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Diprgfos

BETAMETHASONE DIFROPIONATE 5 mg/ml | BETAMETHASONE SODIUM PHOSPHATE 2 mg/ml

Dual Confidence. Dual Action.

The following are excerpts from the Prescribing Information. Please refer to the full Prescribing
Information before prescribing Diprofos®.

Description: DIPROFOS® is a sterile aqueous suspension. Each ml contains 2 mag of betamethasone
sodium phosphate & 5 mg of betamethasone dipropionate. Inactive ingredients: sodium phosphate,
sodium chloride, disodium edatate, polysorbate 80, benzyl alcohol, methyl paraben, propyl paraben,
sodium carboxymethyl cellulose, polyethylens glycol, water for injection, Actions: DIFROFOS® is a
unique product, injectable preparation that produces potent anti-inflammatory, anti-rheumatic and
anti-allergic effects in conditions responsive to corticosteroids. Prompt therapeutic activity is achieved
by the soluble ester betamethasone sodium phosphate which is absorbed quickly. Sustained action is
provided by betamethasone dipropionate which is only slightly seluble and becomes a repository for
slow absorption, thereby controlling symptoms over a prolonged period. The small crystal size of
betamethasone dipropionate permits the use of a fine-gauge needle [up to 26 gauge) for intradermal
administration. Indications: Musculoskeletal and soft tissue conditions / allergic conditions / dermal
conditions / collagen diseases / neoplastic diseases and other conditions. (For detail see full package
insert). Contra-indications: DIPROFOS® is contra-indicated in patients with systemic fungal infections, in
those with sensitivity reactions to betamethasone or to other corticosteroids, or to any components of
this product. Adverse reactions: The physician should be alerted to the possibility of the various adverse
reactions which have been observed with the prolonged use of systemic corticosteroid. Warnings:
DIPROFOS® should not be administered intravenously or subcutaneously. Dosage and Administration:
Briefly, for systemic effects, treatment are initiated with 1 or 2 ml and repeated as necessary according
to clinical response, The dosage and frequency of administration will depend on severity of condition
and patient’s response. In severe patients, 2 ml might be required initially. For local effect dosage may
range between 0.25 ml and 2 ml, depending on the size of the joint or structure to be injected. Storage:
Store between 2 °C and 25 “C. Shake well before use.

MSD
Be well
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SIGN News, ETHIOPIA:

The second SIGN visit to Addis; by Dr. Lewis Zirkel (Founder +President) and
Jeanne Dillner (CEO) was one of the main events last year. Operated at BLH,
St. Paul and did experimental surgeries on sheep.

Dr Lewis selected four papers from Ethiopia to be
presented at SIGN annual conference in the USA-
Richland. Drs. Biruk, Anderson, Samuel and Robel
successfully made this trip.

Dr. Lewis demonstrating the Sheep Surgery in a VET-OR in Ad-
dis. SIGN has 4 lambs for this experiment.

Dr. Kebret Kebede and Dr. Robin Her-
lands of NSC ( Nevada State Colle-
gem USA) have organized the
first Total Joint Replacement Surgi-
cal campaign at Black Lion Hospital.
The team was composed of 11 other

Dr. Kebret Kebede

ACETABULAR
COMPONENT

FEMORAL
COMPOMNENT

Medical personnel including students.
BIOMET donated the instruments and
implants. Of about 800 patients list-
ed for the surgery, 15 were operated
during the 2 weeks campaign. Dr,
Birhane was the first patient to ben-
efit from TOTAL KNEE REPLACEMNT
jointly done by Drs Eric, Kebret and
Biruk. Members of the society were
observing and attending the proce-
dure. Kebret and Herlands were hold-
ing several national mass media/press
releases.

Per their promise, we expect repeated
such visits from NSC and NSF. The
society encourages this effort and
thousands of disadvantaged patients
have to be operated in this country.

The first Total Joint Re-
placement campaign at
BLH

Dr. Kebret Kebede and Dr. Robin
Herlands of NSC ( Nevada State
Collegem USA) have organized the
first Total Joint Replacement Surgical
campaign at Black Lion Hospital.
The team was composed of 11
other Medical personnel including
students. BIOMET donated the
instruments and implants. Of about
800 patients listed for the surgery,
15 were operated during the 2 weeks
campaign. Dr, Birhane was the first
patient to benefit from TOTAL KNEE
REPLACEMNT jointly done by Drs
Eric, Kebret and Biruk. Members
of the society were observing and
attending the procedure. Kebret
and Herlands were holding several
national mass media/press releases.
Pertheir promise, we expectrepeated
such visits from NSC and NSF. The
society encourages this effort and
thousands of disadvantaged patients
have to be operated in this country.

Preparation of SPAN of
Orthopaedic Surgeon’s practice
in Ethiopia with Federal MOH and

FMHACA.

The Federal Minster of Health
approached ESOT to prepare the
span of an orthopaedic surgeon’s
practice. It is also known that the
Minstry is on the way to give all
accreditation services and rights to
the ethiopian Medical Association
andits Sister Societies. Based on this
two major CMEs were conducted
on accreditation and EMA is in the
future the main accrediting body of
medical doctors.

ESOT delegated Drs Elias and Biruk
to prepare the span of practice for
Ethiopian Orthopaedic Surgeon and
they have submitted the guidelint to
MOH/FMHACA. All sub-specialities
of Orthopaedics are included.
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CME on trauma and Wound care, Wound VAC

rauma & Wound Care CME ¢
(Open Fracture)

This was a very
“international” event,
first of its kind, jointly
organized by ESOT,
EMA, SIGN and AAU.

Dr. Lia Tadesse,
representing EMA has
‘ : ¥l addressed the CME
and ofﬁC|aIIy opened the meetmg All excutives of EMA
and EMA office staff were there. Total attendance as
reported by EMA was 85.

EMA is thanked for picking orthopaedic topic as CME
and this has to continue every year.

We thank Dr. Loch Trimmengham for his kind
contributions in buying wound VAC machines from US
and from Kim Jinko. Dr. Loch is our regular visitor and
mentor. Loch also brought Cynthia, Wound Specialist
with him. Stephane from the US, representing Stryker
was active in organizing the setup and the ‘mess”

the OR. She has tought the theatre Nurses and spent
several days to arranging the implants and sets we
have in both Orthopaedic ORs at BLH. She is expert
in inventory! Dr. Duane Anderson came all the way
from Soddo-Ethiopia (about 400Km) and shared his
experience on open fractur and wound care. Dr. Mike
Laurence from WOC-Uk has made valuable commens
at the CME. Orthopaedic Surgeons managed to come
from all over the country: Soddo, Mekele, Diredawa,
Asela, Wolliso.... Were there. Prof. Yeweynhareg, EMA
president was among th main speakers. Resident’s (
Samuel, Geletaw, Tadesse and Worku ) presentations

were super! Orthopedic department consultants Nurses
were also among the discussants. ESOT thanks the
sponsors and all involved!

Agenda of 1st National CME on Open Fracture and Wound Care

ORGANIZED BY EMA ESOT, AAU & SIGN: NOV. 17,2011
Venue: AAU, Black-lion Hospital, Or

Room 308

dics Building; Conf

Time

Activity

Presenter/Responsible

Remark

Overall coordenation & Managment

Dr. Biruk

08:00a.m08:30am

Registration

W/o Yemenashy

08:30a.m - 8:45 am

Opening/Key-note address

Dr. Lia

EMA/ESOT Executives

8:45am-9:45 am

Open fracture and principles of

management

Dr. Loch

Moderators: Dr. Mike &

Or. Woubalem

9:45 a.m-10.30a.m

Proposed protocol for open # care in

Ethiopia

Dr. Geletaw/Dr. Worku

10:30a.m-11:00 am

Tea/Coffee Break

11:00a.m-11:45a.m

General wound care

Cynthia

Moderators: Dr. Tezera &

Dr.Bahiru

11:45am-12:05p,m | Analgesics in trauma Dr.Tadesse Dr. Dereje.
12:05p.m-12:30p.m | Diabetic wound care Prof. Yeweyenhareg F. Dr. Fekadu T
12:30p.m-2:00 p,m | Lunch Break
2:00p.m-03:30p,m | Panel discussion on soft tissue [ UCSF/IGOT Flap course | Moderators: Drs. Anderson
coverage/flaps at(enfiaes (Biruk,  Elias, & Dr. Biruk
Dereie, Samuel)
Closing remarks Dr.Abiy Hiruye EMA Office
Group Picture
03:30p.m-04:00p.m | Tea/Coffee Break
03:30p.m-04:30 p,m | Demonstration of NPWT Dr.Loch & Cynthia Dr. YehyisF
machines (VAC) from SIGN & Kim
&Tour tofuture wound care
Clinic site in BLH
04:30 pm End of CME Ato Alehign & Ato Abraham | Group Picture
Notice NEXT WEEK , There will be sessions for Or
OrthopedicNurses
‘ FRACTURE CARE
i NTERNATIONAL

South African Orthopaedic Association (SAOA) International foot course.

This, first of its kind shall be conducted in Addis Ababa starting from November 30th 2012. Dr. Jim W. Harrison , Chairman of the
AO-SEC for Africa region has confirmed the shedule. Please see the shedule attached. Surgeons, Senior residents and Orthopaedic

OR Nurses all over from our country shall use this opportunity to get an advanced international training! Registration shall be
conducted at ESOT office.

The SAOA foot course shall be conducted in the first week of December 2012. Register at ESOT earlier!

The regular Non operative AO- courses were successfully conducted in Adama and Mekele cities.
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Grand Round:
Musculoskeletal

complications of Diabetes:

This was held at BLH togeather with
the department of Internal Medicine,
Endocrinlogy unit.

Many attended the grandround. Dr.
Loch, Prof. Yeweynhareg, Biruk,
Samuel and Tadesse presented.
Residnets from Internal Medicine
as well.

DVT protocol development:

With  the  departments  of

Rural Orthoapedic surgery outreach
campings with AMREF:

Dr. Florence Temu of Tanzaia is the new AMREF country director for
Ethiopia.-just arrived.

Deputy country director Dr. Awoke and our usual “Friend” Sr. Abeba
togeather with Dr. Biruk have prepared a warm welcome cermony
at Dr. Biruk's ofice. Biruk discussed how AMREF works with ESOT in
addressing surgial campings in the rural Ethiiopia. Our Society members
Especially Drs Fekadu, Yiheyis , Biruk, Selamu and Zegene are heavily
involved with AMREF in voluntering for rural surgical campings.

It is important to note that ESOT supports and welcomes AMREF's
outreach surgery activities to the Orthopaedic department at BLH in
funding Saturday surgeries doe to decrease waiting list and handle
open Tlractures in time. ESOT wants this to expand to other Hospitals
as well.

Haematology and Pharmacology,
we are developing a national
DVT prophylaxis guideline. It is
under publication and the unit
has started practicing this. Drugs
are now avaliable and listed in the
Natiopnal Essential drug list book
of Ethiopia.

PODOCONIOSIS and
the birth of NaPAN:

ESOT is one of the constituent
members of NaPAN ( National
Podoconiosis  Action Network).
NaPAN is a national consortum
aimed to eradicate podo in our life
time. Effective April 2012, NAPAN
is chaired by IOCC ( International
Orthodox Christian Charities) and
ESQOT is a vice Chair.

Weélcome D! Feady for COSECSA,

IMPLANTS TO BE LISTED ON ESSENTIAL DRUG LIST OF ETHIOPIA.

For the first time, in history of our country, Orthopaedic Implants and Instruments are prepared tobe listed in
the national Essential drug list book of FMHACA(DACA) March, this year. Pharmaceutical Fund and Supply Agency
(PFSA), TASH through its DTC ( Drug and Therapeutic Committee) worked with the Orthopaedic department in
preparing this basic list. Black lion Hospital preparedd its own comphresnsive drug, supplies, implant and equipment
list. Dr.Biruk presented the ortopaedic list prepared at a 2 day conference held in Churchil Hotel. The book is
finalized and will be submitted to MOH ( FMHACA) for publication-you can referr to the soft copy available!Basic
Implants and products from the smallest screw to Joint replacement sets are included to make importing and local
manifacturing easy. Drs Elias, Woubalem and Tezera helped in preparing the Orthopaedic implants list.

It is learned that H.E Dr. Tedros Adhanom, MOH; encourages and supports the development of a technology to
manifacture basic/common orthopaedic implants in our country and; Ato Yehulu Denekew, main excutive Director
of DACA ( FMHACA) supports and his office is ready to facilitate import of standard/certified ortopaedic implants
to Ethiopia .
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What happens across 8,500 beds P

and 54 hospitals, every day...

As AciEs lorermast intagratad baallheges prosidear, The Apollo Hospilals Group bhas prosvded cag 1o 19 mdlion patents frem
owver 55 countries. Tha Tendar Lawing Gare with Clinical Acumen at iba Apolo Centras of Excellence means that tha
100,000+ haart surgerias and e 7500+ 2oiid argan ransplants vee hava parformad Ll data hanes an axcaliant success
rate. This, al a fracticn of the cosl as compared Lo tha Westarn waorld.

While numbsers convay @ parl af tha slory, sach of aur 4,500 doctors, 10,000 nurses and para-madical slall comgleds tha
pocbure bry touchirg lvas, no matter which of iha 8,500 beds the patient occusies, avany

y Imarmant of avary dey.
Qur Centres of Excellance

P

T MO Acoredibed Hospitaks

100, 000 Heart Sumgenes 1D Liver Transpkaris Orvear 5 milion Hesalth Checles | Advanced Fadios ey &
Radiiheraay PEINomS - Maovaks Te & Cyberkrile Cuitin

-Ecke Orthopaddies & Snina Sorpdnias

D wind Babodic Surgany

@ Cr Jignesh R Sanghay 254 733 560 212 M jonazh_s@apolchospitals.com £ woerw.apoliohospitalz.com
Health care facilitator in Ethiopia : Mr. Sameson Negussie, Gell @ +251 $11431125, Email © clowdweb@ymell .com

Chermai

Hyier st by Dy Ahrmedabad Koilkata Bengaiuir
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7his 18 year-old girl is fen days out fiom a motorcycle crash and 1s beimng visited on grand rounds by the
residents. She broke botlh femurs and had both lixed with SIGN nails. She is walking and working on her
Kknee motion and will be discharged soon. Photo. Dr: Neil J. White

A Progressive Partnership - SIGN 1n Ethiopia

By Amanda

B uried in the Horn of Africa,
Ethiopia is a land rich in
history and natural beauty but
wracked with famine, war, and
poverty. Over 90 million reside
in the landlocked country and
the WHO reports that gross
national income per capita is
$220 compared to the United
States where GNI per capita is
$46,040. Like most countries
that SIGN works with, Ethiopia
faces an epidemic of road traffic
accidents. In 2006, over 2,000
people were killed in road traffic
accidents and in 2007, almost

25,000 road traffic related
injuries were reported, anumber
that has only continued to rise.
Black Lion Hospital, located in
Addis Abba, is one of only two
university hospitals in Ethiopia
and is the largest general public
hospital in the city. They have
been a SIGN program since 2009
and after garnering a reputation
for quality orthopaedic care,
have been inundated by a flood
of patients. Upon his arrival
at Black Lion Dr. Neil J. White
wrote in an email to SIGN, “The
head of ortho [Dr. Woubalem

Zewde] at Black Lion cried when
I delivered the implants. She
said they had been scrambling
for the last month and were
on the brink of ordering
cheap implants from China.”
An adequate supply of tools,
training, and implants can do
much more than just help the
patients that receive them. It
builds credibility and trust with
patients like this young woman
pictured above, who will in turn,
share their experience with
others in the community.
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NEWS & BRIEFS

/

GOOD ORTHOPAEDICS IS MORE
THAN [MPLANTS

()rthopaedic surgeons, like all
people, have problems whose solutions
are more dramatic than others. The
case of Mastwal Hailu, who had a
tumor excised and avoided amputation
by using allograft bone and SIGN nail,
(see sidebar) was a dramatic event
for all who participated. Treatment of
open fractures where the soft tissues
are penetrated leaving exposed bone
is not included among these dramatic
events. Surgery cannot be scheduled
for these patients as they arrive at
all hours of the day and night. Some
patients arrive shortly after injury and
some come days after injury. This

delay compromises treatment
results. Hospital facilities and
personnel must be prepared for |
all patients. '
Treatment of open fractures
involves prompt surgery and long
hours spent cleaning wounds to
decreaseinfectionandprovidethe
optimal environment for healing.
If infection cannot be controlled,
amputation of the extremity,
sepsis and death are distinct
possibilities. The treatment is a
long process involving multiple
debridements (removing dead

tology (IGOT) San Francisco conducts an

annual flap course for SIGN surgeons before

the SIGN conference
at the San Francisco General Hospital

[nstitute for Global Oﬂﬁopzed/b & Trauma-

By Dr. Lewis Zirkle

tissue from the wound). Patients may
need flaps which means transposing
tissue from one part of the body to
another.

