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Editorial

Well I am finally back. This certainly has been a memorable couple of months.

Just after New Years | fell out of my kayak in Florida and injured my right

shoulder.1di dn’ t t hi abkutthednjury rmiiallyh but when | got back and

tried to do Iist of ACL’s and couldn’t reach
across the river later that day and get a private MRI. When | brought the disc

home to look at it, even a knee surgeon could see the hole in the cuff. Now the

dilemma, should I get if fixed? | had a rant at the shoulder surgeons several

months previously about fixing patients who are 65 years old. | said that they all

failed because of poor tissue. Now | had to go back and ask them if they would

fix a small acute tear is someone who is a little less than 65 years old!!

| was taking advantage of all the pain control, block, cryocuff, Percocet!!



|l just couldn’t stay out of the gym.
The saga of the cuff tear. There really is no good time to do this and | am glad
that | got it over with sooner rather than later. | should have stayed in Florida for
3 months waiting for it to heal rather than continuing my usual hectic travel
schedule. The most unnerving aspect was the block and the catheter with the
pain pump. Yes, | had no pain overnight, but by morning was freaked out by the
complete dense block. You know all the usual things that can go through your
head, it has been a good career and maybe it is time to retire since my arm is
completely paralyzed! | pulled the catheter out in the morning, and gradually the
feeling came back. | had to go to a reception that evening to accept an award for
life time achievement from the Mayor of Ottawa, but forgot to take pain pills, so
only had wine for 4 hours. The next day we went to Florida where | could really
relax, and where | should have been in the first place.

Now at 6 weeks, | have just started some ROM and can get back to typing.

ACL Revision

This 38 year old male tore his ACL playing soccer, and underwent an ACL
reconstruction with a 4 bundle hamstring graft. The fixation proximal was with an
endobutton and distally with a cortical cancellous XtraLok Bioabsorbable screw.
At the time of the index operation, the MCL was plicated with sutures.
His rehab was uneventful and he returned to sports at 9 months. The KT side to

side difference was 4 mm with a negative pivot shift. He still has a minimal laxity
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of the MCL in flexion. He re-torn the graft one month later playing soccer. At that
time he had a positive Lachman and pivot shift, with 9 mm of side to side
difference on the manual max measured with the KT-1000. Why did the graft fail?
| think it was because of the residual MCL laxity.

Fig 1. The remnant of the previous hamstring graft.

Fig 2The laxity of the MCL as viewed in the medial compartment. (drive through
sign)



Fig 3. The posterior horn of the lateral meniscus was detached.

The ACL was reconstructed with a peroneus allograft (9 mm) and the MCL
reconstructed with a semitendinosus allograft. The ACL was fixed on the femoral
side with and endobutton and on the tibia with an XtraLok interference screw.
The semi-t allograft was fixed with a bioscrew in a tunnel at the epicondyle of the
femur. It was fixed distally in a tibial tunnel with an interference screw. The
posterior capsule was plicated to this strut of allograft. The posterior horn of the
lateral meniscus was sutured, using the spectrum suture hook and the sutures
were brought out a tibial tunnel. The MCL reconstruction eliminated both the
anteromedial rotation and valgus laxity that | think contributed to the failure of the
original hamstring reconstruction.

Another option for the MCL reconstruction when the existing tissue is very
deficient, is to use a small portion of the Achilles allograft. In this case of PCL
MCL reconstruction, the allograft was split into a small and big bone block and
soft tissue graft. The bone plug was fastened into a femoral tunnel at the
epicondyle and the soft tissue end was sutured with plication sutures along the
course of the MCL. Fig 1. The distal end was fixed in a tibial tunnel, just above

the pes, with a bioabsorbable screw.



Fig 4. MCL reconstruction with an Achilles allograft.

Measurement of the medial joint laxity arthroscopically.

Use the arthroscope probe with a 3 mm tip to measure the space between the

tibia and femur. In this loose medial compartment there is a least 9 mm of

distance between the tibia and femur.

One of the disadvantages of the hamstring graft harvest.
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Fig The excessive length of the harvest of the hamstring tendons.

