Its also important to understand that certain 
specialty pitches create additional strain on the arm, 
especially if thrown without proper mechanics.  For 

this reason there are recommendations to provide 
guidance as to what age each specialty pitch can be 
trained.  They are given in figure 3.

The most distressing thing about these injuries is how 
easily they can be avoided, if we can ease up on the 
pressures placed on these children.  As parents and 
coaches of these athletes, we have a responsibility 
to keep them safe from harm, and provide an 
environment for them to continue playing the sports 
they love free from the stress and risk of physical 
injury that comes with unrealistic expectations.  
Those expectations not only risk their future in that 
sport, but may have lasting effects in whatever career 
they decide to pursue outside of that sport.
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For some winter is a time for 
sitting by the fire reading 
books, watching basketball, 
or just relaxing.  For others 
it is an opportunity to pursue 
outdoor activities unique to 
winter.

Two popular pastimes are 
downhill skiing and snow-
boarding. Both offer high 

speed excitement with some significant risks.

Proper pre-participation physical preparation is key 
to maximizing enjoyment and avoidance of injuries.

Lower extremity muscle strength allows one to 
perform the maneuvers required to be a proficient 
skier and boarder.  Proper conditioning permits the 
muscles to function proficiently and to avoid fatigue.

Use of an exercise bike, stair-climber, elliptical trainer 
or treadmill can accomplish both strengthening of the 
leg muscles and provide cardiovascular conditioning.  
A 40 minute or more work-out, three to four times 

a week, can prepare you to enjoy several trips to the 
slopes during a season and help you to develop a year 
round healthy lifestyle. 

When it comes time to head to the slopes, properly 
fitted and adjusted equipment is a must.  If you 
rent equipment at a ski slope or a ski shop be sure 
the technicians take time to fit you properly.  The 
bindings must be appropriately adjusted and tested 
to be sure they function correctly.  If you own your 
own equipment, consider having a ski-shop “tune-
up” your bindings at least yearly.

If you are a beginner skier or snow-boarder, you 
should invest in a one (or more) hour lesson before 
attacking the slopes.  This can significantly improve 
your enjoyment and decrease your risk of injury.

Skiing and snow-boarding are high speed activities 
that can be dangerous.  Being aware of your 
surroundings and maintaining control are critical to 
safety.  Pay attention to the terrain, snow conditions 
(icy surface, granular, powder) and skiers around 
you.  Ski defensively to avoid out of control skiers or 
boarders.

Jack Steel, MD

SAFE 
ENJOYMENT 
OF THE
SKI SLOPES
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Winter is the 
time to enjoy the 

exhilaration of skiing 
and snow-boarding.  
Take time to prepare 
yourself physically 
for the demands of 
the snow sports.

When your physician orders physical therapy  
call the location closest to you. We pride ourselves in  

exceptional orthopedic rehabilitation.

Ashland 
(606) 326-1844                  

Ironton 
(740) 534-1156

Jackson 
(740) 286-5677

Louisa 
(606) 638-7848

New Boston 
(740) 456-6666 

Westmoreland 
 (304) 429-7381  

Physical 
Therapy 
Experts

Collisions with inanimate objects such as trees, fences, 
and lifts can result in devastating injuries.  Renting 
or purchasing a helmet is a wise investment.  Goggles 
and sunglasses, or tinted goggles when conditions 
are bright will improve your vision and protect your 
eyes.  This will aid in seeing and avoiding obstacles 
and recognizing terrain changes.

Snow-boarders are particularly susceptible to wrist 
and forearm injuries.  If you are a beginner or prone 
to aggressive boarding, wrist guards (roller blade 
type) might save a trip to the emergency room.

Ski poles can cause a specific injury to the ulnar 
collateral ligament of the thumb.  This occurs when 
the pole jams into the snow and sticks.  If the wrist 
strap is around the wrist the force is directed to the 
base of the thumb and the ligament ruptures.  Avoid 
placing the straps around your wrists.  This will 
result in dropped poles on occasion, but you’ll avoid 
surgery and a cast for four to six weeks.

Serious knee injuries and tibia fractures are a risk 
with downhill skiing.  Properly adjusted equipment, 
appropriate length skis for your size and ability, 
and proper slope selection will improve your safety.  
Attacking slopes with too high a degree of difficulty 
for your ability is ill advised.

Do not venture onto unmarked trails or slopes.  The 
temptation to ski “powder” can result in a disastrous 
encounter with trees or other unexpected obstacles.

Fatigue is to be avoided.  The “just one more run” at 
the end of the day mentality is notorious for resulting 
in injuries.  Skiing and snow-boarding require timing 
and strength for optimum performance.  Muscle 
fatigue from too many runs will significantly reduce 
these abilities.  Take frequent breaks throughout the 

day, hydrate and replenish 
energy by eating.  Rest when 
you are tired and “quit while 
you are ahead”.

Snow means cold.  Dress 
warmly in layers that can be 
removed if the temperatures 
increase.  An outer-layer that 
is wind proof is important 
for comfort and protection.  
Wool socks, over a thinner 
breathable sock, is preferable 

to cotton socks that absorb perspiration. Waterproof, 
insulated gloves are a must.

Don’t forget that twenty percent of your body heat is 
lost through the head.  Wearing a helmet will prevent 
this and prevent head injuries.  