SIGN and SIGN surgeons prepare to
treat open fractures by learning how
to do flaps, proper debridement and
stabilization using implants.

Hospitals must spend precious funds
to provide operating room and hospital
beds to treat open fractures. If the
fractures become infected, hospital
beds in isolation is the standard of
care.

Treating open fractures is difficult,
inconvenient and expensive. Patients

Dr: Woubalem and the stafl’s expressions demon-
strate their concern for a patient with complications
fiom an open fiacture

‘! with open fractures need advocates

to facilitate optimum treatment.
Orthopaedic surgeons and hospital
administrators must be special
people to recognize and provide

facilities and take time to treat
¥ open fractures. Dr.

Woubalem,
chief of orthopaedic surgery at
Black Lion Hospital in Addis Ababa,
Ethiopia, has worked to improve
care of open fractures. Her staff
and the administrators at Black Lion
recognize the need for available
operating rooms and personnel
that are prepared to treat open
fractures on a timely basis.

First Bone Transplant
in E<chiopia

At Black Lion Hospital, Jeanne met
a remarkable 25 year-old female
college student named Mastewal
Hailu. She had nearly lost her tibia
due to a rare malignant tumor called
Adamantinoma. Her father was able
to share her moving story about the
troubles they initially faced and then
of her extraordinary recovery.

When they first learned that her
tumor was cancerous, their friends
and family raised enough money for
them to travel to Norway to receive
treatment. They were nearly ready
to purchase the airline tickets when
they found out that their daughter
was not eligible to receive treatment
because she was not a Norwegian
citizen.

They only became more discouraged
when they learned that without
treatment the best course of action
was to amputate her leg — because
leaving the tumor in her body would
compromise her life. Her father’s
eyes filled with tears as he relived the
moment when Mastewal refused to
have her leg amputated. Their family,
friends, and congregation turned
to prayer, and asked every medical
professional they encountered for
alternative methods of treatment.

A year later they met Dr. Biruk from
Black Lion Hospital who consulted
with Dr. Erik Gocken, an orthopaedic
surgeon  stationed at CURE
international in Addis. They removed
the tumor from her tibia along
with 15cm of her tibia. Dr. Gocken
was able to get Ostetech to donate
allograft to replace the bone that
was removed and a SIGN nail held
the allograft in place while her bone
reformed, eventually allowing her to
walk again and return to school to
finish her degree.
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By Amanda Wang

D espite a low average annual income
per capita amid a turbulent history,
Ethiopia is slowly picking itself up and
beginning to thrive. The government has
promoted a growing export industry in
flowers and sesame seed production has
begun in response to demand from China.
However, poverty still blankets the vast
majority of the population that resides in
the countryside while traditional culture
clashes with forays toward modernity.
Black Lion Hospital in Addis Abba is a
quintessential example of a SIGN program
that has the training necessary for quality
care but often lacks the tools and implants
to meet the incredible demand pressing
down upon them. With the incidence of
road traffic accidents rising sharply, the
pervasive practice of initially consulting
a traditional bonesetter healer, or
“Wogesha,” as they are called in Ethiopia,
only serves to further complicate the
cases that orthopaedic surgeons at Black
Lion see.

This cycle persists because bonesetters
are often the closest means of treatment.
By the time something is clearly wrong
and patients present themselves at
hospitals like Black Lion, it is often
too late. However, some intervention
methods have been developed. A two-year
retrospective survey in southern Ethiopia
revealed that one-day instructional courses
for traditional healers had the potential
to reduce amputations of gangrenous
limbs by as much as 50%." Dr. Neil J.
White describes below one of the many
preventable cases.

“I was asked to see an 8 year old boy

today who fell and broke his elbow (type
III supracondylar) 10 days ago in Ambo.
A town about 125kms to the west of
Addis. I hesitate to even tell this story,
but I guess one is meant to blog what
is on their mind. He was treated by a
Wogesha (bonesetter). A tightly wrapped
bamboo splint was applied. The bone
was not reduced. Now, ten days later, the
limb is motionless, pulseless, cold and
turning black. I took clinical photos, but
I honestly don’t have the heart to attach
them (or look at them). It really brings me
down. Nothing to be done now. We take
our own awareness of health and wellness
for granted (even those of us that abuse
ourselves). We take our access to care
and to information for granted... If you
think a problem is simple - that is only
because you have the knowledge to solve
that problem.”

Timing is of the utmost importance when
it comes to treatment of injuries. Open
fractures must be cleansed and debrided
within 6-12 hours of injury as Dr. Zirkle
describes on page 2. Antibiotics also must
be given as soon as possible after injury.
Additionally, compartment syndrome
often results from fractures treated
by bonesetters because the splints are
applied so tightly. Compression of an
extremity will cause increased pressure in
the muscle compartments. This increased
pressure will kill the muscles and damage
the nerves if not relieved. The little boy
that Neil described had unfortunately
developed this condition. Neil writes,
“The young boy who was treated by
Wogesha with the tight bandage for his
elbow fracture underwent above the
elbow amputation. This is not a good
thing anywhere but I do believe it is a
worse situation in a developing country.”
With your generosity, Black Lion Hospital
can increase their capacity to treat more
patients. As news of successful outcomes
at Black Lion spreads throughout the
country, fewer patients will arrive with
delayed unions and infections because
they trust their care to Black Lion who
works in partnership with SIGN.

Graham Forward, MD, working
through Australian Doctors for Africa,
also recognized the need for operating

rooms to treat open fractures and is
providing funds to implement this.
Prompt treatment of open fractures
will alleviate the crowded emergency
rooms where these patients await

treatment. Patients will have less
disability and complications due to
prompt and appropriate treatment.
Neil White, MD, who just finished
his trauma fellowship in Edinburgh,
Scotland, is spending three months
in Africa assisting surgeons who treat
these difficult problems. His blog can
be read at www.signblog.org.

SIGN provides instruments, implants
and other equipment as well as training
related to treating open fractures as
well as the dramatic surgeries. We
salute the leaders mentioned and the
hundreds of SIGN surgeons dedicated

to proper treatment of patients
globally. This process of treatment
of open fractures is repeated in
all SIGN programs. We appreciate
donor support which facilitates this
treatment. Treating open fractures is
a global effort with many supporters.

AF X
N
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FProfessor Jorsten Jacobsern

Dear Professor Torsten Jacobsen;

On behalf of our Orthopedic Society
(ESQOT), I thank you for giving us your
time to conduct this valuable interview.
We all learned a lot from your
presentation on Haiti's catastrophe.
We know that you are involved in
handling mass causalities In Vietnam,
Irag, Haiti and other nations. Every
calamity should leave a lesson to the
remaining so that awareness and
preparedness increase.

In light of this, please kindly reply to
the questions outlines below. With our
kind permission, we are publishing this
on our yearbook and website so that
policy makers, consultants, residents
and first-time responders could use
it.

Tell us about your orthopedic
practice in short. We like to read your
past practice and experience.

I received my orthopedic training at
the University Of California Medical

Center in San Francisco. Subsequently
served three years with the U.S.
Armed Forces overseas. Did an AO/
ASIF fellowship training in Europe.
Functioned as clinical professor of
Orthopedics in the Netherlands for
four years before retuning to the U.S.
Functioned as an AO instructor at
various universities on the West Coast
while also in full time private practice
with heavy emphasis on trauma..
Acted as Chief of Orthopedics at one
of John Muirs medical facilities East of
San Francisco before focusing solely
on overseas projects for the past
5 years. My overseas work has also
included SIGN projects in South East
Asia, Uganda and of course in your
country: Addis Ababa, Gondar and
Mekele.

With mass causalities/

disasters, man-made and natural,
what trends have you observed so
far?
Regarding mass casualties/disasters
experienced, aside from military
conflicts, with out a doubt the recent
earthquake in Haiti with an estimated
400,000 deaths and well over 1
million serious injuries and 1 1/2
million homeless was the worse. The
trend over the past few years has
been more major natural disasters
due to climate instability, and growing
number of mega cities around the
world with concentrations of many
millions of people. I believe that, for
example, the capital of Brazil is now
up to 19 million!

When you were in Haiti to
help treat the victims of the shocking
earthquake that killed nearly half a
million, what have you personally
observed? How was the severity?
Because sometimes we do not
understand numbers, please tell us in
comparison to the deaths from atomic
bomb dropped over Japan, WW-I or
WW-II deaths.

Haiti represented the greatest number
of deaths and injuries occurring in

one day in recorded history. While the
total number of people killed with the
two atomic bombs dropped on Japan
in WW-II was approximately 250,000,
there were very few survivors and thus
patients, since those not vaporized by
the bombs soon died of irradiation
exposure or severe burns. Being
greeted on landing in Haiti with a
parking lot filled with people with day
old multiple severe soft tissue crush
injuries and compound, open fractures
is almost beyond comprehension.
Many required multiple extremity
amputations.

Please outline the basic
principles you follow in handling mass
causalities.

Regarding basic principles of handling
mass causalities, the very first
principle is preparation,preparation,
preparation That means doing drills in
advance.!!! In the U.S. each hospital
to maintain accreditation must do at
least one drill a year with mock patients
and coordination with first responders
i.e. fire departments, ambulance and
police etc.. Communication systems
must be tested, since in a real crisis
cell phone, telephones and other
forms of electronic communication can
not be relied upon. Short wave radios
may be needed. The military must be
integrated, since they often are the
only ones with enough emergency
equipment.

In addition an initial needs
assessment is essential. What are
residual resources? What hospitals
are functioning? What specialties and
supplies are still there? Wounds are
usually grossly contaminated and must
be left open. Severe crush injuries do
not lend themselves to decompression
(pressure monitoring devices are
very, very helpful esp since patients
sometimes can not communicate
at all) but require amputation most
often. Treatment rendered must often
be written directly on the patients
dressing, since there are no medical
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records initially. Initial surgery may
have to be definitive, i.e. not staged
procedures. Africa has few earthquake
faults, sothatcrushinjuries. Secondary
to building collapse might be less.

What is the importance of
centralized logistic command and
coordination during such times?
Centralized logistical command and
coordination will likely only occur early
enough, if there has been previous
drills and preparation. The situation in
Japan would have been much, much
worse, were it not for the fact that the
Japanese are the best prepared and
were it not for the huge tsunami wave
they would have done well. Each
hospital or Field unit must have one
person who is the General and each
surgical area likewise must have one
person calling the shots as to what
can and can not be done. Likewise
someone MUST coordinate the actions
of all NGOs etc that show up-some
simply to get International attention.

What orthopedic supplies are
important to put in the stock for such
incidences?

Regarding orthopedic supplies, In
Haiti we learned that we did not have
enough anesthesia, adequate power,
and adequate facilities for sterilization.
Complex internal fixation should be
avoided-though the cleanest hospitals
did well with SIGN nails, whereas just
about all external the fixation got

infected, though in children frequently
O.K. due to short term use. Cast
treatment is very difficult due to lack
of close follow up, contamination etc.
What is really helpful is to have wound

specialists on hand to deal with repeat
wound care and thus freeing up the

surgeons.
What do you advise our
orthopedic /trauma Society and

the leaders of the country involved
regarding the general preparedness
to handle a mass causality that
may happen anytime, anywhere to
anybody?

The best advice for preparation is

preparation. Drills must be done
to show all weak spots. Civilian
preparedness must be integrated

with the military whenever possible.
In Haiti we used the military ships,
transport, communications etc. The
military should not be given the
wrong mission, such as focusing on
security. In Iraq the single greatest
factor in decreasing the death rate to
10% (all previous wars at least 25%)
was due to rapidity of medical care.
The forward support emergency tents
could be set up in 6 min.! The combat
support hospitals with 284 beds and 6
O.Rs took only 24-48hrs!

Would you summarize the
important lessons we have to lean
from Haiti's case?
Lessons from Haiti

include: initial

b
(

Z
19

needs assessment (as occurred in
Chile),need for potable water for
population- THE greatest source of
panic from thirst and becomes the
greatest sources of contamination
and disease, functioning emergency
communications system,, clearing
road debride for transport, tracking
patients using military system,
leaving wounds open for multiple
debridements, not doing faciotomy
on massive crush injuries esp. if
not fresh, the extreme importance
of health care providers helping
and supporting each other-this is
a 24 hour “war fare scenario” and
enough to make grown men cry
from fatigue and the overwhelming
human suffering.

Having the current world full

ofterrorism, increasedtrafficinjuries,
urbanization, boarder disputes,
increased construction concrete,
machines and industrialization. Do
you think the future is demanding
for an orthopedic surgeon?
The greatest single factor in
increasing the demands on
orthopedic surgeons now and
in GTE future is road traffic
accidents-THE pandemic around
the developing world-costing ten
times as much as all the world aid.
Only the government can improve
this by investing in transportation
infra structure, roads rules and
regulation-rather than spending
enormous resources on warfare.
Until they do this the pandemic
will only increase forever and cost
the country much more not only
inhuman suffering but cost.

Anything more you want to

say/emphasize?
I would also add that disasters are
indiscriminate-they kill the rich as
well as the poor and politicians as
well as non-politicians. Both man-
made and natural disasters suddenly
kill anybody, anytime anywhere! So
those that think they can escape by
dashing off elsewhere for life saving
emergency medicine are diluting
themselves.

In Haiti those at the top were hit
and killed as much as those at the
bottom.

This should motivate all leaders to
prepare! Prepare! Prepare!
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Dr. Duane Anderson
Soddo Christian Hospital

On behalf of ESOT, we thank you for
the interview.

Please introduce us yourself, including
education- where you got trained,
years of service...