In this situation at least 6-10 cm of unused tendon and muscle has been
harvested by the closed stripper. The old Linvatec stripper that cut the graft off at
22 cm is preferable. Anyone know where they keep old strippers? | think that
when we look back at ripping out the hamstring tendons to reconstruct the ACL

this will definitely look barbaric.

I f | had to do it all over again, |
Metcalf Arthroscopy Symposium Jan 2007
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WhenBobBurkas ked me to speak on this topic, Il s
Bob r epl i ethkeldelstatesmanaad should be imparting some of this

knowl edge to the younger members.”’

Well, where did this quote come from? Google supplied me with several
answers:

Al Gore in his defeat said:

"If | had to do it all over again, I'd just let it rip,” Gore said a year ago. "To hell
with the polls, the tactics and all the rest. | would have poured out my heart and
my vision for America's future." | guess that means he was always trying to fit the
mold, and be politically correct. Not like Michael Richards!!

Most of the responses from Google are about how they would raise their children
differently, do the divorce differently, or change their blog, If only we could TiVo
our life!

A study was done with retired people asking them what they would change with
their life, and the universal answer was to pursue more education. But, for most
of us, learning never stops. If it does we are done. | see this as an untoward
trend in Canadian orthopaedics. Many surgeons do not attend many meetings,
unless the drug or industry rep pays for them. They do not have to be competitive
as the patients line up in wait lists to have their mini-open rotator cuff repair.
There is no incentive to do new, difficult (PCL reconstructions) or revision cases

from a remunerative point of view, only from an academic view.

The topic is important enough to be addresse
day”. The essence is, “if you had one more <c
did wrong in |ife, would yesthereladidnsghipwith?” | n t h
his mother.

Is there any chance that we would change our relationship with one of our

surgical mentors?

There are a number of “secrets that | i ke t
1 Develop and maintain a passion for what you do.

1 Intelligence and clarity of thinking



Develop great communication: skills Listen, listen, listen.
Maintain high energy with a regular fithess program
Keep your ego in check

Maintain an inner peace

Capitalize on formative early life experiences

Have strong family lives: keep the same spouse

Have a positive attitude, and avoid negative people.

Focus on doing the right things right
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Don't hurt people on the way up, but pull them up with you

These are some of things that come to mind when | think of doing it over again:

1. Break my hip earlier in my career

2. Keep an open mind. Half of what | know today will be out of date in 20
year s. I just don’t know which half. When
published in the JBJS on the 5 in 1 operation. The author reported on his
20 cases, and the only evidence to do this was that he had done the
operation on Joe Namath, and he continued to play afterwards. The
operation was completely wrong for the ACL deficient knee. It was done
on the medial side, essentially fusing this compartment, and as we know
now, it is the lateral side that pivots.

3. Not done synthetic ligament reconstructions. The first version of Gore-Tex
came along at a time when we were doing open patellar tendon
reconstructions, and putting the patient in cast for 6 weeks. The
arthroscopic implantation of Gore-Tex with immediate post-op motion and
weight bearing was very appealing. It only took a few years to determine
that the good results only lasted a few years. However | still have about
half the patients who still have the graft and are happy. The next
generation of synthetics was the LARS graft. The appeal was that you
could do a double bundle PCL reconstruction arthroscopically. | did about

30 chronic with a 40% failure rate by 2 years. Synthetic grafts just do not



like to go around the corners of the bony tunnels. | was a slow learner and
once again was seduced by the minimal morbidity of the synthetics.

4. Recognize and treat post-op infection early. The delay by the use of oral
antibiotiessapdhbWweit goes” is not
possible post-op septic arthritis. | now have a very low tolerance to flush
out a knee that becomes hot, painful, and swollen in the immediate post-
operative period.

5. Listen, listen, listen. The patient is trying to tell you what the problem is.
An AAOS study showed that the average time that an orthopod interrupted
the interview was 14 seconds.

6. Do a complete examination. Knee pain can originate from the hip. One
occasionally sees a patient who only has knee pain, when the actual
cause of the knee pain was hip osteoarthritis. You frequently see
examples of neck pain causing arm pain.