The face and ears are susceptible to frostbite.  
Facemasks are recommended on bitterly cold and 
windy days.  On bright days, if the skin is exposed, 
high spf sunscreen and lip protection will lesson the 
long-term risks of wrinkling as well as skin cancer 
not to mention the short-term pain of a sunburn.

Winter is the time to enjoy the exhilaration of 
skiing and snow-boarding.  Take time to prepare 
yourself physically for the demands of the snow 
sports.  A month of preparation, or maintenance 
of a year round fitness program will increase your 
enjoyment and improve your health.  Following 
these few common sense suggestions will go a long 
way toward keeping you out of the emergency room 
and on the slopes.

Have a great winter!
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What is foot and ankle 
arthroscopy (FAA)?  Have you 
heard of knee arthroscopy?  
Foot and ankle arthroscopy 
is very similar.  This is a 
technique to visualize the 
joint/tendon using a small 
camera similar to the one 
used in knee arthroscopy.  
Most, if not all, FAA are 
out-patient surgeries.  This 

procedure started to gain traction in the past 20 years, 
and its indications continue to expand.  The ankle 
can be approached from the front or back.  Reasons 
an individual would benefit from an anterior (front) 
approach are as follows: bony impingement removal, 
synovitis, loose bodies removal, joint preparation for 
fusion, osteochondritis dissecans (OCD) lesions.  All 
of these disease processes can be better visualized 
using an arthroscope and can be treated with 
minimally invasive techniques.  Figure 1 depicts the 
areas of insertion for the camera and instruments.  
Anterior impingement is a common complaint 
and can be easily approached using this method.  
Typically patient’s who suffer from impingement/
anterior ankle pain include the active patient 
who is currently participating, or has a history of 
participation, in cutting/agility sports.  These sports 
include soccer, volleyball, running, and ballet; they 

Karim Boukhemis, MD

FOOT & ANKLE ARTHROSCOPY

Figure 1: Anterior Portals For FAA
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cause a significant amount of stress on the front of 
the ankle and lead to painful impingement.  Prior to 
using an arthroscope, a large dissection was necessary 
to remove any bony impingement.  This lead to 
prolonged recovery and increased postoperative pain.  
Using the arthroscope, we can easily visualize the 
front of the ankle and the bony impingement.  We 
can then precisely remove the impingement with a 
burr.  Two small incisions are needed to perform the 
entire procedure.

Has your doctor ever mentioned an ankle fusion?  
FAA can also be used in the preparation of the ankle 
joint for fusion.  The tibio-talar joint is prepared 
with a burr under arthroscopic visualization.  The 
preparation is better performed with the arthroscope 
because it allows improved visualization and access 
to the back of the ankle joint (figure 2).  This is 
followed up with 2 large screws placed using a 
minimally invasive technique.  The entire procedure 
can be performed via 4 small poke holes in the skin.   
Recently performed studies have shown a successful 
fusion rate of up to 95-98% using this method. 

Figure 2 A-F depicts images through the camera 
removing devitalized cartilage and preparing the 
tibio-talar joint.  The far right image reveals the final 
result after screws are placed to fuse the joint.  

Visualizing the joint 
from the front via 
the arthroscope is 
now becoming more 
and more common.  
More recently the 
ankle has also been 
approached from the 
back (posterior).  This 
has allowed minimally 
invasive approaches to 
an area of the ankle that 
was previously very 
difficult to gain access 
to.  Figure 3 shows the 

areas of scope placement to allow proper visualization.  
A few indications to perform the posterior ankle 
arthroscopy include: os trigonum removal, loose body 
removal, posterior ankle impingement, osteophyte 
removal, FHL debridement.  The Os Trigonum is a 
common cause of posterior ankle pain, especially in 
the athlete who requires repetitive push off activity 
(sprinters, jumpers, ballet dancers).  Recent studies 
in high level athletes have revealed a quicker recovery 
and faster return to play with this minimally invasive 
technique to remove the painful Os Trigonum.  
Figure 4 reveals the amount of visualization obtained 
with this technique.  

In conclusion, foot and ankle arthroscopy continues 
to evolve and become more and more common place 
in the Orthopaedic foot and ankle practice.  These 
were just a few examples of what can be performed 
using the arthroscope.  Benefits to this technique 
are improved recovery time, decreased soft tissue 
dissection, decreased infection rate, improved 
visualization.  Please inquire if this is a procedure 
you would be eligible for.   

Figure 2: A-F depicts images through the camera removing devitalized cartilage and preparing the tibio-talar joint.  The far right image reveals the final 
result after screws are placed to fuse the joint.  

Figure 3: Post Ankle Portals

Figure 4: Os Trigonum visualization using posterior ankle arthroscopy
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2016 marks the 20th 
Anniversary of Anterior Hip 
Replacement as described by 
Dr. Joel Matta.  Anterior hip 
replacement is a technique 
for total hip replacement that 
is muscle sparing and allows 
the hip to be replaced from 
the front of the hip.  A special 
operating room table is used 
that assists in holding the 
leg in the correct position.  

A relatively small incision (8-12 cm) on the front of 
the hip allows access to the hip joint without cutting 
any muscles.  Dr. Matta introduced this technique to 
the United States in 1996.  Recently, a poll showed 
that over 22% of hip replacements in the United 
States are performed through the Anterior Approach 
and this number is increasing yearly.  I have been 
fortunate enough to work alongside Dr. Matta in 
teaching hundreds of surgeons this technique all over 
the country.

