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Annual Meeting Accomplishes Goal of
“Bridging the Hemispheres”

he weather in Cancun
could not have cooperated better for the three and
one half days of the
AAHS meeting.
Attendance at the meeting was
excellent despite the fact that the
scientific sessions started at 6:15
a.m. and ended at 2:00 p.m. We
were honored with hand surgeons attending from Venezuela,
Brazil, Argentina, Colombia,
Mexico, Canada, Spain, Germany,
England and Romania. It was
quite evident that the hemispheres had been bridged, but
also clear that hands were reaching across to our European colleagues.
The first day included two
simultaneous sessions. Paul
LaStayo PhD, PT, CHT, and
Richard Brown, MD in one room
chaired “Paradigm Shifts in Hand
Surgery/Challenges to the Sacred
Cows”. What was once considered a separate therapy session
day has now been incorporated
as the first day of the AAHS

Incoming President
Alan Freeland, MD
(right) presents one of
the Clinician/Teacher of
the Year Awards to
Michael Jabaley, MD.
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meeting.
Top-notch therapists and
hand surgeons presented the four
panels on pain, fractures/instabilities, tendon and nerve. They
provoked vivid and animated
discussions. The consensus from
all those in attendance was that
the current format for the therapy related day, as part of the
main meeting, offers real value
teaching to both surgeons and
therapists.
In another room five round
tables on brachial plexus,
rheumatoid hand, metacarpal &
phalangeal fractures, microsurgery for wrist reconstruction,
and technical reconstruction of

the wrist were presented in Spanish
and simultaneously
translated into
English. Many
thanks go to Drs. Jorge Orbay
and Igor Indriago from the
Miami Hand Center for their
help in organizing this session.
Seven current hand organization
Presidents, President-Elects, and
other distinguished guests from
South American and Spain honored us with state of the art presentations on that day.
Thursday and Friday gave us
all the opportunity to listen to 74
scientific papers and attend two
of the twelve instructional courses. The International Panel on
continued on page 8

FROM THE EDITOR’S DESK

Speaking
Out for
Professionalism
hat is a professional?
As expressed in a 1999
JAMA editorial, a professional differs from
other kinds of workers
in three ways: there is a foundation
of knowledge, usually difficult
to acquire, which the professional possesses; a fiduciary
responsibility (i.e., professionals agree to use this knowledge for the public good, and
put the interests of those who
come to them above self-interest); and self-regulation (i.e.,
PETER C. AMADIO, MD the recognition of an obligation to establish standards and criteria for members of the profession,
and to adhere to them). These three
essentials imply a fourth: autonomy, i.e., the professional is free to
exercise the search for knowledge,
to establish fiduciary relationships,
and to self-regulate. Physicians are,
historically, quintessential professionals, and as hand surgeons, we,
of course, have our own knowledge
base, obligations, and standards.
Sadly, the many contractual
arrangements physicians are now
obligated to enter in our increasingly legalistic society have put external mandates and, in some cases,
constraints on what we should
know, how we should use that
knowledge, on whom, and when,
Hand Surgery
all threatening the autonomy that
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It is in this context that the
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Medical
Professionalism Project
2002
(www.professionalism.org), an
international consortium of physicians, has released a charter for
medical professionalism in the new
millennium. This group recom-
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mends that medical professionalism be based on three basic principles, and 10 professional responsibilities. The principles are: the primacy of patient welfare; patient
autonomy; and social justice. The
responsibilities are: to professional
competence; to honesty with
patients; to confidentiality; to maintaining appropriate relationships
with patients; to improving quality
of care; to improving access to care;
to scientific knowledge; to a just
distribution of resources; to maintaining trusts by managing conflicts
of interest; and to professional
responsibilities, such as mutual
respect, collaboration, and self-regulation.
Some may question whether it is
a physician’s role to advocate for
social justice, which reaches
beyond the individual doctorpatient relationship, and acknowledges a parallel responsibility to
society as a whole. However, to the
extent that it means that we will
treat each patient as a person,
equally and respectfully, regardless
of ethnic, gender, religious, or other
differences, this principle clearly is
fundamental to our role as exemplars of the healing profession. The
question is, will physicians, especially in the US, where there are so
many constraints on physician
autonomy, be able to fulfill these
responsibilities, and follow these
principles? Those particularly at
risk seem to me to be patient
autonomy, which is abrogated daily
by the contracts patients are obliged to agree to in order to acquire
health insurance, and the fulfillment of our responsibilities to honesty, confidentiality, quality, access,
and just allocation of resources, by
the terms of the analogous contracts many of us are obliged, either
by law or necessity, to agree to.
Many of us, to compensate for
expenses in providing care which
exceed the revenues returned, have
also entered into relationships with
third parties, such as device or

equipment companies, which may
pose a conflict of interest—something in the past best avoided, but
nowadays something instead, even
in the idealistic framework of this
new charter, to be “managed”.
I am confident that our profession has the requisite ability to
address these issues, so nicely summarized in this charter. Whether we
will succeed in fulfilling our proper
role as professionals, though, will
depend on more. Most of the problem areas are in the political realm.
Will patients be allowed access to
quality care? Will physicians recover the autonomy to decide on treatment, without pleading for
approval from insurance or government bureaucrats? Will some
patients continue to be excluded
from adequate care, for a lack of
financial means? Will unfunded
mandates on doctors and hospitals
continue, jeopardizing their
viability?
There is no way, in a political
society, to avoid taking political
positions. Doctors have a reputation of being extremely passive participants on the political scene.
Thus, I would add an eleventh
responsibility: to take an active part
in the political life of one’s community, so that our commitment to the
other 10 responsibilities can be
made clear to the society in which
we function, and so that barriers to
our fulfillment of those responsibilities can be removed. 2002 is a
political year in the US. The entire
House, a third of the Senate, and
many governorships and state legislatures are up for election. Make
your voice heard. H