7. We get into problems by missing the diagnosis on the clinical examination.
For example the a-p laxity of the knee most commonly is due to the ACL
injury, but may occasionally be due to the PCL. Make sure that you flex
the knee and do a PCL screening test. (palpate for the tibial step)

8. Failure of ACL reconstruction can be due to overlooked collateral laxity,
most commonly the posterolateral corner. Make sure that you flex the
knee to 90*, and examine for increased external rotation, i.e. the dial test,
and examine for laxity of the lateral collateral ligament.

9. We have known for some time that disc excision and spinal fusion are
probably not any better than conservative treatment for chronic low back
pain, but we keep operating! Is this because we have not paid enough
attention to the physical examination to detect the abnormal mechanics of
the spine?

10.Pay more attention to the alignment of the lower extremity. Some of the
difficulty with instability of the knee is due to the ligament laxity aggravated

by the mechanical malalignment

t

he

ar



11.The correct treatment for the patellofemoral malalignment can only be
determined by a proper physical examination, not by an MRI. The minor
degree of malalignment can be treated by proximal procedures. When
there is an inverted J sign, and more than 15* of Q angle with
chondromalacia, it is better to do a tibial tubercle osteotomy. If there is
trochlea dysplasia, then distal realignment or medial patellofemoral
ligament reconstruction is the best option. The osteotomy of the trochlea is
done in Europe, but is not popular in North America.

12.Ripping out the hamstring graft to reconstruct the ACL will look barbaric in
10-15 years. Right now it is just the least invasive of the autografts. The

picture above that shows the large amount of muscle that is stripped out

when the tendon is removed emphasi zes

knee flexion.
AAOS meeting in San Diego 2007
By Peter Bienkowski, MD., FRCSC Fellow in Arthroscopy and Sports Medicine

The 2007 meeting of the American Academy of Orthopedic Surgeons was
held in San Diego. This was the third Academy meeting | have attended, and the
first as a fellow. | focused my attention on practical orthopedic issues that may
help me with my soon-to-begin practice.

My strategy for DVT prophylaxis and pain management following joint
replacement surgery has definitely changed after this conference. | will be
awaiting the upcoming position statement from the Academy which is anticipated
to recommend aspirin and compression stockings for thrombosis prophylaxis
after hip and knee arthroplasty. | still need to be convinced about computer
navigation and two bundle ACL reconstruction.

The San Diego AAOS meeting was a great way to catch up with old
friends, exchange ideas with international colleagues, appreciate new orthopedic
innovations, and a good opportunity to wear shorts even though it was a little too

cold. See you in San Francisco.

DVT prophylaxis.
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The general consensus is that no one does prophylaxis for a routine scope.

Many people will use ASA for ACL reconstructions. In Germany every case has

prophylaxis as mandated by the government! It may well be that the

recommendation is the use of ASA both pre and post-operatively.

Infection prophylaxis.

The use of antibiotics for routine arthroscopy is still very individualized. Jack Bert

presented a study at the annual meeting of AANA that there was no benefit of

antibiotics for routine arthroscopy. It is always interesting to ask for a show of

hands of those that always use antibiotics for routine scopes. Usually about half

the audience will raise their hands. Then ask if they still have infections; the

answer is always yes.

There is no question that most surgeons will use antibiotics for ACL

reconstruction, or if there are any implants including sutures for meniscal repair.

Upcoming Meetings

1

AANA Annual Spring Meeting April 26-29, 2007

Marriott San Francisco, San Francisco, California. Contact www.aana.org

Masters Experience Course. May 18-20, 2007. Knee Ligament
Reconstruction. Contact AANA www.aana.org
ISAKOS Annual Meeting May 27-31, 2007 Florence lItaly
o Contact www.isakos.com
Esch Shoulder Course June 20 -23, 2007 La Jolla CA

o Contact www.shoulder.com

Canadian Orthopaedic Association Annual Meeting
0 June 1-3, 2007 Halifax NS

o Contact www.coa-aco.org

American Orthopaedic Society of Sports Medicine Annual Meeting
o0 July 12-15, 2007 Calgary Alberta Canada

o Contact www.aossm.org
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