In addition to sparing muscles, the procedure has 
many other benefits.  The patient is positioned on 
their back during surgery making access for the 
anesthesiologist easier.  The special table allows for 
the use of X-Ray during surgery to assist with placing 
the components properly.  Recovery after surgery has 

also been shown to be enhanced with less pain and 
quicker return to walking unassisted.  Lastly, because 
the muscles are protected during surgery, dislocation 
of the hip replacement is much less likely and this 
allows for no restrictions after surgery.

I started performing hip replacements through the 
anterior approach at St. Marys Medical Center in 
Huntington approximately 8 years ago and to date 
have performed over one thousand.   Even though the 
basic principles of the surgery have remained the same 
during that period, many many improvements have 
occurred.  Improvements have not only been made 

Steve Lochow, MD

ANTERIOR HIP REPLACEMENT
“8 YEARS AND COUNTING”
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with the surgery itself but with the care surrounding 
surgery.  Currently, the surgery rarely takes longer 
than one hour.  An additional improvement during 
surgery is the use of the Radlink navigation system 
for the past year.  Radlink is a computer system 
that uses the X-rays to improve accuracy of the hip 
implants.  This system has allowed for much more 
consistent and proper positioning of the implants.  
This is commonly believed to increase the life span of 
the implants and decrease the chance of dislocation 
after surgery.

Patients used to stay 3-4 days after surgery, but now 
rarely stay longer than one night.  Occasionally, 
patients go home the same day.  Because patients 
are so mobile after surgery, aspirin can be used to 
reduce the risk of blood clots after surgery (which 
is a risk after surgery with any joint replacement) 
and this eliminates the need for daily injections of 
blood thinner or taking coumadin (a blood thinner).   
Because most patients do not have significant pain, 
the use of strong pain killers like narcotics, which can 
cause nausea and constipation, is reduced.   St. Mary’s 
Medical Center has a dedicated Joint Replacement 
Center which has also optimized patient care and 
most patients and families report a great experience.

I look forward to continuing to perform Anterior Hip 
Replacements and assisting my patients to improve 
their quality of life.  Nothing makes my job more 
rewarding than a hug and a thank you for giving a 
patient their “life back.”  Anterior hip replacement 

is most commonly done for life altering hip arthritis.  
Anterior hip replacement can be performed on 
patients of all body types and bone structure.  The 
only patients that are usually not candidates for 
anterior hip replacements are ones that had previous 
surgery and have plates and screws on the back side of 
the hip.  Patients often come to me having been told 
they were not candidates for the anterior approach 
but in fact they are great candidates.

 

If you or a family member are 

considering a hip replacement or 

have questions please call:

Scott Orthopedic Center at 

304-525-6905 or the Joint 

Replacement Center at St. Mary’s 

at 304-526-1311.

Radlink Navigation System

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

(304) 528-4600 
www.himgwv.com
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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
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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.  He earned a Bachelor of 
Science in athletic training from Marshall University and a Master of Science in physician assistant 
studies from Philadelphia University.  Justin completed a clinical clerkship in joint replacement and 
orthedic trauma at Rothman Institute in Atlantic City, NJ, as well a clerkship in pediatric orthopedics 
at Children’s Hospital of Philadelphia.  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

Michael is a nationally certified physician assistant specializing in orthopedics. He earned his Bachelor 
of Science with emphasis in biology from Marshall University, his Bachelor of Science in physician 
assistant studies from the College of West Virginia and his Master of Science in physician assistant 
studies from Touro College of Health Sciences.  Michael has been practicing as a physician assistant 
since 2002 with experience as a first assist in total joint replacements and arthroscopic surgery as well 
as managing patients in both inpatient and outpatient settings since 2012.  Michael is a member of the 
American Academy of Physician Assistants and Ohio Association of Physician Assistants.

MICHAEL D. GRIMES, MPAS, PA-C

PHYSICIAN ASSISTANTS AND RNFA

SCOT T
ORTHOPEDIC 

CENTER

2828 First Avenue, Suite 400
Huntington, WV 25702

www.scottorthopedic.com
304.525.8905
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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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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. Customization in the knee has 
encouraged the growth of customization in the Total 
hip replacement. 

ROBOTIC PARTIAL / TOTAL KNEE REPLACEMENT  
Blue Belt Technology / Makoplasty

This leading edge technology shows great promise for 
improving the results in knee replacement. Partial 
knee replacement is gaining popularity with patients 
and surgeons as well. So there has been great interest 
to modify and improve the technology. Robotics have 
been used to increase the skill and accuracy of the 
implant placement and reduce the amount of bone 
removed for the procedure. This procedure is more of a 
resurfacing than the replacement. Traditional partial 
knee uses several jigs to make cuts in to the femur 
(thigh bone ) and tibia (leg bone). Putting this jigs 
in a small incision sometimes becomes challenging 
and may compromise the accuracy. Another major 
advantage of this robotic Navio technique is it gives 
the surgeon ability of balancing the soft tissue, which 
is equally important in producing the good result. 

When we talk about knee joint arthritis, patients gets 
the perception it is just one joint. Not many realize 
that there are three sub joints. The presentation of 
this condition may be one sub joint or all the three. 
Single compartment osteoarthritis can happen in 
large group of patient population about 35% of all 
the patients having knee arthritis but invariably end 

up getting TKR. So it makes only sense to attack and 
treat that one compartment instead of sacrificing all 
the three compartments. Just having to treat one joint 
makes the knee more natural unlike the artificial 
knee feeling of a traditional knee. Precondition for 
this procedure is the ACL /PCL has to be intact.