FROM THE PRESIDENT

New Year –
New
Opportunities
ecause of the efforts of our
leadership, the presence of
exceptional Central Office
personnel, and the support
and participation of our
membership, the American
Association for Hand Surgeons
(AAHS) is a strong and vital organization poised and moving into the
21st Century. We are not only going
to meet the changes that occur, we
are going to initiate them. We will
be a central component of the “Age
of Information and Globalization.”
We will be a part of America’s
national rededication of purpose to
convert the tragedy of September
11, 2001 to the triumph of American
values today and in the future.
We look at heroes as being stars
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and celebrities. But the true heroes
are ordinary people who overcome
the adversities of everyday life by
going to work at difficult and
demanding jobs; who sacrifice to
provide exemplary care, guidance,
education, and opportunity for their
children; who help and comfort their
families, neighbors, and friends in
times of adversity; who serve and
contribute to their communities, and
especially those who arise by reflex
to sudden unexpected catastrophic
occasions like the firemen and policemen of New York City and the passengers of United Flight 93 who
made the supreme sacrifice of their
lives for their country and for their
belief in freedom and humanity.
I call on each of you to discover
the hero that resides within you and
to step up to join me in meeting the
challenges of our profession by providing the best quality in patient
care, excellence in all forms of education, by helping the poor and disadvantaged, and by nurturing our relationship with our colleagues and
friends both at home and in all countries throughout the world. We are
one race, the human race. We must
promote life, liberty, justice, education, good health care, equal opportunity, and the pursuit of happiness
for all. I look forward to the honor
and privilege of being your leader
and your servant in the coming year
and to working with you in achieving these goals.
Our Annual Meeting is our marquis event. This year’s meeting was a
resounding success in every dimension. Participation, content,
camaraderie, and enthusiasm
were excellent. Special
congratulations should
2002 Clinician/Teacher
of the Year Award
Recipients. From left to
right, Antonio DeSantolo,
MD, Michael Jabaley, MD,
and Maureen Hardy, PT,
MS, CHT each received
an award from AAHS
President-Elect Alan
Freeland, MD.

go to Past President Robert
Buchanan, Program Chairman
Miguel Saldana, International Day
Chairman Jorge Orbay, Hand
Therapy Day Chairmen Paul LaStayo
and Richard Brown and their committees and to Central Office
Executive Director Laura Leeper and
her staff.
Our synergy with The American
Society for Reconstructive
Microsurgery (ASRM) and the
American Society for Peripheral
Nerve (ASPN) assures that there is
no better meeting for hand surgeons anywhere in the world.
The increasing participation of
our international colleagues
strengthens every aspect of our
meeting, enriches our lives,
and will impact patient care in
all corners of the globe.
The Hand Education
Foundation under the able
ALAN E. FREELAND,
leadership of Miguel Saldana
and its Board of Directors pro- MD
vides substantial support for our
Annual Meeting and has stabilized
registration fees and annual dues.
This is a direct result of membership
generosity and contributions. I urge
you to continue to support the Hand
Education Foundation. I envision a
future day when the Annual Meeting
registration will be among the many
benefits of membership in our organization. Please make a contribution
along with your annual dues this
year. Keep the AAHS on top.
It is not too early to start to plan
for next year’s meeting at Kauai,
continued on page 4
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Hawaii that will start with Hand
Therapy and International Day on
Wednesday, January 8 and extend to
a combined day with ASRM and
ASPN on Saturday, January 11, 2003.
Meeting Abstracts are due at the
Central Office on May 1, 2002 and
may be submitted on line at
www.handsurgery.org . Our theme
will be “The Cutting Edge” and we
plan to bring you the most up to date
information regarding all aspects of
hand surgery. Arnold-Peter Weiss
will be the Invited Guest Speaker
and will present two addresses
“Creativity in Hand Surgery” and
“Hands on Coins.” Tony DeSantolo
will be the International Guest
Speaker and will present “Third
World Hand Surgery—The Agony
and the Ecstasy.” Art Rettig, an
AAHS member and Team Physician
for the Indianapolis Colts, will be the