I was educated at the University of
Minnesota, both my medical school
and orthopedic training. I am board
certified in orthopedic Surgery in
the US and I am also board certified
by college of surgeons in the East,
Central and South Africa. I have
been in practice in United States
for about 17 years and then I have
been in Ethiopia for 7 years. I hope
to finish my orthopedic practice here
in Ethiopia. I am very grateful to be
able to live in Ethiopia and to help
the training of General Surgeons and
Orthopedic Surgeons in Ethiopia.

I think it is a tough decision to move
and live here in Ethiopia. What made
you do so? What challenges have you
faced in establishing the hospital?

Well... I believe God, from even
before I was finished with high school,
wanted me to come to Africa. So I
asked my wife, even before I married
her - are you willing to live in Africa?
That was one of the questions even
before we had our first date. We were
married two weeks before I started
medical school. She has been with me
all through my medical training. We
had four children during the time that
I was in medical school and residency.
My oldest son is now 35 and he is
going to be an orthopedic surgeon, he
is in training in the US. Hopefully may
be someday he will be here.

Give us a short introduction of Soddo
Christian hospital- initiative, its nature,
missions, principles, establishment,

— who is the founder? What is your
position? Staffing?

This hospital was started by Dr.
Kelemu Desta and Dr. Harold Adolph.
Dr. Kelemu Desta was behind the
establishment and initiative of the
hospital. He was a nurse and a
dresser during the time that Dr. Harold
Adolph was a missionary Surgeon
at Ottona(Wolita soddo) Hospital.
The Ottona Hospital, that is now a
government hospital, was a missionary
hospital in the 60's and 70’s in my
calendar. Then when the ‘Derg’ came
Dr. Adolph left. When Dr. Adolph left,
Dr. Kelemu went to medical school and
then did General surgery at Black Lion
Hospital and Plastic Surgery in Wells.
and he came back and worked at
Ottona hospital. He called Dr. Adolph
and said please come and help me
built another missionary hospital. So
construction begun in 2001 and the
doors of the hospital were opened
and the first surgeries were done in
February 2005.

I came in September 2005, so we have
been doing Orthopedic surgery here
in Soddo Christian hospital since that
time. We had many other Orthopedic
Surgeons come and help me and
help train our Surgery program. So
we began training General Surgery
residents right from the first day.
About two years ago we received full
accreditation for our training program.
I am the hospital director now and the
only Orthopedic Surgeon here. We
have about 13 physicians, an internist,
5 or 6 general practiners , 6 General
surgery residences and 5 expatriate
physicians- in this coming we will have
3 more- a pediatrician and emergency
room physician and another General
surgeon and those will be additional

expatriate physician.

What services are you
catchment area, training?

giving,

This hospital was formed by two
surgeons; so up to this date it has
been primarily a surgical hospital.
Dr. Kelemu and Dr. Adolph began
the general surgical training, now
we have 7 expatriate physicians who
are helping in the training of these
residents. Our residents spend 5 years
here in Soddo and they spend totally
one year in orthopedics. We hope by
God'’s will that we will open additional
training in family practice, orthopedics
and ophthalmology. We have patients
from Walaita, but they come all over
Ethiopia.

What are the main orthopedic services
offered at your hospital, implants and
orthopedic equipments?

We have an orthopedic ward that has
27 beds, usually that is full and we
usually have 5 or 10 in our general
surgery ward as well, that has been
happening for the last few years. So
we frequently have 30-40 orthopedics
patients in the hospital.

We are trying to take care of all the
fractures and disocations that come
to us except the spinal fractures.
Fractures that need spinal internal
fixation, we don't have implants for yet
and I really don’t have the expertise in
that area, but we hope to learn how to
do that, we hope to get spine implants,
but that it is a very small part of our
practice now. We take care of basically
all the rest of fractures- foot fractures,
ankle, tibia, knee, femurs, hip, pelvis,
acetabulum, hand, wrist, forearm,
elbow, humerus, scapula fractures.
All those fractures presently we have
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the implants to take care of and so we
are trying to do as much as we can
with the patients that we receive. We
also manage neglected dislocations,
mainly shoulder and elbow. Right now
we have plain x-ray machine, C-arm
that works and in the next year we are
getting digital x-ray machine, CT-scan
and so our services will be improved.
We have a functional blood bank and
we are requiring all elective surgical
patients and all trauma patients to
have their families donate blood. That
portion of peoples’ care is improving
and our laboratory is improving as
well in terms of the services that we
can provide there. We do a limited
number of hip and knee replacement.
Biomet International is providing the
implants for us. We do arthroscopy
here including ACL reconstructions,
other ligament reconstructions and
meniscectomy.

What are the main causes for fracture
in the areas your service cover?

Car accidents are the routine cause of
people coming here- people that are
involved in head on collusions in Bajajs,
motorcycles, mini vans and buses;
people that are hit by motorcycles and
trucks; truck and bus roll overs — all
these are the most common cause of
the injuries of people that come here.

Please outline the basic principles you
follow in handling patients.

We try to treat everyone who comes
at the door of the hospital. Many

challenges with

colleagues?

your

Well, I have informal network
of friends in the US and in
Ethiopia that I seek advice
for serious injuries, so I take
photographs of the x-rays
and then I send it out and
get advice. So I have some

people cannot afford care and so for
some patients they get free care. We
are private hospital and we do charge
patents for the services, we have
many orthopedic patients, especially
severe trauma and they run out of
money and we have benevolent fund
that is able to help many pay for their
care. We have patients stay up to six
months in the hospital. Our laboratory
is improving, our x-ray services
are improving and we hope to get
eventually a full time pathologist and
start doing full process of pathology
hopefully for the whole Southern
nations region.

Do you see complications from Bone
setters? Any outreach programs?

I see more than I would like to see!
People who have been mismanaged,
either by Wegesha or by some other
health provider and delay in fracture
care and dislocation make the care
much more complicated. So it would
be very nice to see things change in
Ethiopia where people came who had
a jointinjury or bone injury they would
come and see orthopedic surgeon
first. We hope to see that culture
of Ethiopia change, people only see
orthopedic surgeon as the only person
orthopedic fracture care that would
be very nice accomplishment. We
have very limited outreach programs
at this point to the hospital primarily
because we can't handle the trauma
that we see now, it is just too much
work now...

How do you share the orthopedic

friends who are very quick to
respond within 8 hours they
get me some good advice.
Dr. Lewis Zzirkle from SIGN
has been a very big help to
me, Dr. Lundy from Atlanta
whose is a traumatologist,
Dr. Neil White who has been
a visiting surgeon both here
at Soddo and at Black Lion is
another one who is very quick

to respond and get me good advice,
Dr. David Solfelt from Minnesota he is
also has been here and has been very
helpful as well.

What do you suggest about knowledge
transfer?

I think orthopedics in Ethiopia is
progressing very rapidly and I am very
happy to see residents from Black Lion
having big interest in improving open
fracture care, learning how to do hip
and knee replacements. It is exciting
to be here in Ethiopia at this time.
There are many, many changes!

What extent are you working with local
surgeons, medical schools, institutions,
and professional associations?

I am willing to have anybody come
here and work with me. I have had
Dr. Kagnew from Asella Hospital, he
spent a month with me. I am open
for any surgeon that wants to come
here and work with me for a week
or a month. I give lecture at Assela
and Hawassa medical school, I have
been at Black Lion participating in
conferences there , have been to
Ethiopian Surgical Society meeting
several times, so those are the three
medical schools I have been invited to
speak and work at. The trouble with
doing a lot of traveling is then you
have patents waiting for surgery here
in Soddo that makes it difficult.

Do you have any difficulties with
governmental agencies in order to
facilitate your hospital needs? Any
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thing to say regarding what should
be done in the future? Customs
problems?

We are a private hospital, we pay a
fair wedge for our employees and
we try to keep the charges as low as
possible, so that many people as can
afford orthopedics care here at Soddo
Christian hospital. So we want to send
a message out that we want to be fair
by paying our employees fair wedge
and we want to be fair to our patients
and we don't want to take of advantage
of them. Soddo Christian hospital dose
provide free care but doesn’t provide
free care for everyone. Only those run
out of money and very poor. We have
seen by some government officials as
a private hospital, like other private
hospitals, but really we are not trying
to provide ourselves a profit. I am
one of the owners of this hospital
but I have only given money to this
hospital and I have never received
anything for the return. So our goal
is not to make money for ourselves
it is to provide excellent medical
care for those who come to Soddo
Christian hospital and our goal really
is as a Christian missionary hospital
to provide excellent medical services
and share the good news that Jesus
can forgive the sins of anyone and
to encourage people to follow Jesus,
those are the three things the hospital
is based on. In that sense we are not
the usual private hospital.

Every hospital in Ethiopia has customs
problems. Black Lion, the premier
hospital in Ethiopia, has trouble
importing things. The Ethiopian
government has to provide for itself
and customs is one of the ways they
do that. We understand that and we
are willing to pay customs but we also
ask the government to be looking for
other ways to make money because
always charging import duty on things
is not promoting the general health
of the Ethiopian people. But we
understand that they have to do it.
Every hospital has difficulty. It is huge
challenge!

What do you say about efficiency
in general and especially in the
Operating Room?

I am grateful that the other services
at Soddo Christian Hospital are not as
busy as orthopedics because many
days I have three operating tables to
work on (2 tables in the Orthopedic

operating room and frequently have
one other table as well). We have
plenty of operating room staff and
anesthesia providers and so the
residents and I sometimes will be
working on two patents at a time,
most commonly though we operate
on one person at a time, but the
residents and I stop operating at
the time that the hardware implant
is finished and we allow our nurses
to close the fascia and the skin, and
the next patient is already prepped
and draped and ready for surgery
and so we are able to move from one
patient to the next. So we have done
up to 13 operations in one day, but
most commonly we do about 5 major
cases and a few minors. I am blessed
with God providing us really efficient
team - we make rounds from 7 to 9
and we operate from about 9 to 3 or
4 in the afternoon then we see out
patients. Until we have seen them all
sometimes it takes us till 6 or 7 o’clock
at night.

Well to be able to be efficient; you
have to have the cooperation of
everyone! From the porter that
brings the patient from the ward to
the sterilizing people, the nurses, the
anesthesia people and the cleaners.
Unless everyone is working together
to be efficient, it will not happen. So
everyone has to agree that lunch is
not important, it is the patient that is
important. My tea is not important; it
is getting anther surgery done that
day that is important. Service and
the patient is number one not me or
my comfort or my eating... that is not
number one.

People recognize if their family
member is waiting for surgery for two
weeks- the surgery is more difficult,
it is more complicated and so that if
everyone works together the work,
it is done! But one person can stop
that efficiency. If the sterilizer doesn’t
do his job, the place is shutdown. So

(22)
change is difficult and change needs
to come from the top, but everyone
needs to see that the hospital is not
for the physicians and nurses, it is for
the patients.

Message to orthopedic surgeons
handling orthopedic problems all over
the country?

I think that we need to work together.
The next problem that I think we
need to solve is getting implants. I
am just talking about simple things
like 3.5 cortical screws. We have to
work together with DACA to get these
things into the country, so that when
I run out of 14mm, 3.5 screws and
I don't have to wait for a month or
two months and I don't have to go
to Germany to get them and I can
get them from DACA. The plates and
screws, rods, hip and knee all these
things; that is the thing that we need
to work together on it. The medical
schools, customs and hospitals need
to work together, so that we have a
system where we easily have these
implants available to us in high quality
implants at a reasonable prices. So
not only the reach person in Addis
Ababa can have his fractures fixed,
but that many and I am not say all
because I think that is not realistic.
We need to make it good orthopedic
care available to as many people as
we can. As a health care provider, you
have to charge more than it costs you
to provide that care. Otherwise the
system doesn’t work or breaks down...
so you have to keep your charres as
reasonable as possible because you
have to charge what it costs you.
Most Ethiopian cant go to Thailand,
Israel or Germany or South Africa
for fracture care or for hip and knee
replacement. They can't afford it. So
we have to work together to provide
as many implants at reasonable price
as we can. We need the Ethiopian
government help to do that.

Anything more you want to say/
emphasize?

I am just very thankful for partnership
with and friendship, which I have in
Ethiopian medical community, for the
friendship that I have with Black Lion
Hospital, Assela Hospital, Hwassa and
Soddo University, am so grateful for
these partnership.
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Orthopedics In Ethiopia- the way forward.

Tezera Chaka, MD, FCS (ECSA)
Associate Prof. of Orthopedic Surgery
School of Medicine

College of Health Sciences

Addis Ababa University

Through a hard time with many
ups and downs now we are at a
glimpse of hope. In the last 25 years
of its existence, the Department has
produced 46 Orthopedics Specialists
and currently there are 24 residents
on training. These graduates are
serving in different parts of the
country as well as abroad and
some are involving in the teaching
activity of the profession. During
this period the numbers of patients
that have been treated are immense.
In addition to the huge burden of
service activity and teaching a useful
and relevant Research activities have
been performed and Research papers
have been produced.

With the increasing of cases
of Trauma Victims (Road Traffic,
Construction sites, Industrial, etc...)
in number as well as in severity and
other orthopedic pathologies, there is
no doubt the need for expansion of the
profession through out the country.
Advanced methods of treatment in
the field has to be encouraged which
is currently at its infancy and is just
beginning.

In the field of orthopedic Surgery
there are a number of subspecialty
Trainings approved internationally out
of which we need to select those are
currently appropriate and relevant to
the need of the Country. This endeavor
again needs the involvement of the
International Orthopedics community
in terms of human as well as material
resources.

What are currently needed
Subspecialty Trainings in the field
of Orthopedics in Ethiopia? In my
opinion the followings have to be
considered.