The other system like Makoplasty requires CT scan 
to feed the computer so that it can map out the knee. 
But this breakthrough NAVIO technology patient 
receives the benefits of robotic guidance without the 
hassle, cost and radiation exposure of CT scan.  This 
technology has a computer platform, which helps the 
surgeon produce a real time registration of the knee 
landscape. The computer continuously interacts with 
the antennas’ on the knee. Thus giving information 
where the bones are in three dimensions at all times. 
Once the surgeon installs this information into the 
computer the robot comes alive. The 3D image of the 
knee gets depicted on the screen in real time. If the 
surgeon moves the knee on the table, the image on 
the screen moves as well. 

The next step is to plan the surgery on the computer 
screen of how much bone needs to taken, sizing of 
the knee components. Placement, the angle and 
the soft tissue balancing. The computer gives the 
recommendation as per the input of the surgeon. 
The surgeon can evaluate it and has full control of 
changing the equation as needed. This fascinating 
technology gives surgeon the proverbial crystal ball 
how the knee replacement would look and behave 
when the surgery is done with the given plan. If the 
surgeon does not like the end-result he has ability to 
tweak it to his satisfaction even before the cuts are 
made. This is unthinkable in the traditional partial 
knee replacement, as cuts already committed and 
would be big deal to change it. 

Once the plan is locked in, the computer pours in all 
the information into the hand held sculpting device. 
This device will assist the surgeon in making precise 
resurfacing cuts. No cutting jigs or the surgical 
saw is needed. The device is so precise if the burr 

LEADING EDGE TECHNOLOGY 
IN TREATING HIP AND KNEE 
REPLACEMENTS
ROBOTIC KNEE, CUSTOM KNEES

Vivek Neginhal, MD
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strays from the prejudged plan even by a millimeter 
it stops working, burr retracts into the sheath like 
a turtlehead at phenomenal reaction time of 100 
milliseconds!!  The surgeon has to look at the monitor 

to do the surgery, as 
knee is underwater 
covered with saline. 
This almost looks like 
a scene out of sci-fi 
movie but it has come 
to be present day 
realty!

Several patients have 
taken advantage of 
this procedure since 
Ocotber 2016. It’s a 
proud addition to the 
St. Marys Regional 
joint center as very 
few centers around 
the country offer this 
advanced surgery. 

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 lose 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. 

There are attempts being made to take this technology 
and adapt it to Robotic Total knee replacement. St. 
Mary’s joint center was chosen as one of the first 
Center in the country to adapt this technology.

Advantages of Robotic Partial/Total knee 
replacements:

 − No need of CT scan so less radiation

 − Smaller incision, less scarring

 − Customized cuts tailored to individual patients.

 − Less Pain even compared to Traditional partial 
knee replacement obviously far less pain than TKR

 − Ideal for Pain sensitive patient who cannot stand 
the rigor of TKR

 − Knee feels more normal, as it spares all the 
ligaments

 − Quicker and superior recovery at Rehab

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 
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 let patients get back to their  routine 
quicker and also go on to maintain a active 
life style.

This new generation knee was introduced at St. 
Mary’s Hospital Joint Center in 2014. Since then 
more than 350 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 
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this fascinating technology.  Patients as far as North 
Carolina/Florida 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. 

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. 

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. The latest advances in the 

hip replacement is to customize cutting jigs for more 
accuracy. This helps in preventing dislocations and 
limb length discrepancies even further.

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 patients, which in turn lead to higher satisfaction 
rates and better results!

Our goal as Surgeons at Scott Orthopedic Center 
and 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 offering these 
surgeries. Patients 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 ✓

MOBILITY  IS
ESSENCE OF LIFE !!

So don’t stop moving!
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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

With four locations to better serve you:

Our Outpatient Rehabilitation 
Services team provides:

Physical therapy • Occupational therapy
Speech and language pathology services

Rehabilitation services 
Industrial rehabilitation services

Pelvic health services
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ANATOMY 

Your shoulder is made up 
of three bones: your upper 
arm bone (humerus), your 
shoulder blade (scapula), and 
your collarbone (clavicle). 
The shoulder is a ball-and-
socket joint: The ball, or 
head, of your upper arm bone 
fits into a shallow socket in 
your shoulder blade.

Your arm is kept in your shoulder socket by your 
rotator cuff. The rotator cuff is a network of four 
muscles that come together as tendons to form a 
covering around the head of the humerus. The rotator 
cuff attaches the humerus to the shoulder blade and 
helps to lift and rotate your arm.

There is a lubricating sac called a bursa between the 
rotator cuff and the bone on top of your shoulder 
(acromion). The bursa allows the rotator cuff tendons 
to glide freely when you move your arm. When the 
rotator cuff tendons are injured or damaged, this 
bursa can also become inflamed and painful.

WHAT IS IT?

When one or more of the rotator cuff tendons is torn, 
the tendon no longer fully attaches to the head of 
the humerus. Most tears occur in the supraspinatus 
muscle and tendon, but other parts of the rotator cuff 
may also be involved. 
In many cases, torn tendons begin by fraying. As the 
damage progresses, the tendon can completely tear, 
sometimes with lifting a heavy object. 

There Are Different Types Of Tears:

 − Partial Tear. This type of tear damages the 
soft tissue, but does not completely sever it. 