AAHS 2002 NEW MEMBERS

Historian
W.P. Andrew Lee, MD

Active Membership
Senior Directors At Large
Brian Adams, MD
Richard Brown, MD

Bickel, Kyle D., MD
San Francisco, California

Junior Directors At Large
Scott Kozin, MD
Mark Baratz, MD

Dalsimer, David, DO
Bourbonnais, Illinois

Immediate Past President
Robert Buchanan, MD
Penultimate Past President
William Blair, MD
Sr. Affiliate Director
Lynn Bassini, MA, OTR,
CHT
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Jr. Affiliate Director
Paul Brach, MS, PT, CHT
Parliamentarian
Will Geissler, MD

combined AAHS, ASRM, and ASPN
Presidential Guest Speaker on
Saturday when he speaks on “Hand
Injuries in the National Football
League.” He will also speak on
“Protective Splinting and Hand
Gear for the Athlete at all Levels of
Play” on Hand Therapy Day. Dr.
Rettig was the Presidential Guest
Speaker for the AAHS in 1990. He is
the first to be asked for an encore.
These three guest speakers will be
spellbinding.
Finally, I challenge each of you to
sponsor a new active, affiliate, or
international member. Membership
is the life-blood of our organization.
Identify a rising young luminary in
your community. Encourage, support, mentor them, and bring them
aboard. We will all benefit.
This is the beginning of a new
year. It should be a great one. Take
advantage of your membership benefits. Participate as well. Make the
AAHS a better and stronger organization. H

Chamoy, Lewis, MD
Mequon, Wisconsin

Garst, Jeffrey R., MD
Dunlap, Illinois

Slutsky, David J., MD
Torrance, California

Bloom, Heidi T., MD
Jackson, Mississippi

Vela, Luis Russell, MD
Corvallis, Oregon

Fischer, Kenneth A., MD
Jackson, Mississippi

Woodberry, Kerri M.,
MD
St. Louis, Missouri

Makowiec, Richard, MD
Great Lakes, Illinois

Yaghoubian, Robert, MD
New Milford, Connecticut

Gause, Trenton, M., MD
Pittsburgh, Pennsylvania

International
Membership

Gorosh, Jeffrey E., MD
Rochester Hills, Michigan

Mathoulin, Christopher
L., MD
Paris, France

Innis, Peter C., MD
White Hall, Missouri
Laub, Donald R., MD
Burlington, Vermont
Morris, Steven F., MD
Vancouver, British
Columbia, Canada

Rojas, Sandra L., MD
Bogota, Columbia
Torres, Jose, MD
Merida, Venezuela
Sud, Vipul, MD
Kampur, India

Messer, Terry M., MD
Redding, Pennsylvania
Yan, Ji-Geng, MD
Brookfield, Wisconsin

Affiliate Membership
Cohen, Tziporah
Brooklyn, New York
Chisar, Jennifer
Pleasant Hill, California
Dest, Sharon
Fairfield, Connecticut
Fye, Lynn
Manlius, New York
Lee, Michael
Tucson, Arizona

Plancher, Kevin D., MD
Stamford, Connecticut

Wang, Huan, MD
Shanghai, China

Papierski, Paul, MD
Niles, Illinois

Candidate Membership

Rivet, Lauren
Baton Rouge, Louisiana

Balk, Marshal L., MD
Pittsburgh, Pennsylvania

Vonkersburg, Elizabeth
Tucson, Arizona

Barrie, Kimberly A., MD
Durham, North Carolina

Weis, Lonni
Effingham, Illinois

Schofield, Brian, MD
Sarasota, Florida
Ski, Martin Charles, MD
Warrenville, Ohio

Endowment
Update: A
New Board of
Governors
Continues on
the Mission
he Hand Surgery
Endowment continues to try
to support some of the educational endeavors of the
AAHS, but 2001 was particularly hard on financial growth.
This was partially due to the fact
that the financial markets did not
do well, plus the September 11th
disaster aftermath did not help us
either. Despite the lack of financial
growth for the year we were able to
continue our support of the annual
meeting held in Cancun. Your generosity will not go to waste and the
new Board of Governors of the
Endowment will continue to try to
stay on course and achieve the lofty
goal set forth last year of
$1,000,000.00.
The Endowment provided scholarship money to pay for part of the
registration of the therapists attending the “ Paradigm Shifts in Hand
Surgery/Challenges to the Sacred
Cows”.
Dr. Linda Cendales, the Keynote
Speaker from Colombia and the
Christine Kleinert Hand Center,
spoke on hand transplantation and
its past and present history.
The Resident Essay Awards went
to the best research paper “The
Effect of Magnets on Wound
Healing: An In-Vivo Study”, by Dr.
Jackie Yee of Columbia, Missouri
and best clinical paper “CT vs Plain
Film Radiology in the Diagnosis of
Scaphoid Fractures” by Drs.
Temple, Ross, Bennet, Garvin, King,
Faber and Macdermid. Both of
these award winners received
$500.00.

T

AAHS 2002 Research Grant
Award Winners
Shehan Hettiaratchy, MA, BM, BCh, FRCS
Limb Transplantation Without Chronic Immunosupression in
a Large Animal Model
D. J. Anastakis, MD, Med, FRCSC, FACS
Cortical Plasticity Following Thumb Amputation, Toe Transfer and
Rehabilitation
Jamal Nazzal, MD
Transplantation of Limb Allografts Without Chronic Immunosupression:
Inducing Tolerance to the Cutaneous Tissue
T. Shane Johnson, MD
Neural Stem Cell Transplantation Enhances Peripheral Nerve Regeneration
Peter D. Witt, MD
The Role of Cux 1 in Mammalian Limb Development