Orthopedics Trauma.
Pediatrics Orthopedics
Hand surgery
Arthroscopy and arthroplasty
Spine Surgery
. sports Medicine

The training program can be
conducted abroad, in the country
and also can be combined. It is my
sincere hope that united as usual

DU A WN

we can achieve our goal and fulfill
our vision in this noble profession —
ORTHOPEDC SURGERY.
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List of Graduates from Department of Orthopedic Surgery

1991

1993

1994

1996

1997

1998

2000

200

2002

2003

2004

2005

2006

2007

2008

since 1991 G.C

- Dr. Ahmed Taha Makki
( Yemani Citizen )

n

- Eskinder Afework

n

- Lakew W/ Amanual

2009

Dr.

w

Tawfik Abdulahi
Temesgen Fitru
- % Tezera Chaka

= Worku Mekonnen
- " Wondimu Wolde

2010

2011
- Dr.. Teshome Worku
" Woubalem Zewdie

— Dr. Andargachew Workineh
- " Demissie W/ Kidan
- " Mekonnen Wordofa

- Dr. Nigussie Seifu
- " Selamu Dessalegn
- * Solomon Aweke

- " Tilahun Desta

-Dr. Daniel Teferi

Residents on Training

(2012 G.C)
- Dr. Legesse Yigzaw
-  Solomon E/ Yonas Year IV
- Dr. Dereje Tekalign 1. Dr. Alemayehu Silassie
- " Mesfin H/ Mariam 2. Dr. Bezu Chemeda
- “ Tadesse Alemayehu 3. Dr. Mohammed Adem

- Dr. Asfaw Ayele
- " Dagne Feleke

— Dr. Hailu Shewa-amare

- Dr. Gizachew Nigussie

on G gn 9 [ =

- Dr. Birhanu Beyer
- Wondaferaw Wondimu

- Dr. Biruk Zewdie

- Genanew Admasu
- " Hailu Legesse

- Dr .Manyazew! Dessie

D g B9 [ =

- Dr. Kinfe Araya
- " Zelalem Tamirat

- Dr. Biruk Lambisso
- " Elias Ahmed

- " Daniel Ayalkibet
- " Kagnew Wubishet

- Dr. Birhanu Ayana
- % Tesfaye Lema

- Dr. Abebaw F/ Sillasie
- * Dereje Negash
- " Fekadu Teshome

- Fisseha Bekele
- " Yiheyis Feleke

= 2 2 & on G g5 (Y (=

Year III

Dr. Nesredin Yusuf

Dr. Nigussie Hailu

Dr. Samuel Hailu

Dr. Tadesse Shimelis
Dr. Teshome Mosissa
Dr. Wondwossen Tekola

Year II

Dr. Ebrahim Ahmed
Dr. Geletaw Tessema
Dr. Tekalign Tsegaye
Dr. Sham Abrahim
Dr. Worku Belay

Year I

Dr. Ephrem G/Hana
Dr. Esubalew Abebe
Dr. Habtamu Bayissa
Dr. Mamo Dikessa
Dr. Merawi Getle

Dr. Tewodros Daba
Dr. Tinsae H/Michael
Dr. Yilkal Geremew
Dr. Yoseph Zekarias
Dr. Zerihun Tamirat
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ROTATION FOR ORTHOPEDICS RESIDENCY TRAINING

Rotation through the subspecialties in orthopedics has been
the basis for learning Orthopedics worldwide.A resident would
typically rotate through subspecialty services during the
residency once as a junior resident and again as a senior resident.
A competitive residency program would have these subspecialty
rotations incorporated in the curriculumijoint Replacement/
Adult Reconstructive, Foot and Ankle, Orthopedic Oncology,
Orthopedic Sports Medicine, Pediatric Orthopedics, Spine, Hand/
Upper Extremity and Orthopedic Trauma Rotation. Besides these
a resident would have good exposure in 1CU, Vascular surgery,
Emergency Medicine, Anesthesia, Musculoskeletal Radiology,
Physical Medicine and Rehabilitation, Plastic Surgery and
Research.

Many would agree if 1 dare to say Orthopedics is at its infancy stage
in Ethiopia. Thanks to different organizations, including mission
hospitals, the scope is widening and we hope to be toddlers
sometime soon. It would take a while till we have the subspecialties
established, but that does not mean residency trainingshould
keep on the stage of infancyl see many opportunities, both
domestic and abroad, for the residency program to improve
ahead of subspecialties establishment. The mission hospitals with
good Orthopedic service in and outside Addis are underutilized,
namely CURE Ethiopia and Soddo Christian Hospital. Residents
who have stayed two months in Soddo would confirm this fact. 1
believe the Mission Hospitals should take the lead and be open to
support train orthopedic residents, as that is a good opportunity
to improve orthopedics care in the country. 1 believe that is one
of the missions why they are here.

Thanks to Dr. Zirkle and the SIGN family, 1 had the opportunity
to get some exposure how the ‘OUTSIDE’ world looks like.
Three days flap training course is just practical enough to come
back and do limb saving flaps back home. The SIGN conference
was a good experience; there | have understood that there are
people out there who are ready to improve our traininghere and
abroad. Thanks to Dr. Trimingham, 1 attended the 2012 American
Academy of Orthopedic Surgeons annual meeting held in San
Francisco, CA. That is when 1 realize how vast Orthopedics is
and how powerful the Orthopedic Society could be. 1 know Dr.
Forward through Australian Doctors for Africa is doing a great
job to improve Orthopedics care and training in Ethiopia. 1 also
understand that he and his organization would be supportive of
abroad rotation.

1 appreciate ESOT’s work on it and 1 think it should take the
primary responsibility to make sure we, Orthopedics Residents,
get the standard training through rotations both in the country
and abroad. The way forward to improve quality of orthopedic
service in the country is, to graduate orthopedic surgeons who
are well trained, competitive and capable of practicing Evidence
Based Medicine. Ministry of Health, DACA/FMHACA and stake
holders should directly be involved, as orthopedic problems are
by far the leading cause of preventable and treatable disabilities
that we face in our country! There is a lot to work, change and
make a difference in mother land, WE WILL COME BACK AND
HELP OUR PATIENTS AFTER GETTING TRAINING ABROAD!

Samuel Hailu, Year 111 Orthopedic Resident
Email- samiethio@gmail.com

We can continue the discussion on Resident corner of our website:
http://www.esot-ethiopianorthopaedics.org
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To whom it may concern

2011/01/04

Re: APPOTNTMENT A5 COUNTRY REPRESENTATIVE

By means of this letter I would like to confirm that dr. Biruk L.
‘Wamisho was elected as the ECSAOA country representative for
Ethiopia during the December open AGM in Kampala, Uganda.

Dr. DIM Frontzen
President ECSA0A

.

CCTEtary Dr. A Bangirana { Uzafifl: )

ORDER FULL

PLEASE

i



AS SA The Association of
Surgeons of South Africa
Dear Colleagues,

Community Surgeon Travel Awards for 2013

The International Relations Committee is pleased to announce two new travel awards for surgeons aged 30-50.
These awards, in the amount of $4,000 each, provide international surgeons with the opportunity to attend and
participate fully in the educational activities of the annual Clinical Congress. They are proposed to specifically
assist surgeons who work in community or regional hospitals or clinics in countries other than the United States
and Canada, or who are from struggling academic departments of surgery in low or middle income countries. For
the year 2013, preference will be given to candidates from Africa.

A successful applicant will show evidence of commitment to high quality surgery, to surgical teaching, and
to improving access to surgical care in his or her community. Each awardee will receive gratis registration to
the Annual Clinical Congress and to one available postgraduate course within the Congress. Assistance will
be provided to obtain preferential housing in a thrifty hotel in the Clinical Congress city. In 2013, the Clinical
Congress takes place in Washington, DC, October 6-10.

Following the Clinical Congress, the awardee will send a brief report of his or her experiences to the International
Relations Committee, specifically focusing on the value of the visit to the awardee and the potential beneficial
effect to patients in the country of origin.

For the full requirements and the online application form, please see the ACS Scholarship web page,http://www.
facs.org/memberservices/research.html. Supporting documents and questions should be directed to:

Administrator

International Liaison Section

American College of Surgeons

633 N. Saint Clair St.

Chicago, IL 60611-3211

USA

kearly@facs.org or 312-202-5021 (facsimile)

Completed applications for the Community Surgeon Travel Awards for the year 2013 and all supporting documents
must be received at the office of the International Liaison Section prior to July 1, 2012, in order for an applicant
to receive consideration by the selection committee. All applicants will be notified of the selection committee’s
decision in November 2012.

v
SANOF|

Miliard Derbew MD.FRCS.FCS(ECSA) Associate Professor of pediatric Surgery,
Medical Education Partnership Initiative (MEP1 )PI School Of Medicine, Addis Ababa University,Ethiopia
President, Surgical Society of Ethiopia
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PODOCONIOSIS MAPPING IN ETHIOPIA

Podoconiosis (endemic non-filarial
elephantiasis) is a non-infectious
geochemical disease arising in
barefoot subsistence farmers who
are in long-term contact with irritant
red clay soil of volcanic origins. The
disease causes progressive bilateral
swelling of the lower legs. Mineral
particles absorbed through skin are
taken up into macrophages into
the lymphatic system and result in
an inflammatory process leading
to fibrosis and obstruction of the
vessels. This leads initially to swelling
of the foot and the lower leg, which
progresses to elephantiasis: gross
lymphoedema with mossy and
nodular changes of the skin [1, 2].
Worldwide Distribution
Podoconiosis is found in three
continents; namely Africa, Central
America and Asia [3, 4]. An estimated
4 million people in highland tropical
Africa are affected with podoconiosis.
In Africa at least 10 countries with the
disease were identified; in Ethiopia,
Kenya, Tanzania, Uganda, Rwanda
and Sudan; Burundi, Equatorial
Guinea, Cameron, islands of Bioko,
Sao Tome & Principe and the Cape
Verde islands. Historically the disease
was prevalent in Northern Africa
(Algeria, Tunisia, Morocco and the
Canary Islands) and Europe (France,
Ireland and Scotland); due to
widespread use of shoes the disease
is no longer found in these areas [4].
Previous studies documented the
association of the disease with irritant
red clay soils, which are generated
in areas with >1500 masl, >1000
mm annual rainfall and temperature
of 20 OC [1]. Across tropical Africa
the majority of affected individuals
are agrarian, who have long term
contact with the red clay soil, due to
the nature of their work.

Prevalence

In Ethiopia prevalence estimates from
56 market counts range from 0.42%
to 3.73% [5]. More recent studies in
Ethiopia estimated prevalence up to
5.46% in Southern Ethiopia [6]. The
presence of significant geographical
variation of the prevalence of

By Kebede Deribe , Gail Davey

podoconiosis in these countries might
suggest the presence of some spatial
pattern of distribution.

Potential for Elimination

Podoconiosis is one of the NTDs with
the greatest potential for elimination
as a public health problem [4]: it is
preventable if shoes are consistently
worn, and early stages can be
successfully treated using a simple
lymphoedema regimen [4]. While
one million people are estimated to be
affected with podoconiosis in Ethiopia
[7], and a further 11 million at risk,
control efforts are hampered by a
lack of information on geographical
distribution — aside from recent
isolated studies, the only previous
mapping of this disease was based
on podoconiosis cases from market
counts and school inquiries in 1970s
[8].
Historical
Ethiopia
Historically in Ethiopia, Ooman
counted patients in 56 markets in
1969 and estimated prevalence for
each location. Based on his work and
105 school enquiries, Price developed
a map of podoconiosis in Ethiopia [8].
Although the historical maps informs
the overall distribution of the disease
there are inherent limitations. First
the mapping focused on areas with
possible risk, and excluded significant
parts of the country without any
accessible data [2]. Second the
market count is based on counting the
number of visible cases of lower leg
swellinginthe marketas the proportion
of those attending the markets. Third,
the surveys used observation or
physical diagnosis, and biomedical
techniques to exclude other causes
of lymphoedema such as Lymphatic
Filariasis were not used. In light of the
availability of rapid diagnostic tests for
Lymphatic Filariasis, utilization of them
will decrease misclassification in areas
where these two diseases overlap.

map of podoconiosis in

Why we need of
podoconiosis
There are proven prevention and

treatmentapproachesforpodoconiosis.

mapping

Gail Davey
Prevention of podoconiosis can
be achieved through preventing

contact with red clay soil of volcanic
origin. Consistent shoe wearing is
thought to prevent podoconiosis [4].
For individuals who have already
developed the disease there are
effective treatment approaches. To
target prevention and treatment, it is
important to know the geographical
distribution, the population at risk
and the projected number of patients.
However in  practice, targeted
treatment and prevention services
exist in few parts of Ethiopia, although
there are some recent initiatives to
expand these services within Ethiopia,
and to adapt them for use in other
African countries.

The other important justification for
mapping podoconiosis is to document
the burden of disease in larger
geographical areas and advocate
for global resource commitment for
the control and elimination of the
disease. Previous advocacy has been
effective: podoconiosis was included
in the Ethiopian NTD master plan in
2010, in the WHO's list of Neglected
Tropical Diseases in 2011, and an
International Podoconiosis Initiative
was launched recently [www.podo.
org]. Building on these achievements,
there is a need for global financial
commitment for the control and
elimination of the disease. We believe
the mapping of podoconiosis will
contribute to advocacy and effective
control activities. Previous mapping
projects have stimulated global

[GokPem ]
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S. H. PITKAR ORTHOTOOLS PVT. LTD.

Office & Works :  EL - 32, " ] " Block, MIDC Bhosari, Pune 411 026 India.
Tel : 91-20- 40706464 Fax : 91-20-46768107 Emall: Info@pitkar.com

ISO 9001,1SO1 company

Date: 28.05.2012

Dear Colleagues in Ethiopia,
Greetings from SHOPOPL.

SHPOPL is first orthopedic manufacturer in India incepted as early as 1960. Today, it is a strong force of professionals
committed to the world movement of health care with the aim of producing quality products at affordable price.
Today SHPOPL have a strong presence in 26 states within India and about 29 countries globally.

We are IS0:9001 company having all our products CE certified for European community and FDA approved under
license in Form-28 from Central Government License Authority in India.

SHPOPL has the largest range of products in Orthopedics. The presence of SHPOPL has been felt in many specialty
products in the field of orthopedics. The development and promotion of Ring Fixator System and Rail external fixator
devices has given a strong foothold to the company in overseas market. The dedicated spinal system and variety of
Intramedullary locking nails has

helped SHPOPL to gain confidence of Orthopedist globally.

The Company has demonstrated strength by developing new products keeping up with international trends from time
to time in the field of orthopedic implants and instruments. These developments are achieved by professional attitude
supported by sound technical backing. In SHPOPL efforts are always uni-directional that quality is always apex to
business. The company has a reliable infrastructure at MIDC, Bhosari, Pune, SHPOPL manufactures all the products
in reliable CNC machine set up. The entire product upbringing is done by using latest engineering techniques and
with comprehensive usage of SAP system.

As a practice in SHPOPL, Professional team of engineers supports the developments of the new products based
on ideas from surgeons with modern tools like 3 D solid modeling and Finite element analysis. The product before
release is tested bio-mechanically as per recommended S. H. Pitkar Orthotools Pvt. Ltd. protocols Promotion of
products by means of continuous medical Education is a way of life at SHPOPL.

These programmes have been initiated in India by SHPOPL in 1991. Every year about 15 such symposiums are
designed and executed for surgeon’s trainings on various orthopedic applications. The graded symposiums with
application Labs/workshops are designed through international faculties.

SHPOPL has been awarded ISO 9001-2000 quality system from year 2000 and has been certifiedfor ISO-13485 &
CE certification in year 2004. SHPOPL was the first Indian manufacturer to comply with application formalities to the
newly introduced FDA manufacturing License in 2006. It would be a pleasure for us to interact with you. Looking
forward for your Support. Kindly contact us for further details.

Santosh Shirke

Product Specialist

Mb.+919970059852

S. H. Pitkar Orthotools Pvt. Ltd.

EL-32, J Block, MIDC Bhosari, Pune: 411026, India.
Tel: 91-20-40706416, Fax: 91-20-46768107
E-mail: pitkar.shirke@gmail.com

Web: www.pitkar.com
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ADVANCES IN JOINT REPLACEMENT SURGERY
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Joint replacement Surgery ,specially
for the hip and knee joints started
more than half a century ago but
recent advances in the technology has
made these operations very successful
with long lasting results and this has
be achieved because of following
developments.

1, Materials & Bearing surfaces

2, Implants for higher range of
motion

3, Minimal invasive surgery

4, Computer assisted surgery

5, Difficult reconstruction surgery
MATERIALS & BEARING SURFACES:-

There has been significant
improvement in the metals and their
manufacturing process and design
With increasing understanding of
biomechanics of the hip and the knee
joint the designs of modern prosthesis
have undergone improvement to last
for long duration. The metals used for
the prosthesis are usually Titanium
or Cobalt-Chromium Alloy, the later
being the most popular.