 − Full-Thickness Tear. This type of tear is also 
called a complete tear. It splits the soft tissue 
into two pieces. In many cases, tendons tear off 
where they attach to the head of the humerus. 
With a full-thickness tear, there is basically a 
hole in the tendon. 

CAUSE 

There are two main causes of rotator cuff tears: injury 
and degeneration.

Acute Tear

If you fall down on your outstretched arm or lift 
something too heavy with a jerking motion, you can 
tear your rotator cuff. This type of tear can occur with 
other shoulder injuries, such as a broken collarbone 
or dislocated shoulder. 

Degenerative Tear

Most tears are the result of a wearing down of 
the tendon that occurs slowly over time. This 
degeneration naturally occurs as we age. Rotator 
cuff tears are more common in the dominant arm. 
If you have a degenerative tear in one shoulder, there 

ROTATOR CUFF TEAR
DISEASE TREATMENT: 
NONOPERATIVE VS REPAIR VS JOINT REPLACEMENT

Luis Bolano, MD

Therapy/Non-Operative

Arthroscopic Surgical Treatment

Reverse Total Replacement



is a greater risk for a rotator cuff tear in the opposite 
shoulder -even if you have no pain in that shoulder. 
Several factors contribute to degenerative, or chronic, 
rotator cuff tears.

 − Repetitive stress. Repeating the same 
shoulder motions again and again can stress 
your rotator cuff muscles and tendons. Baseball, 
tennis, rowing, and weightlifting are examples 
of sports activities that can put you at risk for 
overuse tears. Many jobs and routine chores can 
cause overuse tears, as well. 

 − Lack of blood supply. As we get older, the 
blood supply in our rotator cuff tendons lessens. 
Without a good blood supply, the body’s natural 
ability to repair tendon damage is impaired. This 
can ultimately lead to a tendon tear. 

 − Bone spurs. As we age, bone spurs (bone 
overgrowth) often develop on the underside 
of the acromion bone. When we lift our arms, 
the spurs rub on the rotator cuff tendon. This 
condition is called shoulder impingement, and 
over time will weaken the tendon and make it 
more likely to tear. 

NON OPERATIVE TREATMENT

The initial treatment of almost all rotator cuff tears 
involves a concerted physical therapy program with 
possibly the  addition of a steroid injection in order to 
decrease the pain and allow satisfactory participation 
in a therapy program. This can be very successful even 
with significant tears. Complete tears will not heal 
with therapy but the symptoms can be eliminated 
and allow patients to return to a satisfactory level of 
function despite the recognized tear.

When Rotator Cuff Surgery Is Recommended 

Your doctor may recommend surgery for a torn 
rotator cuff if your pain does not improve with 
nonsurgical methods. Continued pain is the main 
indication for surgery. If you are very active and use 
your arms for overhead work or sports, your doctor 
may also suggest surgery.

Other Signs That Surgery May Be A Good Option 
For You Include:

 − Your symptoms have lasted 6 to 12 months

 − You have a large tear (more than 3 cm)

 − You have significant weakness and loss of 
function in your shoulder

 − Your tear was caused by a recent, acute injury

There are a few options for repairing rotator cuff tears. 
Advancements in surgical techniques for rotator cuff 
repair include less invasive procedures. While each 
of the methods available has its own advantages and 
disadvantages, all have the same goal: getting the 
tendon to heal. 

Many surgical repairs can be done on an outpatient 
basis and do not require you to stay overnight in 
the hospital. Your orthopaedic surgeon will discuss 
with you the best procedure to meet your individual 
health needs.

You may have other shoulder problems in addition to 
a rotator cuff tear, such as osteoarthritis, bone spurs, 
or other soft tissue tears. During the operation, your 
surgeon may be able to take care of these problems, 
as well.

ARTHROSCOPIC REPAIR

This is the current least invasive technique for treating 
Rotator cuff disease. During arthroscopy, your 
surgeon inserts a small camera, called an arthroscope, 
into your shoulder joint. The camera displays pictures 
on a television screen, and your surgeon uses these 
images to guide miniature surgical instruments.

Because the arthroscope and surgical instruments are 
thin, your surgeon can use very small incisions (cuts), 
rather than the larger incision needed for standard, 
open surgery.

All-arthroscopic repair is usually an outpatient 
procedure and is the least invasive method to repair 
a torn rotator cuff.

REHABILITATION

Rehabilitation plays a vital role in getting you back 
to your daily activities. A physical therapy program 
will help you regain shoulder strength and motion. 
The therapy program varies between individuals and 
is dependent on the size of the tear and the reliability, 
and stability of the repair. Generally there is a short 
period of immobilization followed by a passive 
exercise program, progressing to an active program 
over a period of 8-12 weeks.

OUTCOME 

The majority of patients report improved shoulder 
strength and less pain after surgery for a torn rotator cuff.

Each surgical repair technique (open, mini-open, 
and arthroscopic) has similar results in terms of 
pain relief, improvement in strength and function, 
and patient satisfaction. Surgeon expertise is more 
important in achieving satisfactory results than the 
choice of technique.

Factors that can decrease the likelihood of a 
satisfactory result include:

 − Poor tendon/tissue quality

 − Large or massive tears

 − Poor patient compliance with rehabilitation 
and restrictions after surgery

 − Patient age (older than 65 years)
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 − Smoking and use of other nicotine products

 − Workers’ compensation claims

COMPLICATIONS 

After rotator cuff surgery, a small percentage of 
patients experience complications. In addition to 
the risks of surgery in general, such as blood loss 
or problems related to anesthesia, complications of 
rotator cuff surgery may include: 

 − Nerve injury. This typically involves the nerve 
that activates your shoulder muscle (deltoid). 