A new award was given for the
best therapy related paper in which
the recipient was awarded $500.00.
This award was presented to Carol
Page, PT, CHT, Sherry Backus, MA,
PT, Mark Lenhoff, BS for their
paper submission titled
“Electromyographic Activity in Stiff
and Normal Elbow Flexion and
Extension”. For the first time ever, a
best international paper award was
given, the recipients of the award
were Dr. Michael Saurbrier, and coauthors Fujita, Hahn, Heale and
Berger for their presentation,
“Dynamic Radioulnar Convergence
after Barrach Resection, Soft Tissue
Stabilization Procedures and Ulnar
Head Endoprosthesis Implantation.
Due to the September 11th disaster and the security necessary to
travel abroad, the Vargas award
will go to a foreign therapist that
will be able to travel to the United
States and visit with therapy centers
here. An award of $1,000.00 will go
towards that endeavor to help
defray her expenses. The winner of
that award will be announced at a
later date.
The Board of Governors of the
Hand Surgery Endowment, Miguel
J. Saldana, MD, Joseph Danyo, MD,
William M. Swartz, MD, Robert
Walton, MD and Bradly Meland,

MD wish to acknowledge the
Resident/Fellows Award
Committee Chair William
Dzwierzynski, MD, plus all the
members of his committee,
Matthew Concannon, MD, Thomas
Hunt, MD, Douglas Rothkopf, MD,
Anthony Smith, MD, Norman
Weinzweig, MD, Mark Wells, MD,
and the Poster Award Committee,
whose members are Kevin
Yakuboff, MD, Milton Armstrong,
MD, Glenn Carwell, MD, Randi
Galli, MD, Lorraine Jensen, PT, and
Mary Reutefors, MA, OTR, CHT,
for selecting the 2002 Poster
Awards and Resident/Fellows
Awards in Cancun.
Miguel J. Saldana, MD
President of the Hand Surgery
Endowment
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H A N D T H E R A P Y A N D A F F I L I AT E

HAND THERAPY PROFILE

Shirley Cohen, OTR/L, CHT
Personal:
Single and
proud aunt of
eight nieces and
nephews.

Education: BS
in Occupational
Therapy,
University of
Illinois at
Chicago.
Employer:

SHIRLEY COHEN, OTR/L, CHT

Northwest
Orthopedics... a
group of four
general and one
hand surgeon.

AAHS Involvement: Past Chairperson of the
Therapy Committee of AAHS.
Best Part of My Job: Working closely and
learning from the physicians I work with, and
using humor as one aspect of healing my
patients.
Major Accomplishments: For my birthday, I
accomplished my goal of completing the
Chicago Marathon (26.2 miles) the past two
years... and lived to tell about it!
Clinical Specialties: Chicago is home of the
16” softball... cause of many PIP injuries. I
find them to be a fun challenge.
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Greatest Challenge: I should probably say
something like treating the complex ‘replant’
patient, but I think ‘finding Mr. Right’ has
proven to be more challenging!
Three Words That Describe Me: A funny
storyteller, sensitive, and a good friend. H

Hand Therapy Day
Takes on Controversial
Topics
by Paul LaStayo, PhD, PT, CHT

“

ool topics, hot places”… or is it “hot topics, cool
places”? Either way, the AAHS marketing byline
was right on the mark at the AAHS meeting in
Cancun, Mexico. The “Controversies in Hand
Surgery/Therapy” theme permeating the meeting, with the Therapy Specialty Day kick-starting the Annual
Meeting as the faculty shared paradigm shifts in hand therapy and surgery.
As the outgoing Senior Affiliate Director of the AAHS
(along with Richard Brown, MD, Co-Chair of the meeting), I
charged both the presenters and the audience to re-consider
our time-tested beliefs/practices, be open to paradigm shifts
and to challenge the “sacred cows” in hand therapy and
surgery. The faculty, six therapists and six surgeons, stepped
up to the plate and hammered home new ideas in the areas of
pain, fractures, tendons and nerve.
Here is a just a sample
of what was shared at the
Therapy Specialty Day:
Richard Berger, MD redirected many to think
about managing arthritic
wrist pain by denervating
the joint; Sue Michlovitz,
PhD, PT and Scott Kozin,
MD talked about how to
talk to one another;

C

Therapy Specialty Day
speakers and panelists tackle
hot topics.