Thebearing surfaces (moving surfaces)
have improved a lot. The new bearing
surfaces are like Ceramic on ceramic(
made of either zirconia or alumina)
have shown extremely low wear rate
resulting in long survivorship of the
life of replaced joint .Improvements
in the quality of the polyethylene has
been remarkable after the production

of X-3 highly cross linked polyethylene.
Highly cross linked polyethylene
is produced by irradiation of the
polyethylene with very high doses
(8 to 10 mega rads ) of radiation
.This reduces the free radicals and
makes the polyethylene very strong
and many times more wear resistant
and long lasting as compared to the
traditional polyethylene.

IMPLANTS FOR HIGHER RANGE OF
MOTION:-

In the hip
joint replacement we can now use
femoral heads of larger diameters (up
to 36mm) that gives more stability
and high range of motion which is
very important in Asian and African
countries because of our life style.
This has been possible, as mentioned
above, because of the development
of ceramic and highly cross linked
polyethylene.

In case of knee joint the new
development for high range of motion
is the advent of high flex knees by
making appropriate changes in the
design of femoral component and
the polyethylene liners that can make
people to sit easily on the floor and
in cross-legged fashion which again is
quite common in our continents.

MINIMAL INVASIVE SURGERY:-

In the hip joint
minimal invasive surgery involves two
small incisions ,one for implanting the
femoral component and the other
one for the acetabular component.
This technique has attracted lot
of orthopaedic surgeons because
the soft tissue trauma is less, post-
operative rehabilitation is quicker
and duration of hospitalization is less
which also reduces the cost.

In case of knee replacement,
minimally invasive techeque is used
for unicondylar knee replacement
in selected cases. For a total
knee replacement muscle sparing
(quadriceps  sparing)  approaches
like mid-vastus and sub-vastus
approaches, are considered minimally
invasive as compared to the traditional
medial para-patellar approach. This

(A brief overview)

also leads to quicker post-operative
rehabilitation of the quadriceps
muscle.

Many surgeons, however, still prefer
traditional approaches because it gives
them better access to the joint and
reduces the chances of component
mal positioning.

COMPUTER ASSISTED SURGERY:-

Hip and knee
replacement surgery with the help of
computerised navigation has become
quite popular over the last decade.
This technology needs special training
and the equipment is expensive. The
advantage of computer navigation is
in making the bony cuts precise and
more accurate than with the traditional
jigs. Computer navigation, therefore,
is a useful modern tool specially in
difficult cases as with para-articular
deformities. It can also be very
helpful in minimal invasive surgical
approaches where visualization with
naked eye is poor. In that situation
computer assisted surgery can help in
proper positioning of the implants.

DIFFICULT RECONSTRUCTION
SURGERY:-

In case of hip and
knee replacements where there are
big areas of bone deficiency, patients
with loss of legaments in the knees,
require  specialised reconstructive
strategies. This has become possible
because of the newer customized
prostheses specially designed for
compensating for big bone defects and
in cases of bony tumours. There have
been advances in banking the bone
and in the development of materials
which act as bone substitutes.

DrK.BAttr
MS,MCh.Orth.(Liverpool, UK)

Senior Orthopaedic and Joint
Replacement Surgeon

Indraprastha Apollo Hospital New
Delhi

INDIA

E mail: attrikb@hotmail.com
Contact: +91-9810129643
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A“ REF is an international,

non profitable and nongovernmental
regional organization with a vision
of lasting health change in Africa;
communities with the knowledge,
skills and means to maintain their
good health and break the cycle of
poor health and poverty. AMREF focus
on long term change as opposed to
short term, and emergency solutions.

Currently, AMREF has developed
business plan. Within this plan AMREF
focuses on transforming communities
by improving the health of women and
children based on three health systems
building blocks namly: - Human
Resource for Health, Community
systems strengthening and Health
Mangement information Systems,
with strong focus on evidence based
advocacy, operational research and
policy change.

AMREF ‘s Headquarter is in Nairobi,
Kenya since it was Founded in 1957.
It also has country programmes in
Kenya, Ethiopia ,Uganda, Tanzania,
South Africa and South Sudan.
AMREF in  Ethiopia  currently
operates in four regions: Afar,
Addis Ababa, SNNPR, Oromiya and
Cross- regionally. Furthermore,
the Programmes focus primarily on
women and children Health; Scaling
up HIV , TB and Malaria responses,
Prevention and control of diseases
related to water and sanitation or
hygiene(WASH),Increasing access by
disadvantaged communities to quality
medical, surgical and diagnostic
services and Develop a strong research
and innovation base to contribute to
health improvement in Africa.

Clinical Specialist Outreach Project

(_AMREF

Better Health for Africa

J

This is how the Project Emerged

It was in 1957 that the flying Doctors
service was established by three
surgeons in Kenya. Since then, the
flying Doctors have been involved
in many health care projects is an
extension of the flying of the doctors
service.

Why the need for this project
In Ethiopia, the Clinical Specialist

Outreach project has been Operational
since 2006. It has three basic
components:  Specialist  Outreach
Service Provision including conducting
Surgeries; and Patient consultations
for very poor patients who live at
great distances from hospitals;
Medical equipment installation and
Maintenance service and capacity
building of the local health personnel
within existing government hospitals

through on-the-jobs trainings. The
programme is in high demand
because it meets the great area of the
need in health service provision in the
country through mobilizing existing
health professionals form central and
University hospitals.

Services offered:

This project offers the following
medical services which were identified

during an assessment conducted by
the programme:

. General and Special surgery
(ORTHOPAEDICS; Urology ,plastic
Reconstructive Surgery , Etc)

. Gyn& OBS(e.g.V.V Fistula and
uterine prolapse )

. Ophthalmology
. Radiology service

o Internal Medicine and

ETHIOPIAN SOCIETY OF ORTHOPEDICS AND TRAUMATOLOGY



Endoscopy services

o OR Techniques and
Anesthesia

. MedicalInstrumentinstallation
& Maintenance

o Infection prevention training
. On jop training for local staffs

at government hospitals

The way we do what we do:

The project aims to provide health
services and on jobs training in
fourteen (14) selected government
hospitals throughout the country. This
is done by mobilizing volunteer health
specialists from the University teaching
hospitals within the regional and
referral hospitals. The professionals
include specialist and sub specialist
Doctors, Nurses, Anesthetists, Medical
equipment maintenance technicians to
date the specialists provide outreach
services, and local stuffs using
practical sessions and lectures.

Areas of Operation; Axum,
Mekele, Hyder, Gondar, Debre tabor,
Debremarkos , Adama, Nekemete,

Mettu, Shashemene, Arbaminch,
Hosanna,Yirgalem and Durame
Hospitals

Key Partners; Federal Ministry of
Health (FMOH), University Hospitals,
targeted  Hospitals,  Professional
societies and Volunteer professionals.
What we achieved;

In five years, AMREF has organized
110 visits mobilizing more than
160 specialist and sub-specialist
doctors,30  anesthetists,32  Bio-
Medical  technologists, 18  scrub
nurses and conducted 9,450
consultions,3,864  surgeries  and
various number of un functional
medical instruments/ equipments
were  maintained.  Furthermore,
1,600 medical professionals had
received training, these include;
surgeons, Gynaecologists, Nurses and
Anaesthetists.

Leason Learent

There is a huge demand in all
Hospitals for the services

Creating access through
specialist out-reach services is more
cost saving as compared to patient
referral

Those who had not accessed
these specialist services before can
now be served with the project.

We proved that professionals

are committed to serve their
communities voluntarily.

Effective  mobilization of
local resources can help to address
local problem and challenges.

Major Challenges: Attrition;
O There is high turnover of the
health professionals at the targeted
hospitals

Supplies and
Equipment;
O There are lack of medical
equipments and instruments for
different specialty services

PODOCONIOSIS
MAPPING...

commitment and resource mobilization
for Soil-Transmitted Helminths (STH),
schistosomiasis and malaria.

Work on progress

Currently we are preparing to conduct
mapping in Ethiopia. Our mapping
technique is derived from three
practically proven methodologies
for lymphatic filariasis, Loa loa and
onchocerciasis  mapping in Africa
[9, 10]. In addition our method uses
model-based  geostatistics  which
have been used in mapping malaria,
schistosomiasis, and STH. Since
podoconiosis has clear topographic
and environmental determinants, use
of GIS tools will enhance traditional
epidemiological and statistical
mapping. In the first phase we will
develop risk model to exclude areas
with no risk. Due to the nature of the
previous maps (data were collected
from areas with risk for podoconiosis)
it was difficult to produce robust risk
model using existing data in Ethiopia.
Hence data will be collected across
the country to represent areas with
and without risk of podoconiosis
from previous observations. This will
enable us to develop a comprehensive
map which can be tested in other
African countries and subsequently
used to exclude areas with no risk of
podoconiosis.

Conclusion

In conclusion, an up-to-date and
reliable map of podoconiosis is needed
to design geographically targeted and
cost-effective interventions in Ethiopia
and other countries where the disease
is prevalent. As the global commitment

to eliminate podoconiosis increases
understanding the spatial distribution
of the disease is very important to
produce risk and distribution maps
to guide decision making.  This
mapping project will give rise to a
comprehensive  district-level map,
will identify populations at risk and
will quantify the burden of disease in
Ethiopia.
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TOP 10 SCARY MEDICAL MALPRACTICES IN
THE WORLD. Collections from the Court

Medical malpractice is professional
negligence by act or omission by a
health care provider in which the
treatment provided falls below the
accepted standard of practice in the
medical community and causes injury
or death to the patient, with most cases
involving medical error. Standards and
regulations for medical malpractice
vary by country and jurisdiction within
countries.

Medical malpractice can be generally
defined as substandard treatment
by a physician or other healthcare
professional that directly results in
physical or economic damages to the
patient. “Substandard” care refers
to care that violates normal medical
practices. Therefore, there are three
factors that must be present to
prove medical malpractice: liability,
damages, and a direct causal link.

To meet the requirement of liability,
it must first be proven that a
professional  relationship  existed
between the patient and health care
provider. This is rarely a problem.
Proving substandard care can be
difficult, however, depending on the
nature of the violation. Inadequate
care in and of itself does not amount
to malpractice.

Injury, suffering or economic damages
must be present and must be a direct
result of the negligence. Many facets
of medical care, including surgery,
have inherent risks even with proper
care. Unless negligence can be proven
in such a case, a bad outcome alone is
not grounds for malpractice.

http://t3.askmen.com/top_10/entertainment/top-10-scary-
medical-malpractice-cases_10.html

Medical malpractice can take many
forms. Some examples are failure to
diagnose a life-threatening disease,
errors made in medication, surgical
errors, failure to provide proper
follow-up care, prenatal or delivery
room errors, and miscalculations with
anesthesia. According to the Journal
of the American Medical Association
some 225,000 deaths annually (in
the US) are attributed to medical
malpractice, making it the third largest
cause of death. About 82% of these
are due to either adverse reactions
that should have been anticipated to
medications, or contracting infections
while staying at a hospital. About 9%
are caused by miscellaneous errors
and another 9% by unnecessary
surgery or medication errors.

Bringing a medical malpractice suit
against a hospital employee can be
more complicated than suits brought
against private practitioners. Often,
select members of a hospital staff
are provided by private contractors.
In that case the negligent party and
the contractor are named in the
suit, rather than the hospital itself.
Exceptions do exist to this rule, as
when a hospital has had prior warning
about an employee.

Different from medical malpractice
is medical battery, the intentional
violation of a patient’s rights to direct
his or her own care, as in the case of
refusing treatment, either by advance
decree or through a health-care proxy.
No injury or negligence is necessary
to find medical battery.

The following is a list of top 10
Scary Medical Malpractices judged at
different courts.

1/ Forced Rectal Exam

After suffering an on-the-job head
injury, Brian Persaud, a 38-year-old
construction worker, was rushed to
a nearby hospital in downtown New
York City. What followed became
the subject of a major malpractice
lawsuit. Mr. Persaud contested that,
after receiving stitches to his head,
doctors forced a rectal exam upon
him even though he furiously resisted.
The emotionally injured Persaud then
sued but eventually lost his case
when a jury found that the hospital
did nothing wrong: The rectal exam
was meant to check for damage to
Persaud’s spinal cord and was never
completed.

2/ The Wrong Egg / Women
inseminated!

When young couple Matthew Hayes
and Nico Swift checked into an Oregon
hospital, they paid thousands in hopes
of using Matthew’s sperm to artificially
inseminate his fiance (at least, that
was the plan). In a colossal man-made
mix-up, the clinic accidentally used
Mr. Hayes' sperm to inseminate the
wrong woman! Making matters worse,
the unidentified “wrong” woman
requested an anonymous donor, and
thus, the law prevented Mr. Hayes
from even seeing the resulting child.
Hayes currently has two lawsuits in
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court and is emotionally devastated
by the ordeal: “They put my sperm
into a stranger’s vagina.”

3/ Deaf From Diarrhea

Sue Gonzales went to her local Dallas
hospital for routine treatment, but
left unable to hear a single sound.
Gonzales was receiving antibiotic
therapy via 1V for diarrhea, however,
the IV was left in too long, and the
antibiotic permanently damaged the
nerve cells in her ears. What's worse
is that her doctor recognized the IV
had been in too long, yet failed to
have it removed. Gonzales now cannot
perform a task as simple as answering
the phone and she can't even sue for
her damages: Texas law has made it
economically unviable for malpractice
lawyers to take on such cases.

4/ Healthy Lung Removal

In the summer of 2005, Laurence Ball
of the UK complained of chest pains
to his doctor. Ball was referred to NHS
Grampian, where he was diagnosed
with lung cancer and had his lung
removed. Problem was that Ball
didn't have cancer, and the removal
was an utter mistake. Ball was left a
frail man, exhausted after little to no
exertion. He received no apology or
explanation, and finally took the case
to court, but not until recently. Though
he hopes to settle matters outside of
the courtroom, someone has to pay
for this mammoth mistake.

5/ Sleeping Surgeon while Operating!

All patients want competent doctors
-- that’s why our next story is truly
frightening. When Michael Hicks
went to Beth Israel Deaconess
Medical Center for a second round
of liposuction surgery, he was told
the procedure would take close to
90 minutes. Instead, the Boston-area
native endured a nightmare at the
hands of surgeon Dr. Loren Borud.
When all was said and done, the
procedure took over six hours. Borud
was noted as being impaired and falling
asleep on the job, yet coworkers did
nothing to stop him. Borud has since
been fired and is awaiting litigation for
malpractice.

6/ Burning Man

Waking up after surgery can be a
disorienting experience, but waking
form surgery to find that you
have suffered serious burns defies

description. Such was the case for
Robbin Reeves when he underwent
liver transplant surgery at Vancouver
General Hospital in 2005. Reeves
awoke to find a large, bloodied
bandage on his shoulder. Apparently,
Reeves’ heart had stopped during
the operation, and in the rush to
emergency  surgery, disinfectant
alcohol on his neck and shoulder
caught fire. To further complicate
matters, Reeves' liver transplant failed.
Though Reeves’ malpractice lawsuit is
pending, it's hard to think he won't
receive some form of compensation.