 − Infection. Patients are given antibiotics during 
the procedure to lessen the risk for infection. If 
an infection develops, an additional surgery or 
prolonged antibiotic treatment may be needed. 

 − Deltoid detachment. During an open repair, 
this shoulder muscle is detached to provide 
better access to the rotator cuff. It is stitched 
back into place at the end of the procedure. It is 
very important to protect this area after surgery 
and during rehabilitation to allow it to heal. 

 − Stiffness. Early rehabilitation lessens the 
likelihood of permanent stiffness or loss of 
motion. Most of the time, stiffness will improve 
with more aggressive therapy and exercise. 

 − Tendon re-tear. There is a chance for re-tear 
following all types of repairs. The larger the 
tear, the higher the risk of re-tear. Patients who 
re-tear their tendons usually do not have greater 
pain or decreased shoulder function. Repeat 
surgery is

Future developments in the treatment of rotator 
cuff disease include newer arthroscopic surgical 
techniques. These allow more secure repairs that may 
improve the rate of tendon healing. 

WHAT IF TENDON CAN’T BE REPAIRED?

The management of patients with irreparable rotator 
cuff tears without the presence of arthritis remains a 
challenge for orthopaedic surgeons. Initial treatment 
can and usually involves a therapy program with the 
goal of developing a well compensated rotator cuff 
deficient shoulder. This essentially means that the 
remaining functional 

musculature  is rehabilitated such that the shoulder 
is rebalanced , producing weak but satisfactory 
function for activities of daily living . If it is 
determined that surgery is the only option because of 
pain and disability then an arthroscopic evaluation 
can sometimes help determine repairability. There 
are some reliable signs on exam and radiographs 
that predict that a repair will not be possible or will 
likely fail. This requires some level of experience with 

shoulder surgery and is best determined by your 
shoulder  specialist.

REVERSE TOTAL SHOULDER ARTHROPLASTY (RTSA)

The decision that a tear is not repairable, with 
continued disability and possibly arthritis may 
lead your physician to recommend a Reverse Total 
Shoulder Arthroplasty. This is generally occurs and 
is reserved for patients  about 60 years and older 
who have failed all other treatments or are deemed 
poor candidates for a reliable rotator cuff repair  or 
arthroscopic debridement without repair.
There are some unusual indications in a younger age 
group. This implant is called a reverse because the 
ball and socket are reversed in the construct of the 
implant. this allows the deltoid muscle to do the work 
of the absent rotator cuff , allowing for elevation of 
the arm. 

A RTSA resurfaces the glenohumeral joint to treat 
arthritis, and also restores deltoid tension, allowing 
elevation of the arm. RTSA has given patients an 
alternative that solves a previously unreconstructable 
problem in shoulder surgery. The results can sometimes 
be dramatic in terms of functional improvement and 
the current experience has been very favorable in 
patients with irreparable rotator cuff tears with and 
without arthritis. The selection of patients for RTSA 
requires careful evaluation , patient counseling and 
exhausting all other predictable treatment options.

The RTSA effectively relieves symptoms and 
restores function for patients with arthritis  and 
irreparable rotator cuff tears  Although the RTSA 
has improved treatment options for various 
problems associated with the rotator cuff, its use 
is not without problems. Complication rates have 
been reported from 10% to 47%.

Although RTSA has revolutionized treatment of 
the rotator cuff deficient shoulder, its use must be 
tempered toward the appropriate patient. With 
proper patient selection however, the function can be 
excellent and life changing for the patient.
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Our bones are alive. We might not think of them that 
way—but to keep themselves strong and usable, our 
bones are always changing.

“Bone is living, growing tissue,” says Dr. Joan 
McGowan, a scientist at NIH. “It’s constantly breaking 
down and building up. It keeps refreshing itself.”

But as you get older, your bones may be at increased 
risk for osteoporosis (oss-tee-oh-pore-OH-sis), when 
the bones become weak, fragile and more likely to 
break. And once they break, they take longer to heal. 
This can be both painful and expensive. 

Current estimates suggest that around 10 million 
people in the U.S. have osteoporosis, and 34 million 
more have low bone mass, which places them at 
increased risk.

Osteoporosis is a “silent” disease. You may not 
realize you have it until a sudden strain, twist or fall 
causes a broken bone (also called a “fracture”). With 
osteoporosis, even a minor tumble can be serious, 
requiring surgery and hospitalization.

If you have osteoporosis, you can get a broken bone 
even though you haven’t fallen—by shoveling snow, 
for example. A spinal fracture, a break in one of 
the small bones in your back, may be subtle and go 
unnoticed. Or it may cause back pain, which you 
shouldn’t ignore. 

“A large part of osteoporosis and fracture risk is 
inherited,” says McGowan. “If close relatives have 
suffered a fracture in their later years, this may be 
a clue to think carefully about your own risk. But 
diet and physical activity are major ways to build and 
maintain the best possible skeleton.”

NIH-funded research shows that childhood is the 
best time to build up bone tissue. Most bone is built 
by age 18 in girls and 20 in boys.