MEMBER CORNER

Georgiann Laseter,
OTR, FAOTA, CHT
put forth a challenge
to external fixators following distal radius
fractures; Lee
Osterman, MD shared
his sacred cows related
to tendons and wrist
instabilities; Maureen
Hardy, PT, MS, CHT
helped us deal with
proximal phalynx
problems; Richard
Brown, MD made a
strong case for entubation-type nerve
repairs; Mark Cohen,
MD dealt beautifully
with elderly fractures;
Lee Dellon, MD gave
us the thumbs up on
sensory testing; Paul
LaStayo, PhD, PT,
CHT let lags drive his
tendon repair rehabili- The Central and South American attendees with Dr. Alan Freeland (holding program overhead).
tation; and Ken
to name). We are in good hands as
Award was presented to our most
Flowers, PT and Christine Novak,
Lynn Bassini, MA, OTR, CHT and
deserving therapist, Maureen
PT cured CTS and RSI respectively.
Paul Brach, MS, PT, CHT take over
Hardy, PT, MS, CHT. Carol Page PT,
All of the sessions allowed
the reins as Affiliate Directors. Next
CHT was awarded The Hand
ample time for stimulating interacyear’s meeting in Kauai promises to
Therapy Paper Award for her exceltions with the audience and afterbe even better under their capable
lent presentation on Electromyowards the discussions migrated out
leadership.
graphic Activity in Stiff and Normal
to the beach. The home-grown sun,
That’s all for now…. H
Elbows During Active Elbow
sand and tequila made for a perfect
Flexion and Extension. Gail Groth,
mix of professional matters and
MS, OTR, CHT presented a lovely
catching-up/making new friends.
report on her rewarding trip to
The remainder of the AAHS meetUganda with Scott Kozin, MD from
ing continued to see interactions
last year’s Vargas Fellowship.
between the therapists and surSusan Michlovitz, PhD, PT,
Finally, I want to recognize and
geons both at the podium and in
from Temple University,
thank Sue Michlovitz, PhD, PT for
the hallways. The Board of
her stellar efforts regarding the
Directors, Robert Buchanan, MD
Department of Physical
Vargas award. This year’s Vargas
(outgoing AAHS President) and
Therapy, is the lucky
site, India, was put on the backMiguel Saldana, MD (Program
winner of a two-night stay at
burner following September 11th,
Chair) should be applauded for crethe St. Regis Monarch Beach
but Sue has orchestrated a recipical
ating the integrative format at the
Resort in Dana Point,
arrangement where therapist(s)
meeting, of both therapists and surfrom former Vargas sites will be visgeons as well as english and spanCalifornia. Congratulations,
iting the US in 2002.
ish speaking hand professionals.
Sue, and enjoy your trip!
I also want to extend a thanks to
Special recognition to two AAHS
all the Affiliate members who have
therapists also occurred at the meetserved as the therapy foundation
ing. For the first time EVER, the
over the years (sorry, too numerous
Clinician/Teacher of the Year

Exhibit Raffle
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ANNUAL MEETING 2002
continued from page 1

Letter to the Membership
would like to thank the board
members, committee chairs and
committee members who worked
so hard last year to make the year
one of the most successful for the
AAHS. We stabilized our finances,
completed a reorganization of the
governance structure, reevaluated
the goals of the organization, revised
our website to provide member convenience, education and referrals and
committed to educating the public
about hand surgery and therapy, the
AAHS, and our members, and
renewed our commitment to further
educational efforts.
I also want to thank all the people
on the Program, Poster, Therapy, and
Exhibit committees who put together
a superb meeting in January. I
believe it was one of the very best we
have ever had. It could not have
been so, however, without all the
members who came and participated. This not only gave it the unique
flavor that distinguishes our meetings, but made this meeting one of
the most successful ever from the
standpoint of attendance and participation.
Thanks again to everyone who
made my job easy and contributed
positively to the growth of the
AAHS.

I
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Robert T. Buchanan, MD
AAHS Immediate Past President

“Vascularized Bone Grafts”, cochaired by Allen Bishop, MD
(USA), Rames Matar, MD
(Brazil), and Carlos Zaidenberg,
MD (Argentina), provided the
audience with a clear rationale
for its use in hand surgery. The
Key Note Speaker, Linda
Cendales, MD from Colombia
and the Christine Kleinert Hand
Center gave us an outstanding
overview of the history and present status on hand transplantation. These sessions were simul-

taneously translated into
Spanish.
One could not help but walk
away at 2:00 pm every day feeling justified in enjoying the
beautiful Cancun environment
because of the high quality of
the scientific sessions. If you
missed Cancun… we’ll see you
in Kauai in 2003.
Miguel J. Saldana, MD
Program Chair 2002

Picture HIghlights from
the 2002 Annual Meeting
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ANNUAL MEETING 2002

ASSH President Addresses Cancun
Attendees

Golf Tournament
Winners

An excerpt from the address given by Marybeth Ezaki, MD, President of
the American Society for Surgery of the Hand, to members attending the
2002 Annual Meeting in Cancun.

Longest Drive

n behalf of the American Society for Surgery of the Hand I
bring greetings to the AAHS and to our international hand
surgery colleagues and friends. I congratulate you on a fine
meeting in a beautiful location.
The theme for this meeting “Bridging the Hemisphere,” is wonderfully appropriate as we enter this third millennium. Although
the ASSH and the AAHS differ from each other in cultural nuances,
our two organizations share as common goals the education of our
members and the public, improved care of the hand and upper
limb through research, and support for members as we navigate
today’s practice and economic environment.
The meeting venue, in Cancun on the Yucatan peninsula, was
the site of the great Mayan Civilization. We can see the heritage of
that culture in the archeological sites and in the faces of the people
who live here. We know that although Mayans prospered as a people and traded locally, their great accomplishments in astronomy,
mathematics, and art did not reach people to either the northern or
southern Americas. Through legend and archeology we can now
read about the accomplishments of this once great people.
Knowledge not shared is knowledge lost.
In his book, Guns, Germs and Steel, Jared Diamond, PhD, raises
compelling reasons that the knowledge and civilizations in the
New World were not easily spread across latitudes, whereas, the
flow of information occurred rapidly to the east and west across
Eurasia. He cites geographic and topographic reasons for this, but
the two most important were related to food and transportation.
First, the staple food sources in the Americas, in effect, confined a
population within a narrow cultivation zone, and secondly, the
Americas had very few large domesticated animals to enhance
either food or transportation.
That was the situation over a millennium ago. Today we have
instantaneous communication with the facsimile, internet, email,
and cellular phones. Through professional journals, meetings and
discourse we no longer have an excuse for not knowing of the
work and experiences of our fellow hand surgeons. Language is
not an insurmountable barrier.
Common issues affect all of us—hand surgeons, therapists, and
patients—in North and South or Central America. We can learn
from each other and work together for the good of our patients and
our colleagues. I hope that the ASSH and the AAHS will continue
to support common ventures. The cultural nuances between the
ASSH and the AAHS allow us to occupy our own ecological and
societal niches. With respect for each other and for our common
goals our organizations can create synergy in this next millennium.