7/ Botched Birth

The following story is not for the
squeamish -- a warning that was
delivered to jurors in a trial brought
forth by Texas resident Sarah Wallace.
In 2003, Wallace was a patient at Mid-
Jefferson Hospital. She had gone into
early labor, so on-call doctor Donald
Long performed an episiotomy
(an operation involving a surgical
incision through the vagina to assist
in childbirth). Unfortunately, Long
neglected to check for a rectovaginal
fistula, a hole between the anus
and vagina. The result: Sarah began
passing stool through her vagina. Long
is now being sued for neglecting the
appropriate standard of care (duh!).

8/ 30-Year-Old Sex Change

Moving from scary to downright
haunting comes a peculiar case from
Germany. Nearly a half century ago,
Christiane Volling was born with
indeterminate external genitalia. As
a result, she was named Thomas and
raised as a boy (a common practice at
the time). However, when Christiane
was 18, she underwent an appendix
operation during which her surgeon
discovered an intact set of ovaries --
which he set about removing. After
learning she was female some 30
years later, Christiane felt robbed of
her womanhood, and German courts
settled in her favor: Her surgeon
illegally performed an invasive
operation  without discussing all
possible options before proceeding.

9/The Wrong Limb Amputated!

In perhaps the most publicized case
of surgical malpractice, a Tampa
surgeon mistakenly removed the
wrong leg of 52-year-old Willi King
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during an amputation procedure in
1995. Apparently, a chain of errors
led to the mishap, and the surgical
team even realized their error halfway
into surgery, but by that time it
was too late, and the leg had to be
removed. King eventually received
over $1 million in compensation, and
the case prompted a new wave of
precautionary measures at University
Community Hospital to prevent such
ordeals from happening in the future
(let's hope).

10/ Vasectomy Gone Wrong

Being a men’s website, askmen.com;
it's no wonder that the following case
made it all the way to No. 1. After
his wife became pregnant with a
fourth child, Daniel Stalker went for
a routine vasectomy. However, during
the operation, Mr. Stalker began
experiencing intense pain despite
having been anesthetized. Stalker’s
doctor, Dr. Paul Dewart, continued
anyway until the operation was
abandoned when Stalker keeled over
vomiting. One of Stalker’s testicles
then turned black and doubled in
size! Years later, Stalker required his
testicles be removed due to searing
pain. Fortunately, he successfully
sued Dewart for $1.76 million (but is
that really justice?).

MALPRACTICE STATISTICS

$4 billion dollars paid by insurers for
malpractice in the USA 1999 (When
Good Doctors Get Sued, 2001)

. Estimated 25% of practicing
physicians sued annually (When Good
Doctors Get Sued, 2001)

. Estimated 50-65% physicians
sued at least once during their career
(When Good Doctors Get Sued,
2001)

. Estimated 10-20% of
malpractice claims reach trial phase
(When Good Doctors Get Sued,
2001)

. Majority of malpractice cases
involve  misdiagnoses, diagnostic
errors or delayed diagnosis (When
Good Doctors Get Sued, 2001)
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I his summary presents

information on podoconiosis recently
reveiwed in Lymphology, Annals of
Tropical Medicine & Parasitology
and The Oxford Textbook of Clinical
Medicine. It is not as such intended to
be read as a new publication but as a
practical summary of these reviews.

Prevalence

Podoconiosis prevalence estimates
have been made in Ethiopia and,

age were absent from the community
at the time (2). By contrast, Kloos
noted higher prevalence among
men in three of four resettlement
communities in Keffa Region (3). In
a single village in Pawe, Hailu Birrie
found a male: female ratio of 1:1.4
among sufferers (4). The most recent
community-based study in Wolaita
recorded a gender ratio among
podoconiosis sufferers (1:0.98) that
was not significantly different from
the zonal gender ratio (1:1.02) (5).
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stacked kaolinite (AI2Si205(0H)4).

Price describes changes in the dermis,
afferent lymphatics and lymph nodes
of affected individuals. The primary
lymph sacs become dilated and
surrounded by lymphocytes, while
oedema and disorganized collagen
production occurs. This fibrosis
affects the afferent lymphatics,
narrowing and eventually obliterating
their lumen. If fibrosis predominates,
both dermis and subdermis become

PODOCONIOSIS: SUMMARY FOR

ETHIOPIAN PROFESSIONALS

By Kebede Deribe , Gail Davey

recently, in  Cameroon. Early
estimations of prevalence using
counts of attendees at fifty-six
markets ranged from 0.42 to 3.73%
(1), and further investigation in
Wolaita zone, southern Ethiopia
demonstrated prevalence of 5.38%
across five markets. In the village of
Ocholo, located at 2000m altitude in
the mountains west of Lake Abaya,
southern Ethiopia, elephantiasis was
presentin 5.1% of long-term residents
(2), while intwo resettlement schemes
in Ilubabor, western Ethiopia, 9.1% of
long-term residents were affected,
and 5.2% of people resettled some
7-8 years previously (3). More recent
population-based surveysin northwest
(4), southern (5) and western Ethiopia
(6), and north western Cameroon (7),
have documented prevalence of 6%,
5.4%, 2.8% and 8.1%, respectively.

Age, Gender and Occupation

Early reports based on clinic
attendees cannot be relied upon to
derive an accurate sex ratio. Price
found a male: female ratio of 1:1.4
in market studies, which he attributed
to greater use of footwear by men
(8). Genene Mengistu documented a
male: female ratio of 1:4.2 in a survey
in Ocholo, but many men of working

All of the major community-based
studies have shown onset in the first
or second decade and a progressive
increase in podoconiosis prevalence
up to the sixth decade. Development
of podoconiosis is closely associated
with living and working barefoot on
irritant soils. Farmers are at high risk,
but the risk extends to any occupation
with prolonged contact with the soil,
and the condition has been noted
among potters, goldmine workers
and weavers who sit at a ground level
loom.

Pathology and Pathogenesis

The pathogenesis of podoconiosis is
not yet fully elucidated. At present,
most evidence suggests an important
role for mineral particles on a
background of genetic susceptibility,
but the possible role of other co-
factors (for example chronic infection
or micronutrient deficiencies) has not
been explored. Colloid-sized particles
of elements common in irritant clays
(aluminum, silicon, magnesium and
iron) have been demonstrated in the
lower limb lymph node macrophages
of both patients and non-patients living
barefoot on the clays (9). Electron
microscopy shows local macrophage
phagosomes to contain particles of

bound to underlying deep fascia by
collagen fibres, eventually destroying
sweat and sebaceous glands and hair
follicles. If oedema predominates,
afferent vessel walls become rigid
and dilated, provoking valvular
dysfunction (10). No animal model has
yet been developed for podoconiosis,
but experiments have shown that
silica suspension injected into rabbit
lymphatics can provoke intense
macrophage proliferation followed by
lymphatic fibrosis and blockage (11).
Further histopathology and imaging
studies using modern methods will
be vitally important to understanding
pathogenesis, but are limited by the
remote locations of most podoconiosis
communities.

Clinical Pathology.

The pathology and natural history are
described in a range of articles (12-
14). Podoconiosis is characterized by a
prodromal phase before elephantiasis
sets in. Early symptoms commonly
include itching of the skin of the
forefoot and a burning sensation in
the foot and lower leg. Early changes
that may be observed are splaying
of the forefoot, plantar oedema with
lymph ooze, increased skin markings,
hyperkeratosis with the formation of
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moss-like papillomata, and ‘block’
(rigid) toes. The ‘mossy’ changes
predominate in a slipper pattern
around the heel and border of the
foot, reflecting the distribution of
underlying superficial lymphatics.

Later, the swelling may be soft and
fluid (‘water-bag’ type); or hard
and fibrotic (‘leathery’ type), often
associated with multiple hard skin
nodules (15), or intermediate with
both sets of features. Acute episodes
(acute  adenolymphangitis,  ALA)
occur on average 5 times per year,
and patients become pyrexial with
a warm, painful limb, necessitating
on average 4.5 days off work each
episode (6). These episodes appear
to be related to progression to the
hard, fibrotic leg.

Genetics.

Among many families, exposure to
irritant soil is more or less uniform,
yet not all family members will
develop podoconiosis during their
lifetime. Recent studies in a southern
Ethiopian population demonstrate
the contribution of both genetic
and environmental factors to the
pathogenesis of podoconiosis. The
estimated heritability was 63%, with
sibling recurrence risk estimated as
5.1. The ‘best-fitting" genetic model
was an autosomal co-dominant
major gene with age and footwear as
significant covariates (16). A genome-
wide association study has shown
significant  association  between
podoconiosis and single nucleotide
polymorphisms (SNPs) in or near the
HLA-DQB1, HLA-DQA1 and HLA-DRB1
genes (17).

Economic Consequences.

A comparative cross-sectional study
was performed in 2005 to calculate the
economic burden in a zone endemic
for podoconiosis. Total productivity
loss for a patient amounted to 45%
of total working days per year, and in
a zone of 1.5 million people, the total
overall annual cost of podoconiosis
was calculated to exceed US$ 16
million per year (18). Projected to
the whole of Ethiopia, the direct and
productivity costs would amount to at
least US$ 208 million per year.

Social Stigma and Access to Health
Care.

Social stigma against people with
podoconiosis is rife, patients being
excluded from school, denied
participation in local meetings,
churches and mosques, and barred
from marriage with unaffected
individuals (19). The belief that there
is no effective medical treatment may
act as a barrier to accessing health
care.

Understanding of and attitudes
towards  podoconiosis in  local
communities has been investigated in
Ethiopia and Cameroon. In Cameroon,
most (77.8%) respondents knew
a descriptive local term for the
condition, and 81.4% recognized
the disease when prompted with a
photograph (7). These findings are
consistent with those in a community
endemic for podoconiosis in southern
Ethiopia (20). Almost all (91.6%)
adult respondents in this study knew
local terms for podoconiosis, and
93.5% recognized the disease when
shown a photograph.

Both studies demonstrated
stigmatizing  attitudes  towards
disease in endemic communities - in
Cameroon only 7.2% thought that
healthy community members would
consider marrying a person with
lymphoedema (7), in Ethiopia 53.9%
would not eat with a person with
podoconiosis (20). Such attitudes
may be linked to relatively low levels
of awareness of treatment: only 32%
of the Cameroonians interviewed
and 41.4% of Ethiopians were
aware that treatment was available.
More worryingly, more than half of
the Ethiopian health professionals
interviewed thought podoconiosis
was an infectious disease, and all
held at least one stigmatizing attitude
towards podoconiosis patients (21).

The potential harm that may be done
to patients through research that
identifies them as having podoconiosis
is very real for such a thoroughly
stigmatizing  disease.  Strategies
to minimize the consequences of
research on podoconiosis stigma have
been investigated and may be used
by other groups planning research in
podoconiosis (22).

Assessment of Disease: Staging
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System.

Investigators in Ethiopia developed
a staging system with the aims
of enabling disease burden to be
measured and interventions to
be assessed (23). Initial attempts
to validate the Dreyer system (a
seven-step system for staging
filarial elephantiasis, indicated that
this existing system did not transfer
adequately to podoconiosis. A new
system was developed through a
series of iterative field tests. This
system is designed to be used by
community workers with little health
training, has five stages and is based
on the proximal spread of swelling,
knobs and bumps. The stage is
recorded together with presence
or absence of mossy changes (M+
or M) and the greatest below-knee
circumference. The repeatability and
validity of the staging system were
assessed, and showed good inter-
observer agreement and repeatability.
The staging system has, anecdotally,
been adopted with enthusiasm by
patients who are grateful for a method
by which their treatment efforts can
be measured.

Assessment of Disease: Cardiff
Dermatology Life Quality Index

The Dermatology Life Quality Index
(DLQI) has been translated and used
to assess feasibility of use, internal
consistency and concurrent validity
among podoconiosis patients in
southern Ethiopia (24). The DLQI
was easy to administer, taking
approximately 4 minutes per patient.
The overall value of Cronbach’s alpha
was 0.90, indicating high internal
reliability. Concurrent validity was
assessed through comparison of
patients at first visit to the treatment
outreach clinic with those who had
been treated for at least three months
(median scores 13 and 3, respectively,
p<0.001). The investigators
concluded that the Amharic DLQI
was another useful tool in assessing
podoconiosis patients at presentation,
and in evaluating physical and social
interventions.

Differential Diagnosis

The conditions podoconiosis must
most often be distinguished from are
filarial and leprotic lymphoedema,
endemic Kaposi's sarcoma and
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chronic recurrent erysipelas. Clinical
features of podoconiosis that help
distinguish it from filarial elephantiasis
include the foot being the site of first
symptoms (rather than elsewhere in
the leg) and bilateral but asymmetric
swelling usually confined to the lower
leg (compared to the predominantly
unilateral swelling extending above the
knee in filariasis). Groin involvement
in podoconiosis is extremely rare. A
recent study using both midnight
thick film examination and BinaxTM
antigen cards has confirmed that
in a podoconiosis-endemic area,
community workers’ diagnoses are
highly predictive of podoconiosis (25).
Podoconiosis may be distinguished
from leprosy lymphoedema by the
preservation of sensation in the toes
and forefoot, the lack of trophic
ulcers, thickened nerves or hand
involvement.

PREVENTION AND TREATMENT
Primary Prevention

Evidence suggests that primary
prevention should consist of avoidance
of prolonged contact between the
skin and irritant soils. This may be
achieved by use of robust footwear
or covering of floor surfaces in
areas of irritant soil. Several non-
government organizations now train
treated patients to make low-cost
durable leather boots and shoes for
their communities in an attempt at
primary prevention. In addition, new
partnership with TOMS Shoes (a
US-based business whose founding
principle is to give away a pair of
shoes to a child in need for every pair
sold) has allowed the distribution of
nearly 100,000 pairs of shoes through
podoconiosis prevention programs
in Ethiopia since 2009. Operational
research to measure the effect of
this prevention campaign is much
needed.

Secondary Prevention

Secondary prevention (prevention of
the progression of early symptoms
and signs to overt elephantiasis)
takes the form of training in foot
hygiene (washing daily with soap
and water, using antiseptics and
ointment), and use of socks and
shoes. Compression bandaging is
highly effective in reducing the size of
the soft type of swelling, but bandages
are often difficult for patients to
afford. Progression can be completely

averted if these measures are strictly
adhered to, but compliance must be
life-long (26). Relocation from an
area of irritant soil (13) or adoption of
a non-agricultural occupation are also
effective, but may not be feasible for
the patient.

Tertiary Prevention

Tertiary prevention (the management
of those with advanced elephantiasis)
encompasses secondary prevention
measures, elevation and compression
of the affected leg, and, in selected
cases, removal of prominent nodules.
For elevation to be successful, at least
18 hours with the legs at or above the
level of the heart are needed each
day. Previously, Charles’ operation
(removal of skin, subcutaneous tissue
and deep fascia to lay the muscles and
tendons bare, followed by grafting
of healthy skin), or a variant, was
used (12, 15), but long-term results
are disappointing. Follow-up of
patients suggests that those unable
to scrupulously avoid contact with soil
experience recurrent swelling which
is more painful than the original
disease because of scarring. Social
rehabilitation is vital, and includes
training treated patients in skills that
enable them to generate income
without contact with irritant soil.