KEEPING 
BONES 
STRONG & 
HEALTHY
LET’S TALK ABOUT 
OSTEOPOROSIS

Osteoporosis is a “silent” 
disease. You may not 
realize you have it until 
a sudden strain, twist or 
fall causes a broken bone 
(also called a “fracture”).

30 | Scott Orthopedic Center



Volume 6 - 2017 | 31

Start with a well-balanced diet rich in calcium 
and vitamin D. Most of our bone is made of a 
rigid protein framework. Calcium (a mineral) adds 
strength and hardens that framework. Vitamin D 
helps the intestine absorb calcium.

Calcium is found in many foods, but the most 
common source for Americans is milk and other 
dairy products.

One 8-ounce glass of milk provides about one-third 
of the recommended intake for younger children 
and about one-fourth of the recommended intake 
for teens.

Your body makes vitamin D in the skin when you’re 
out in the sun. Some people get all they need from 
sunlight, but others need to take vitamin D pills. 
Talk to your doctor to find out how much calcium 
and vitamin D you should get each day. 

Physical activity is also important for building bone. 
The more work bones do, the stronger they get. That’s 
why it’s so important for kids to run and play. 

“There is good evidence,” says McGowan, “that you 
can build the best skeleton by doing physical activity 
in childhood: jumping rope, playing basketball and 
running around. The trend now—of not having 
physical education in school and playing computer 
games instead of tag—may be a serious threat to 
bone health.”

But no matter what your age, McGowan says, “It’s 
never too late to promote bone health.” Increase your 
load-bearing exercise, like walking, and make good 
food choices, rich in calcium and vitamin D.

Unfortunately, some factors are beyond your control. 
Women are more likely to have osteoporosis and 
related fractures, particularly Caucasian and Asian 
women. Osteoporosis becomes more common as you 
get older.  Low body weight can also increase your 
risk. And so can certain medications (such as steroids) 
and certain diseases and conditions (such as anorexia 
nervosa, rheumatoid arthritis, gastrointestinal 
diseases, thyroid disease and depression).    

“But even if you have osteoporosis, you can do things 
to prevent fractures,” McGowan says.

Talk to your doctor well before the age of 50 about 
your risk. One out of 2 women and 1 out of 4 men 
over age 50 will break a bone due to osteoporosis.

“We know that all women over the age of 65 should 
have a bone mineral density test,” McGowan says. 
The test uses a tiny amount of radiation to look 
at how dense your bones are. It isn’t painful, and 
there’s usually no need to undress. However, she says 

that researchers haven’t yet come up with universal 
recommendations about when you should get this 
test. That depends on your risk factors.

“We need to make sure that all involved in this 
disease—patients, physicians and scientists—
maintain an awareness and progress in combating it,” 
says NIH-funded scientist Dr. Sundeep Khosla of the 
Mayo Clinic.

So ask your doctor about osteoporosis. And don’t 
forget to mention the medications you’re taking that 
might increase your risk.

Remember that osteoporosis remains silent—until 
there’s a fracture. “A big red flag is when a person 
over age 50 has a fracture of any kind,” McGowan 
says. “Doctors should follow up.”

If you do have osteoporosis, medications can help. 
Khosla has spent 20 years studying the basic biology 
of bone. He and his team have discovered how bone 
reacts to changes in levels of estrogen, an important 
female hormone. “We now understand how estrogen 
may be working on the bone,” Khosla says. 

Partly as a result of NIH-funded discoveries like 
this, there are now several drugs that can block the 
breakdown of bone. Some are already available, and 
some are on their way to being approved for patient use.

“What’s needed is a new class of drugs that work by 
building bone back up,” Khosla says. “There’s hope 
for real reversal in osteoporosis in the foreseeable 
future.” 

Your bones are so important. They support you and 
allow you to move. They protect your heart, lungs 
and brain from injury. They’re a storehouse for vital 
minerals you need to live. Your bones take care of you 
in so many ways. Learn to take care of them.

A
rt

ic
le

 S
ou

rc
e:

  N
at

io
na

l I
ns

tit
ut

e 
of

 H
ea

lth

BONE HEALTH TIPS 

Research shows that there are several ways to 
take care of your bone health:

 − Get enough calcium and vitamin D in 
your diet at every age.

 − Be physically active.

 − Reduce hazards in your home that 
could increase your risk of falling.

 − Talk with your doctor about medicines 
you are taking that could increase your 
risk for osteoporosis.

 − If you are over 50 and break a bone, ask 
your doctor to screen you for osteoporosis.
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If you know something’s bad for you, why can’t you 
just stop? About 70% of smokers say they would 
like to quit. Drug and alcohol abusers struggle to 
give up addictions that hurt their bodies and tear 
apart families and friendships. And many of us have 
unhealthy excess weight that we could lose if only we 
would eat right and exercise more. So why don’t we 
do it?

NIH-funded scientists have been searching for 
answers. They’ve studied what happens in our brains 
as habits form. They’ve found clues to why bad habits, 
once established, are so difficult to kick. And they’re 
developing strategies to help us make the changes 
we’d like to make.

“Habits play an important role in our health,” 
says Dr. Nora Volkow, director of NIH’s National 
Institute on Drug Abuse. “Understanding the biology 
of how we develop routines that may be harmful to 
us, and how to break those routines and embrace new 
ones, could help us change our lifestyles and adopt 
healthier behaviors.”