Alan Freeland, MD

O

Hand Surgery
Quarterly
.....
Spring
2002

10

Marybeth Ezaki, MD
ASSH President

Howard Rodman

Longest Putt
Closest to the Pin
Larry Hurst, MD

1st Place Finish
13 Under Par
Joseph Disa, MD
Jeffrey Friedman, MD
Dave Jensen, MD
Gabriel Kind, MD

The American
Association for Hand
Surgery would like to
thank our
6th Annual
“Day at the Links”
Golf Tournament
Sponsors:
Cook Vascular
Incorporated
MCA, Micro
Companies Alliance
Med Link Medical,
Incorporated
Surgical Specialties
Corporation
UBS PaineWebber

A R O U N D T H E H A N D TA B L E

A Pair of Panel Presentations from Hand
Therapy Specialty Day
Anatomic Reduction in the Elderly—Is It Needed? Mark Cohen, MD
PT for CTS, What’s the Deal with That? Ken Flowers, PT, CHT
This edition of the Around the Hand Table will vary from the usual format. The Hand Therapy Specialty Day
2002 at the meeting in Cancun was “Challenging the Sacred Cows: Paradigm Shifts in Surgery and Therapy.”
Printed here are the transcripts of two presentations, one from the Fracture/Instabilities Panel and one from the
“Hooked on Evidence” Panel, followed by questions asked by the Panel Moderator or an audience member. In
addition, some Specialty Day faculty members have been asked to provide comments. Therapists were asked to
comment on the surgeon’s presentation, and surgeons on the therapist’s presentation, to give a perspective that
may be a bit different than like profession to like profession. Coordinating all this is Susan Michlovitz, PT,
PhD, CHT, Associate Professor, Physical Therapy, Temple University, Philadelphia, PA.

Fracture Panel:
Anatomic Reduction in
the Elderly—Is It
Needed?
The presentation was given by Mark
Cohen, MD, Associate Professor,
Director, Hand and Elbow Program,
Dept. of Orthopaedic Surgery, RushPresbyterian-St. Lukes Medical Center,
Chicago, IL. Providing further commentary are Georgiann Laseter,
OTR/L, FAOTA, CHT, Hand
Rehabilitation of Dallas, Dallas,TX;
Paul LaStayo, PT, PhD, CHT,
Assistant Professor, Dept. of Physical
Therapy, Northern Arizona University,
Flagstaff, AZ; and Maureen Hardy,
PT, MS, CHT, Director, Hand
Management Center, St. Dominic
Hospital, Jackson, MS.

Dr. Cohen: The management of fractures in the elderly will become
more important as the population
grows older and is more active. This
is particularly true of fractures of
the distal radius. This is the most
common fracture in the upper
extremity and probably the most
common fracture that many of us
treat. I’d like to briefly review some
principles of treatment of distal
radius fractures and then provide

some thoughts with respect to how
the principles relate to older individuals.
When we see a patient with a
wrist fracture, the first thing we
often ask is whether the fracture is
intra-articular or an extra-articular?
We always assess radial carpal joint
involvement, often neglecting the
distal radioulnar joint. Any incongruity or deformity at the sigmoid
notch of the radius can lead to a loss
of forearm rotation.
The distal end of the radius has a
rather interesting shape. There’s a
triangular facet for the scaphoid and
an oblong facet for the lunate, separated by a sagittal ridge. The intraarticular component of distal radius
fractures often enters this ridge, and
in the higher energy four-part
injuries, the lunate can cause an
additional coronal, or a transverse
split in its facet. If we add soft-tissue
to this bony anatomy, we see the triangular fibrocartilage spanning
from the radius to the ulnar styloid
base. There’s a central portion that
acts, in part, as a shock absorber for
the ulnar carpus, and dorsal and
palmar arms that support and stabilize the distal radioulnar joint. As
the radius fractures away from the
ulna, there’s almost an obligate
injury to the triangular fibrocarti-