International Health Aspects

Worldwide, very few public or private
sector organisations offer treatment
to people with podoconiosis. This is
the result of a lack of evidence-based
treatment options compounded by
patchy acknowledgement that the
disease even exists. Ethiopia leads
the world in terms of podoconiosis
interventions: in Wolaita, Gamo Gofa,
Dawro, East Wollega, West Wollega,
Qellem Wollega, East Gojjam and
West Gojjam zones, non-government
organizations now offer prevention
and treatment on a relatively small
scale. A national forum, the National
Podoconiosis Action Network (NaPAN)
has recently been formed, with the
aim of coordinating and enhancing
the work of these organizations, and
bringing podoconiosis control into
mainstream government health policy.
In February, 2011, the World Health
Organisation included podoconiosis
in its list of Neglected Tropical
Diseases. Also at the international
level, Footwork the International

(36
Podoconiosis Initiative (www.podo.

org) was launched in March 2012, to
advocate for inclusion of podoconiosis

into integrated NTD programs
globally.
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Dr Fintan Shannon has just returned
from one of his regular six week working
visits to the Tikur Ambassa (Black Lion)
University Hospital in Addis. These are
very much “hands on” teaching and
service commitments, enhancing rather
than replacing the ordinary schedule of the
hospital. He refers to the huge load of daily
trauma (167 surgical cases completed)
and the now familiar obstruction to the
free flow of urgent cases from emergency
room to emergency theatre. The Saturday
morning operating session, initiated by
Shannon and Forward, continues largely
at their expense, and although this hugely
eases the pressure on the available theatre
time, Fintan feels that the trainees need
even more supervision and support from
the heavily committed senior staff at the
BLH, than currently seems possible. He is
very conscious of the value of constant
guidance, encouragement and correction
of error in surgical technique, actually on
the operating table.

While he was there his colleagues from
Australia (Drs Graham Forward, Michael
Wren, and Tim Keenan,) visited to
present a two-day workshop on the basic
techniques of orthopaedic surgery. The
visit was made possible with assistance
from the Emirates Airline Foundation,
Synthes Australia and the supporters of
“Australian Doctors for Africa.”(ADfA).
Michael Wren was the main convenor
of the programme which was divided
between lectures on basic orthopaedic

surgical principles and a practical
workshop using “saw bones,” drills,
plates and screws and wires. Tim
Keenan also took a three day detour
to Juba, the capital of South Sudan,
to assess the medical and orthopaedic
needs in that newest African country.
Altogether six very busy days.

Graham Forward writes:-

“Clearly, there remains a need for
more operating theatre time (at
the Black Lion), and for this, ADfA
is committed to construct three
new operating theatres in the new
Rehabiltation block. A memorandum
has been signed between ADfA, the
Dean of the University Medical School
(Dr Dereje) and the CEO of the Black
Lion Hospital (Dr Aster). Agreement
has been reached regarding the
financial contribution by the Hospital
and ADfA, and a commitment was
given by the hospital fully to fund the
staffing, maintenance and on-going
costs once the theatres are opened.
The plans were changed in response
to the Black Lion request for an extra
theatre to deal with contaminated
cases. The architect (Mr Getaneh
Retta) has been commissioned with
a large pro bono contribution towards
the design, submission and supervision
of the project.”

<laurence.woc@gmail.com>

TEN WHO FACTS ABOUT ROAD TRAFFIC SAFETY:

countries up to 4% of their Gross

1. More than 1.2 million people
die in road traffic crashes every year
2. As many as 50 million people
are injured or disabled by road traffic
crashes every year

3. Half of all crash victims
are vulnerable road users such

as  pedestrians, cyclists, and
motorcyclists
4, Road traffic crashes cost

National Product

5. Correctly used seat-belts
reduce the risk of death in a crash by
61%

6. Mandatory use of child
restraints can reduce child deaths by
35%

7. Helmets reduce fatal and
serious head injuries by up to 45%

Lili Hailemichael; RN, MPH

8. Enforcing a drinking and
driving law around the world coulg
reduce alcohol-related crashes by
20%

9. For every 1lkm/h reduction
in average speed, there is a 2%
reduction in the number of crashes
10. Simple low-cost engineerin
measures are saving thousands o
lives

/)
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( compound palmar ganglion)

Tuberculosis has been a  health
concern for several thousand years
, and millions continue to be afflicted
with this disease . It remains a major
source of morbidity and mortality
world-wide.

Though ubiquitous in distribution ,

It has firmly entrenched itself with
developing nations.
Extra - pulmonary tuberculous

involvement of the musculo-skeletal
system mercifully is not as common as
pulmonary tuberculosis , accounting
for only 10% of tuberculosis cases.

The diagnosis of tuberculous synovitis
is usually delayed as it mimics many
other conditions which can lead to
complications. Other  swellings of
the fingers , hand or wrist that may
be difficult to distinguish from the
swellings of tuberculous bursae ,
and occasionally with a secondary
pyogenic infection, complicates the
tuberculosis as a disease and makes
the diagnosis difficult.

Here , we present a 30 year old female
patient with a confirmed diagnosis of
compound palmar ganglion .

To our knowledge this diagnosis has
not been registered from Ethiopia
and Africa as well .

Case report

A 30 year old house-wife , mother of
three children presented to our clinicin
August 2010 complaining Of a swelling
on the left distal forearm of 4 years
duration. It increased in size gradually
and was painful Occasionally.

No one in the family has similar
illness.

Denied any history of trauma or

Dr. Fekadu Teshome .

chronic medical illness and the system
review was non-contributory.

One vyear prior to her presentation ,
she visited a nearby health institute
where surgical intervention was
undertaken and different antibiotics
were administered , but all endeavors
were to no avail.

Physical examination revealed a
longitudinal surgical scar with a
spindle-shaped doughy , non-tender
Swelling on the volar aspect of the
left wrist medially , bulging above and
below the flexor retinaculum

With positive cross fluctuation.

No interference with
movements.

Provocative tests for impingements
were all negative.

With a clinical diagnosis of compound
palmar ganglion , decisions for further
investigations and excisional biopsy
were made.

Allthe routine laboratory investigations
were within normal limits except the
ESR to be 56 mm at the end of the
first hour.

Roentgenogram of the chest
wrist showed no abnormality.
Nerve conduction study of the upper
limb was also reported normal.

Serology for HIV was found negative.

finger

and

Finally, through a longitudinal incision
medial to the Palmaris longus , median
nerve being retracted

laterally , the lesion was isolated and

subsequent radical en block excision
was undertaken without

difficulty . Pressure over the palm
expressed one

melon-seed  body

from the wound .

Feas

E ST Rt |
Histopathological ~examination of
the excised tissue with the melon-
seed body was reported as synovial
and subsynovial  tissues showing
morphologic features of caseous
granulomatous inflammation
consistent with toberculous synovitis.

the

Subsequently having finalized
diagnosis , as chemotherapy is the

mainstay of the management, anti-
tubercular treatment was initiated
promptly according to the current
national protocol.

The bugbears of the treatment
being its long duration, poor patient
compliance, emergence of drug
resistance and others , with meticulous
follow-up carried out favorable clinical
response was obtained.

Discussion

Primary tuberculous synovitis of
the palmar synovial bursa is a rare
condition.
The mechanism may be direct
innoculation from adjacent bone or
joint infection or seeding from a

tuberculous lesion in the pleuro
-pulmonary or genito  -urinary
system.
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The precipitating factors include
trauma , old age , low socio-economic
status , mal-nutrition , alcoholism
,  Immuno-suppression and steroid
injections.

The onset of the disease is gradual

with  slow progression leading
to well advanced disease before
presentation.

Patients usually present wih an
insidious , slow growing , sausage-like
mass with no or little pain. They

may also present with discharging
sinus and carpal-tunnel syndrome.
Tendon rupture is a rare presentation
but it may occur when treatment is
delayed.

There are different histo-pathological
forms of tuberculous tenosynovitis
as a result of the long duration Of
the disease, the resistance of the
individual , and the varying virulence
of the micro - organism ( bacilli ) .

If healing by fibrous tissue formation

fails to curtail the pathologic process
, extensive caseation and granulation
occurs. Although the granulomas (
caseating or non-caseating ) occur in
most cases, rare cases might show
non-specific inflammation only without
granulomas .

" Rice-bodies” or " Melon-seeds”
represent fibrinous masses ( tubercles
) ,which are present in 50%

tuberculous cases.

Laboratory findings are generally
negative , except the ESR which is
usually increased.

The main problem remains the
difficulty in diagnosing the disease
because of the non-specific Clinical
signs that point to a number of other
possibilities.

The most effective treatment involves
a combination of medical and surgical
therapies.

The tendency for local recurrence in
tuberculous synovitis is not absolutely
nil, so close follow-up Should be
carried out in every case.

Conclussion

Though compound palmar ganglion is
a rare event , delaying the diagnosis
and even missing is not uncommon
due to the slow progression and
numerous differential diagnoses which

often leads to functional disabilities

and other complications.

Early radical excision of the infected
tissues coupled with anti-tuberculous
multi-drug  therapy gives good
functional outcomes , prevent
complications and recurrence.
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The SOUTH AFRICAN ORTHOPAEDIC ASSOCIATION (SAOA) is prepared
to deliver instructional course on FOOT problems in the first week of

TOPICS INCLUDE:

1 Bunions

2 MP Fusion

3 Bunionette

4, Triple Arthrodesis
5. Ankle Arthrodesis ?
6 Diabetic foot

7. Ankle arthritis  treatment
options - Chris

8. Trauma

9. Other

Cavus foot — Adriaan
Neuroma — Nick

December 2012.

- Sesamoiditis — Willem
- O.D lesions in talus — Chris

10. Flat foot

= Adult flatfoot - Nick

- Juvenile flat foot - Ryno

- Arthroereisis - Ryno

11. Tendon problems

@) Achilles tendonoses - Willem
(b) Peroneal tendon problems

- Chris — Peroneal tendon
dislocations

- Chris — Peroneal tendon
disorders

12. Club foot — Ryno du Plessis
13. Forefoot

- Assessment of the forefoot
before surgery - Chris

- Lesser metatarsal shortening
— Chris

14. Paralytic foot

Different tendon transfers — Ryno du
Plessis

For early registration, please contact
ESOT office.

PHARMA —ORTHO:

ETHIOPIAN SOCIETY OF ORTHOPEDICS AND TRAUMATOLOGY



Published in Science Translational Medicine Rapid Publication on February 16 2012

Sci Transl Med 22 February 2012:

Vol. 4, Issue 122, p. 122ra2l

Sci. Transl. Med. DOI: 10.1126/scitranslmed.3003276
Research Article

DRUG DELIVERY

(41)

First-in-Human Testing of a Wirelessly Controlled Drug Delivery Microchip

A study from USA. Send correspondences to I: rfarra@mchips.com

The first clinical trial of an implantable microchip-based
drug delivery device is discussed. Human parathyroid
hormone fragment (1-34) [hPTH(1-34)] was delivered from
the device in vivo. hPTH(1-34) is the only approved anabolic
osteoporosis treatment, but requires daily injections, making
patient compliance an obstacle to effective treatment.
Furthermore, a net increase in bone mineral density requires
intermittent or pulsatile hPTH(1-34) delivery, a challenge
for implantable drug delivery products. The microchip-based
devices, containing discrete doses of lyophilized hPTH(1-34),
were implanted in eight osteoporotic postmenopausal women
for 4 months and wirelessly programmed to release doses
from the device once daily for up to 20 days. A computer-
based programmer, operating in the Medical Implant
Communications Service band, established a bidirectional
wireless communication link with the implant to program
the dosing schedule and receive implant status confirming

proper operation. Each woman subsequently
received hPTH(1-34) injections in escalating
doses. The pharmacokinetics, safety, tolerability,
and bioequivalence of hPTH(1-34) were assessed.
Device dosing produced similar pharmacokinetics
to multiple injections and had lower coefficients of
variation. Bone marker evaluation indicated that daily
release from the device increased bone formation.
There were no toxic or adverse events due to the
device or drug, and patients stated that the implant
did not affect quality of life.

Copyright © 2012, American Association for
the Advancement of Science (AAAS)

Get full text from this site: http://stm.sciencemag.
org/content/4/122/122ra21

Some Historical Landmarks in Orthopedic Surgery
(http://en.wikipedia.org/wiki/Orthopedic_surgery)

Nicholas Andry coined the word

External fixation of fractures was refined

due to permanent joint instability. Working

“orthopaedics” in French as orthopedie,
derived from the Greek words orthos
(“correct”, “straight”) and paideion
(“child"), when he published Orthopedie
(translated as Orthopaedia: or the Art of
Correcting and Preventing Deformities in
Children) in 1741.

Jean-Andre Venel established the first
orthopedic institute in 1780, which was the
first hospital dedicated to the treatment
of children’s skeletal deformities. He is
considered by some to be the father of
orthopedics or the first true orthopedist in
consideration of the establishment of his
hospital and for his published methods.
Antonius Mathysen, a Dutch military
surgeon, invented the plaster of Paris
(pop) cast in 1851. Many developments
in orthopedic surgery resulted from
experiences during wartime. The use of
intramedullary rods to treat fractures of the
femur and tibia was pioneered by Gerhard
Kiintscher of Germany. However, traction
was the standard method of treating thigh
bone fractures until the late 1970s when
the Harborview Medical Center in Seattle
group popularized intramedullary fixation
without opening up the fracture.

by American surgeons during the Vietnam
War but a major contribution was made
by Gavril Abramovich Ilizarov in the USSR.
He was sent, without much orthopedic
training, to look after injured Russian
soldiers in Siberia in the 1950s. With no
equipmenthe was confronted with crippling
conditions of unhealed, infected, and
malaligned fractures. With the help of the
local bicycle shop he devised ring external
fixators tensioned like the spokes of a
bicycle. With this equipment he achieved
healing, realignment and lengthening to a
degree unheard of elsewhere. His Ilizarov
apparatus is still used today as one of the
distraction osteogenesis methods for limb
lengthening.

Ruth Jackson became the first female
Board-certified Orthopedic Surgeon in the
U.S in 1937. Orthopedics continues to be a
male-dominated field. In 2006, only 12.4%
of orthopedics residents were women.
David L. MacIntosh pioneered the first
successful surgery for the management of
the torn anterior cruciate ligament (ACL)
of the knee. This common and serious
injury in skiers, field athletes, and dancers
invariably brought an end to their athletics

with injured football players, Dr MacIntosh
devised a way to re-route viable ligament
from adjacent structures to preserve the
strong and complex mechanics of the knee
joint and restore stability. The subsequent
development of ACL reconstruction surgery
has allowed numerous athletes to return
to the demands of sports at all levels.

Arthroscopy was pioneered in the early
1950s by Dr. Masaki Watanabe of Japan
to perform minimally invasive cartilage
surgery and reconstructions of torn
ligaments.

The modern total hip replacement was
pioneered by Sir John Charnley in England
in the 1960s. He found that joint surfaces
could be replaced by metal or high density
polyethylene implants cemented to the
bone with methyl methacrylate bone
cement. Since Charnley, there have been
continuous improvements in the design
and technique of joint replacement
(arthroplasty) with many contributors,
including W. H. Harris, the son of R. 1.
Harris, whose team at Harvard pioneered
uncemented arthroplasty techniques with
the bone bonding directly to the implant.