Habits can arise through repetition. They are a normal 
part of life, and are often helpful. “We wake up every 
morning, shower, comb our hair or brush our teeth 
without being aware of it,” Volkow says. We can drive 
along familiar routes on mental auto-pilot without 
really thinking about the directions. “When behaviors 
become automatic, it gives us an advantage, because 
the brain does not have to use conscious thought to 
perform the activity,” Volkow says. This frees up our 
brains to focus on different things.

Habits can also develop when good or enjoyable events 
trigger the brain’s “reward” centers. This can set up 
potentially harmful routines, such as overeating, 
smoking, drug or alcohol abuse, gambling and even 
compulsive use of computers and social media.

“The general machinery by which we build both 
kinds of habits are the same, whether it’s a habit for 
overeating or a habit for getting to work without 
really thinking about the details,” says Dr. Russell 
Poldrack, a neurobiologist at the University of Texas 
at Austin. Both types of habits are based on the same 
types of brain mechanisms.

BREAKING 
BAD HABITS
WHY IT’S SO HARD 
TO CHANGE

Habits can also 
develop when good 
or enjoyable events 

trigger the brain’s 
“reward” centers.
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“But there’s one important difference,” Poldrack 
says. And this difference makes the pleasure-based 
habits so much harder to break. Enjoyable behaviors 
can prompt your brain to release a chemical called 
dopamine.

“If you do something over and over, and dopamine 
is there when you’re doing it, that strengthens the 
habit even more. When you’re not doing those 
things, dopamine creates the craving to do it again,” 
Poldrack says. “This explains why some people crave 
drugs, even if the drug no longer makes them feel 
particularly good once they take it.”

In a sense, then, parts of our brains are working 
against us when we try to overcome bad habits. 
“These routines can become hardwired in our brains,” 
Volkow says. And the brain’s reward centers keep us 
craving the things we’re trying so hard to resist.

The good news is, humans are not simply creatures of 
habit. We have many more brain regions to help us 
do what’s best for our health.

“Humans are much better than any other animal at 
changing and orienting our behavior toward long-term 
goals, or long-term benefits,” says Dr. Roy Baumeister, 
a psychologist at Florida State University. His studies 
on decision-making and willpower have led him to 
conclude that “self-control is like a muscle. Once you’ve 
exerted some self-control, like a muscle it gets tired.”

After successfully resisting a temptation, Baumeister’s 
research shows, willpower can be temporarily 
drained, which can make it harder to stand firm the 
next time around. In recent years, though, he’s found 
evidence that regularly practicing different types of 
self-control—such as sitting up straight or keeping a 
food diary—can strengthen your resolve.

“We’ve found that you can improve your self-control 
by doing exercises over time,” Baumeister says. “Any 
regular act of self-control will gradually exercise your 
‘muscle’ and make you stronger.”

Volkow notes that there’s no single effective way to 
break bad habits. “It’s not one size fits all,” she says.

One approach is to focus on becoming more aware 
of your unhealthy habits. Then develop strategies to 
counteract them. For example, habits can be linked 
in our minds to certain places and activities. You 
could develop a plan, say, to avoid walking down 
the hall where there’s a candy machine. Resolve to 
avoid going places where you’ve usually smoked. Stay 
away from friends and situations linked to problem 
drinking or drug use.

Another helpful technique is to visualize yourself in 
a tempting situation. “Mentally practice the good 

behavior over the bad,” Poldrack says. “If you’ll be at 
a party and want to eat vegetables instead of fattening 
foods, then mentally visualize yourself doing that. 
It’s not guaranteed to work, but it certainly can help.”

One way to kick bad habits is to actively replace 
unhealthy routines with new, healthy ones. Some 
people find they can replace a bad habit, even drug 
addiction, with another behavior, like exercising. 
“It doesn’t work for everyone,” Volkow says. “But 
certain groups of patients who have a history of 
serious addictions can engage in certain behaviors 
that are ritualistic and in a way compulsive—such as 
marathon running—and it helps them stay away from 
drugs. These alternative behaviors can counteract the 
urges to repeat a behavior to take a drug.”

Another thing that makes habits especially hard to 
break is that replacing a first-learned habit with a 
new one doesn’t erase the original behavior. Rather, 
both remain in your brain. But you can take steps to 
strengthen the new one and suppress the original one. 
In ongoing research, Poldrack and his colleagues are 
using brain imaging to study the differences between 
first-learned and later-learned behaviors. “We’d like 
to find a way to train people to improve their ability 
to maintain these behavioral changes,” Poldrack says.

Some NIH-funded research is exploring whether certain 
medications can help to disrupt hard-wired automatic 
behaviors in the brain and make it easier to form new 
memories and behaviors. Other scientific teams are 
searching for genes that might allow some people to 
easily form and others to readily suppress habits.

Bad habits may be hard to change, but it can be done. 
Enlist the help of friends, co-workers and family for 
some extra support.

Avoid tempting situations. If you always stop for 
a donut on your way to work, try a different route. 
Keep fatty foods, cigarettes, alcohol and other 
tempting items out of your home.

Replace unhealthy behaviors with healthy ones. 
Try exercise, a favorite hobby or spending time with 
family.

Prepare mentally. If you can’t avoid a tempting 
situation, prepare yourself in advance. Think about 
how you want to handle it and mentally practice 
what you plan.

Enlist support. Ask friends, family and co-workers 
to support your efforts to change.

Reward yourself for small steps. Give yourself a 
healthy treat when you’ve achieved a small goal or 
milestone.

MAKING THE CHANGES
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