IT BEHOOVES US TO

lage, and this soft-tisREACH SOME
sue trauma may be
responsible for some
CONCLUSIONS WITH
of the ulnar sided
RESPECT TO HOW BEST
wrist pain that we see
in our patients.
TO TREAT THIS
The mechanism of
the distal radius fracPOPULATION. ARE WE
ture is a fall on the
REALLY HELPING THESE
outstretched arm. As
such, the majority of
PATIENTS BY APPLYING
these injuries are dorPLATES, PINS AND
sally angulated with
dorsal tilt, shortening
FIXATORS TO
and comminution.
OSTEOPENIC BONE?
These fractures are not
typically difficult to
reduce. We can manipMARK COHEN, MD
ulate the wrist and
reduce the fracture back into an
acceptable position in most cases.
The problem is the dorsal comminution and bone loss that is responsible for our frequent failure of conservative treatment methods. If
Hand Surgery
nothing is done to counteract the
Quarterly
bone loss, the normal forces of digi.....
tal motion can lead to a collapse
deformity with extension and shortSpring
ening of the distal fragment.
2002
When we treat these fractures,
we are all taught to evaluate the xray, looking at radiographic parameters to determine if fracture posi-
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tion is adequate. There’s radial
length, radial inclination, volar tilt
and ulnar variance, and there has
been a trend over the past several
years to try to restore more normal
anatomy. Many different treatment
modalities can used to maintain
these fractures in a reduced position, the simplest of which involves
percutaneous Kirchner wire fixation. An example would be this 65year-old female with a two-part, relatively unstable injury treated with
pin fixation alone. She was then
placed in a short-arm cast for six
weeks and we have an adequate
radiographic result for her particular injury. Probably the most common modality used to treat distal
radius fractures is the external fixator. An example of its use would be
this younger patient with a higherenergy injury.
As the treatment of distal radius
fractures has evolved, internal plate
systems designed particularly for

this bone have become available.
There are both palmar and dorsal
plating systems. However, even if
we put a plate on the radius, we
often still have to deal with comminution and bone loss.
Comminution is our enemy with
respect to maintenance of fracture
position.
There are currently a variety of
different replacements or materials
that we can use to replace lost bone,
including autograft, allograft or
cadaver bone, pastes, gels, and
newer cements designed to support
the articular surface. I was fortunate
to have participated in a multi-center prospective study on the use of
one of these cements for the treatment of distal radius fractures. We
recently completed a review of the
results of this study, which I will
discuss only as it relates to fracture
reduction and ultimate function of
the upper extremity.
The enrolled patients were over
the age of 45; the majority between
50 and 70 years, which is the typical
for this injury. These were predominantly two-part fractures, comminuted and unstable, but without sig-

nificant articular involvement. The
study design, in brief, involved two
populations. One population was
treated with cement and allowed to
move and function within two
weeks. Treatment of the other population was left to the discretion of
the surgeon. These were physicians
specializing in the upper extremity
who were allowed to treat patients
with conventional pins and a cast,
external fixators, etc.
Briefly, we found that the
patients that started to move earlier
did have a more rapid return of
dexterity, motion and strength with
improved emotional measures.
However, by three months there
were no differences between the
groups and at one year the vast
majority of patients had good or
excellent clinical outcomes. No ultimate radiographic differences were
found between groups as well.
However, in reviewing the actual
radiographic parameters, we were
somewhat surprised to see how
many of the fractures in both
groups actually healed in what we
would consider a “poor” position.
Radiographic failure occurred in 25-
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30% of all patients. Here is one
example with loss of reduction in a
patient treated with cement due to
an inadequate fill, with settling of
the distal fragment. Here is an
example of a patient treated with an
external fixator with immobilization
for approximately six weeks. The
final result reveals similar settling of
the fracture with loss of reduction
(Figure 1).
When we reviewed the radiographic results from a statistical
standpoint, it was quite humbling.
Our ability to reduce and maintain
the alignment of these fractures was
much less than we had initially suspected. Our average loss of radial
length in each group was approximately 4 mm with a large standard
deviation, well beyond what we
typically accept. Many had dorsal
angulation and a detectable articular step-off. This included those
treated with conventional methods
as well.
Data analysis, however, revealed
that there was no correlation
between any of the measured radiographic parameters and the ultimate motion, function, or satisfaction in these relatively older individuals. The patients with the greatest loss of reduction did equally as
well clinically as those who healed
with more normal anatomy. No correlation in a large population study.
Furthermore, when we analyzed the
complications in our 325 patients,
the majority were related to our
treatment modalities. Many were
iatrogenic, such as cast application
problems, pin track and external fixator infections. This begs the question if anatomic reduction is truly
important in the majority of lower
demand individuals who suffer distal radius fractures?
If you look at some of the literature from England, Japan and the
Netherlands, there are several welldesigned studies reporting, in individuals in their 70’s and 80’s, no
direct correlation between a
patient’s function and their radiographic result as we define it. It
makes one wonder if as we’ve
moved toward this evolution of
treating these fractures more aggressively, are we overtreating some of

B
A
our elderly patients? Are we
overtreating individuals that really
do not need an anatomic reduction
of their distal radius? I think this is
going to become a more important
issue in the future as the incidence
of these fractures increases. It’s been
estimated that our elderly population, defined as those greater than
65 years, is growing at 2.5 times the
rate of the rest of the population,
and in 20 years there is projected to
be a 50% increase in these individuals. It behooves us to reach some
conclusions with respect to how
best to treat this population. Are we
really helping these patients by
applying plates, pins and fixators to
osteopenic bone? Alternatively,
should we be minimizing our treatment and allow them to return
sooner to their normal activities of
daily living while accepting some
radiographic abnormalities?

Ms. Laseter (Panel Moderator): Since
your patients had an earlier return
to function if they had surgical
intervention but there was no difference in their final outcome, do you
not think that surgical intervention
to get a better anatomic reduction
and earlier return to function in the
elderly person who lives alone is
not important? Do you consider
other factors other than the fact that
they’re just elderly?