ETHIOPIAN SOCIETY OF ORTHOPEDICS AND TRAUMATOLOGY



Job advertisement
Paediatric Orthopaedic Fellowship
Beit CURE International Hospital
Malawi

Supported through generosity of A0 Socio Economic Committee

Applications are invited for 6-12 month posts
in Paediatric Orthopaedics based at the Beit
CURE International Hospital in Elantyre, Ma-
lawi (accredited for COSECSA training)

o Applicants should be post Membership of
COSECSA

9 Engaged in, or having completed a training
in orthopaedics and traumatology

o Competitive remuneration package
o Flights to and from Malawi included

9 Clinical post with commitment to surgical
research and audit

Offering experience in general paediatric
Wcrudkng management of .

”:"'-'-'-";,;:ﬂmpnglim reconstruction using circu-
lar fran'iﬂi {lll arov and TSF)

4 Fuarther adult experience in hip and knee
joint arthraplasty, trauma and arthroscopic

Dr John Cashman,
Beit CURE International Hospital
PO Box 31236, Blantyre 3

2 ¢ or
CUI e 1‘: john.cashman®@cureinternational.org

M oal a w APPLICATION CLOSING DATE: 1st October 2012
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ESOT Executive committee ©
Members

Dr. Biruk Lambisso Dr. Elias Ahmed Dr. Yiheyis Feleke
President V.President G. Secretary

Fa%

Dr. Fekadu Teshome Dr. Zegene Taye Dr. Tilahun Desta
Public Relations Treasurer Cashier

Dr. Tadese Shimelis ~ W/o Yemenashu Alemayehu Ato Habtewold Menkir

Member is selected as a
Is an excellent dedicated certified/chartered external

office secretary of ESOT who auditor of ESOT's finances.

has been helping the society  peports to general assembly
for free since its birth. independently
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a pilot study OF TREATMENT OF Crush Fracture of the
Os Calcis. By a simple mode of eliminating the deforming

force by defunctioning the triceps cruri, releasing the T.A. AT
ADDIS ABABA UNIVERSITY, IN ETHIOPIAN

Authors:
B Bahiru Bezabeh, M.D, FCS (ECSA), Assistant Hospital (BLH), Addis Ababa University, ETHIOPIA,
Professor, Addis Ababa University, ETHIOPIA. Setting: Addis Ababa University, Black-Lion (‘Tikur
E-mail: bongamera@yahoo.com Anbessa’) Hospital-BLH, is the country’s highest
tertiary level referral and teaching Hospital. The 67-
2 Michael Laurence md uk bedded orthopedic department, only one in the country,

runs under-graduate and post-graduate/ residency
programs and receives referred patients from all over
Correspondences to: Dr. Bahiru Bezabeh, E-mail: the country.

bongamera@yahoo.com Methods: All the 14 consecutive Crush Fracture of

Addis Ababa, ETHIOPIA. the Os Calcis f patients admitted to the department’s
wards during the study period were recruited for the
study. They are prospectively followed after obtaining

Bahiru Bezabeh, Michael laurence . .
their consents. the operation was performed and kept

ABSTRACT in the hospital for capable of days for checking control
Objectives: This is a pilot study with an objective of a simple x-ray and for other post op complication .all patients
mode of eliminating the deforming force by defunctioning are discharged with two crutches and walking as pain
the triceps cruri, releasing the T.A. and thus to allow a tolerated followed every one month in out patient
degree of freedom for the bone to resume its anatomical department clinically and radiological evaluated

shape without the upward pull of the triceps cruri.l from
October 2011 —May 2012. Faculty of Medicine, Black-Lion

Hip Replacement at The CURE Hospital:

A Preliminary Review of the First 44 Cases
Eric Gokcen, MD; Biruk Lambisso, MD.
TheCUREHOSp/ta/ INTERNATIONAL

Addis Ababa, Ethiopia

Hip replacement surgery is often cited as one of the most revolutionary advances of all time in orthopaedic surgery.
However, in developing countries, the availability of this procedure is typically very limited. We report on the
outcomes of our first 44 hip replacements, including total hip replacement and modular hip hemiarthroplasties, and
discuss the limitations and viability of hip replacement surgery in Ethiopia.
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The outcome of pelvic fracture surgery at SCH

l \ system for assessment of function after major
pelvic injuries is proposed. This numeric system of
functional assessment is adopted from five years
prospective study done in 1989 by Dr. Said Abdul Majeed
from Kuwait University on 60 patients.

Five factors were assessed and scored: pain, standing,
sitting, sexual intercourse and work performance. The
total score then gave a clinical grade as excellent, good,
fair or poor. The scoring system allows comparison
between early and late results and also between various
methods of treatment.

Worldwide there are many reports on treatment of
pelvic fracture surgeries, but we have not come across
one in our country. The results of most of these studies
lack objectivity and often are expressed in vague terms,
like returning to work, pain or gait improvement and
other symptoms. Studies that use numerical scoring
system to assess the outcome of pelvic fracture surgery
is more objective and we have adopted a study done by
Dr. Abdul Majeed to evaluate pelvic fracture surgeries
done on four patients at Soddo Christian hospital.

Operative treatment of displaced serious pelvis fractures
is commonly done worldwide. With the development of
CT scanners, sophisticated live x-ray machines and the
study of pelvic bony anatomic variations, percutaneous
procedures of sacral- iliac fracture/dislocations are
routinely done in major centers in Europe and the USA.
Combination procedures of the anterior pelvis (either
open plating or percutaneous external fixation) with a
posterior procedure are commonly done for complex
instability patterns.

At Soddo Christian Hospital we are seeing more
complicated pelvic injuries as the volume of road
traffic accidents increase and as referral patterns are
established. We have developed an open technique for
placement of sacroiliac screws that has proved to be
possible. In conjunction with open SI plating and well
established open procedures for the anterior pelvis,
major instability of the pelvis can be handled without

Dr. Duane Anderson, Dr. Segni Bekele, Dr. Moges Mulu
Soddo Christian Hospital

the use of live x-ray. We are presenting our limited
experience over the last year with short term
results of these procedures

METHOD

Five criteria were chosen for functional assessment
after major pelvic fractures: pain, standing, sitting,
sexual intercourse and performance at work. Each
of these clinical parameters is scored, the total
being a maximum of 100 points for patients who
were working before the injury and 80 points for
those who were not. We have used serial x-rays
and videos to collect information from our patients.
The limitation of our study is that we have only
four patients and they are assessed at various time
intervals following the surgery. As this is an ongoing
study, we will include more patients in future.

The five sections of the assessment are scored
as shown in Table I and discussed below:

Pain: Pain is an important sequel of major pelvic
injury, and is given a score of 30 points, allocated
according to the six grades listed in Table I.

Standing: Weight-bearing in the erect position is
given 36 points, in three main categories (aids, gait
and walking ability), each of which has six grades.

Sitting: Sitting is an important function in relation
to the pelvis, but less so than gait or walking ability.
A total score of 10 points is given in four grades.
Sexual intercourse: For both men and women,
four points are allocated for comfort during
sexual intercourse. This does not take account
of neurological or psychological impotence and is
recorded in four grades. If, for any reason, sexual
intercourse has not been attempted, a score of
four points is given.

Work: Work performance is allocated 20 points in
five grades, ranging from no regular work to return
to the same job as before injury with no loss of

N
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performance. A patient who was not working at the time of
his injury is not scored; his overall assessment is then out
of 80 points.

Table I. System for function assessment after pelvic fractures

Pain - 30 points

Intense, continuos at rest
Intense with activity
Tolerable, but limits activity

With moderate activity, abolished by rest
Mild, intermittent, normal activity

Slight, occasional or no pain
Work - 20 points

No regular work

Light work

Change of job

Same job, reduced performance
Same job, same performance

Sitting — 10 points

Painful

Painful if prolonged or awkward
Uncomfortable

Free

Sexual intercourse — 4 points

Painful

Painful if prolonged or awkward
Uncomfortable

Free

Standing — 36 points

0-5 A walking aids (12)
10
15 Bedridden or almost 0-2
20 Wheelchair 4
25 Two crutches 6
30 Two sticks 8
One stick 10
No sticks 12
0-4 B Gait unaided (12)
8
12 Cannot walk or almost  0-2
16 Shuffling small steps 4
20 Gross limp 6
Slight limp 10
Normal 12
04
6 C Walking distance (12)
8
10 Bedridden or few meter 0-2
Very limited time and distance 4
Limited with sticks, difficult without
Prolonged standing possible 6
0-1 One hour with a stick limited without 8
2 One hour without sticks slight pain or limp 10
3 Normal for age and general condition 12
4

Table II. Clinical grade based on a score out of 100 points for working and 80 points for non-

working patients (see text)

Working before injury Not working before injury Grade

>85 >70 Excellent
70 to 84 55 to 69 Good
55to 69 45 to 54 Fair

<55 <45 poor
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Table III. The outcome followin
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elvic fracture surgery at Sodo Christian hospital is shown below.

Name Age | Fracture Operation type Duration after | Total Complication
sex operation score
1l
Dubale 28 | Ischial ramus + Anterior approach | 3 1/2 months | 63 % none
J/ m | Leftsacral, and Sl Sl screw and and (14 weeks)
dislocation anterior ex-fix
Tesfaye 30/ | LeftSljoint ORIF with 11 months 91% Unrecognized
2 | Yaya m dislocation, symhysis pubis extraperitoneal
symphisis pubic Plating and SI bladder rupture,
diastases joint screwing Infected surgical
wound involving the
anterior plate and
screw, L5 nerve root
temporary injury
3 Firehiwot 39/ | Right sacroiliac ORIF-plating + 11 months 91% none
Abebe f joint dislocation + screw fixation of
symphysis pubis Sl
diastases + left
superior ramus #
4 Zerihiu 24/ | lliac bone # + ORIF = plating 18 months 94 % none
Simon m left Sl Jt dislocation | -Anterior
approach and ex-
fixeter anteriorly
DISCUSSION

We have operatively treated 4 complex pelvic injuries in the last year at Soddo Christian hospital. We have
done this with limited complications. The results over the short term are encouraging. We expect that long
term results will improve with time in these injuries. In Africa where there is limited access to CT scanners and

live x-ray, development of surgical procedures that are straightforward and safe is important in taking care of

the critically injured pelvis.

As live x-ray becomes available in Ethiopia we hope to be able to learn how to place SI screws percutaneously,
until then we will continue to use open techniques to provide posterior fixation of the SI joint and continue to

apply anterior plates where it is applicable.

Duane Anderson, MD

Moges Mulu, MD
Segni Bekele, MD
Abebe Chala, PT
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OUTCOME OF SURGICAL MANAGEMENT OF OPEN TIBIAL
FRACTURE IN ADULT PATIENTS AT ADDIS ABABA UNIVERSITY,
SCHOOL OF MEDICINE ADDIS ABABA, ETHIOPIA FROM April—

March, 2012

Investigator: 1Geletaw Tessema, worku Belay,2 Woubalem Zewde,
3Biruk Lambisso, Neil white
Corresponding to: Dr. Geletaw Tessema, P.O. Box 9086,Medical
Faculity, Addis Ababa, Ethiopia.
E-mail: geletawt@gmail.com
Background

Open Tibial fractures is one of the commonest fractures in adult
patient being the most common fracture . In our hospital open
Tibial fracture is the commonest cause of hospital admission.
Open and closed tibial fracture accounts 16%(1177/7317) in
Tikur Anbesa Hospital.

Its management is difficult and complications are common. If it is
managed in time with appropriate way its outcome is rewarding
and the complications can be minimized significantly.
Objective

The objective of this study is to assess the new management
protocol outcome of patients who presenting with open tibial
fracture to Tikur Anbessa Specialized Hospital (TASH), Addis
Ababa, Ethiopia.

Methodology

Prospective cohort study will be conducted in
patients presenting with open tibial fractures to
TASH. Petiens will be evaluated and managed by a
protocol according to the type of fracture sustained
using the available options of management in our
setup. The data will be collected based on the
prepared and pretested structured questionnaire
by the primary investigator. The initial evaluation
and outcomes of the different modalities of the
management used will be assessed using different
statistical methods.
Work plan

The study will be conducted for lyr period
from April, 2012 up to March 2013.
Dissemination of results

Ongoing presentations will be conducted

throughout the process of the study. Final write up
of the findings will be available and disseminated
to the scientific community, patients and the
public after March, 2013.

¢
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ACL Reconstruction

Eric Gokcen, MD
The CURE Hospital
Addis Ababa, Ethiopia

Anterior cruciate ligament (ACL) few decades, major advances in ACL
tear can be a career ending injury reconstruction (ACLR) have allowed
in professional athletes and lead to many athletes and non-athletes to
significant limitations in activities return to previous levels of activity. The
Over the past purpose of this talk is to review some

in non-athletes.

cure

INTERNATIONAL

The CURE Hospital
P.O. BOX 26134-1000, Addis Ababa, Ethiopia
+251-111-237-767

including graft selection,

the place of ACLR in Ethiopia.

of the advances in ACLR, discuss the
pros and cons of current techniques
review
outcomes, and open a discussion of]
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PATTERN OF FRACTURE AT TIKUR ANBESSA
UNIVERSITY HOSPITAL:

Prospective study

1. Department of Orthopedics, School of Medicine, Addis Ababa University

2. Department of Surgery, School of Medicine, Addis Ababa University
ABSTRACT

BACKGROUND:Fractures and dislocations are major cause of disability in our set up. This study aims
at assessing the patterns observed and highlights the common disabling fractures.

METHOD: Prospective three and half months study of patients who presented with fracture and/or
dislocations to emergency room.

RESULT: Total of 588 (5-6patients/day) patients presented with fracture and/or dislocations. Of which
25.2% children and 74.3% adults with the average age being 30yrs (1day-94yrs). The commonest
mechanism of injury was fall accident 248(42.2%) followed by road traffic incidents 201 (34.2%) and
fight43(7.3%).

Majority of fractures involve long bones.Femur being the commonest in 17.86%(105/588), followed by
tibia 93 (15.82%),humerus 84(14.29%) and radioulnar fractures 54(9.18%). Fractures involving the hand
were seen in 45(7.65%), ankle 35(5.95%) and foot 30(5.1%). Shoulder was the commonest joint to be
dislocated 16(2.72%), followed by hip 5(0.85%), elbow 3(0.51%) and acromioclavicular joint 2(0.04%).

Open fracture was seen in 107(18.2%) patients, while 481(81.8%) were closed. Among all open fractures
tibia was the commonest site to be complicated by soft tissue injury. 36/93(38.7%) tibia shaft fractures
were open. Among which half were Gustilo grade III (Gustilo IIIA: 12/36 (33.3%), IIIB: 5/36 (13.9%),
ITIC: 1/36 (2.7%)). While 10/36(27.7%) were Grade I and 8/36 (22.2%) were Grade II.

CONCLUSION: Fall accidents needsemphasis and we recommend detail studies. Significant number of
fractures is open. Hencedue attention should be given to open fractures, especially tibia open fractures as
it is the major open fracture observed and the management is always a challenge.
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SOME OF ESOT MEMBERS

Welcome To The Official Website Of ESOT!

The Ethiopian Society of Orthopedics and Traumatology (ESOT) was officially inaugurated in Addis Ababa. At infancy, the
Society has taken firm roots and is thriving well. For years, its members have been marvelously serving our citizens both
during war and peace.

Visit our Web Site

http://www.esot-ethiopianorthopaedics.org/
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