Dr. Cohen: Of course health and
activity level are important. In no
way am I suggesting that we abandon these individuals. I am just saying that maybe we have to reconsider the application of our principles

Figure 1: Posteroanterior (A) and lateral (B)
radiograph of a 85-year-old low demand
patient treated with an external fixator.
Marked settling of the fracture occurred
after fixator removal with loss of reduction
and malunion. Despite the radiographic
appearance, however, the patient had
excellent clinical motion with no pain and no
functional problems.

to this population. For example, if
there is a way to stabilize these fractures with less invasive tools and
allow them to return to independence sooner, despite some expected loss of reduction, this may ultimately be advantageous. We may
need to rethink what we accept
radiographically, as function may
not necessary require perfect
restoration of anatomy in older,
lower demand individuals.

Ms. Laseter: Do you consider other
factors other than just their age? Do
you look at their activity level?
Dr. Cohen: Of course. I think that we
are talking about physiologic age.

Dr. Michlovitz: Dr. LaStayo and Ms.
Hardy, in your experiences in therapy for the elderly patient with distal
radius fractures, are there any factors that are in the forefront that you
feel contribute to the ultimate outcome?

Dr. LaStayo: What has become evident to me is that the DRF patients
(both the young and elderly) that
end up in our hand therapy clinics
are those that are having pain (often
ulnar-sided), impairments (loss of
ROM and weakness) and functional
limitations (with activities that load
and rotate the wrist/forearm comcontinued on page 14
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plex). They also have malunion! We,
as therapists, do NOT typically look
at radiographs. If we did, however,
I would suggest that the correlation
between malunion and pain,
impairment and functional limitations would be positively strong.
While I agree that not infrequently,
after failing to provide substantial assisTHERE IS AN ABSENCE
tance in therapy, I
will run into a past
OF DATA THAT
DRF patient in the
DEMONSTRATES THAT
grocery store who
reports that all is OK,
PHYSICAL THERAPY
I still would suggest,
CAN HELP SOMEBODY
however, that the
goal of reduction
SIGNIFICANTLY,
should continue to be
“near-normal
CONSISTENTLY, WHO
anatomic reduction”.
ACTUALLY HAS CARPAL In the presence of a
healed, well aligned
TUNNEL. NOW, WE’RE
distal radius and
NOT TALKING ABOUT
DRUJ the problems
in therapy are miniPREVENTING IT; WE’RE
mized, the patient
NOT TALKING ABOUT
requires less healthcare resources and in
THE POSTOP
general is happier.
Telling the painful
MANAGEMENT OF IT.
malunion patient all
WE’RE TALKING ABOUT will be cool in 1 year
is not necessarily satTREATING PEOPLE
isfactory to them
CONSERVATIVELY WHO
(especially when one
HAVE CARPAL TUNNEL. considers that 1 year
may be more than
10% of their remainKEN FLOWERS, PT, CHT
ing lifespan; where
for the youngster that
1 year is only about 1% of their
remaining lifespan).
With that, I would say that the
Hand Surgery
biggest contributors to problems for
Quarterly
the elderly DRF fracture patients are
.....
1) ulnar wrist pain, due in part to
axial forces which exceed physioSpring
logically tolerable levels thru the
2002
TFC, when excessive dorsal angulation and positive ulnar variance
exist and 2) loss of activation of the
long wrist extensors; rather they
extend their wrist with their digital
extensors. I believe we sometimes
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exacerbate these problems with our
premature strengthening exercises
so my advice is to work on restoring ample passive wrist extension
first and then focus on active extension via the ECRL and ECRB.
Strengthening can come later when
the irritated tissues do not become
overstressed with resistance activities.

Ms. Hardy: Dr. Cohen challenges us
to rethink fracture axioms when
applied to the elderly, osteoporotic
population. The concept that disability follows deformity is flawed.
The work he presented shows that
anatomic reduction does not always
insure a good functional outcome.
The senior population can compensate post distal radius fracture for
limited range of motion and adapt
to lowered grip strength in most
activities of daily living. However,
as we age we become more dependent on wrist extension and tolerance to wrist loading in using our
arms to assist in raising up from a
chair or from the bathtub. Limited
wrist extension or pain with palmar
pressure will render a person one
handed in these two activities, placing the individual at a greater risk
for another fall. Maybe our outcome
criteria for successful management
of distal radius fractures should
include weighted factors for the
elderly in these two parameters.

Dr. Michlovitz: To switch gears, we
are going to switch to the panel
called “Hooked on Evidence:
Evidence Based Practice”. Next is
the presentation of Ken Flowers, PT,
CHT.

Nerve Panel: PT for
CTS, What’s the Deal
with That?
Presented by Ken Flowers, PT, CHT,
editor, Journal of Hand Therapy, San
Francisco, CA. Further commentary by
Wyndell Merritt, MD, Clinical
Assistant Professor, Medical College of
Virginia, Richmond, VA, Mark
Cohen, MD, Associate Professor,
Director, Hand and Elbow Program,
Dept. of Orthopaedic Surgery, RushPresbyterian-St. Lukes Medical Center,

Chicago, IL, and Scott Kozin, MD,
Assistant Professor, Dept. of
Orthopaedic Surgery, Temple
University, Attending Hand Surgeon,
Shriners Hospital for Children,
Philadelphia, PA.

Mr. Flowers: My charge today is to
talk to you about physical therapy
for carpal tunnel. I’d like to start off
with some basic principles that we
all know but they set the background for what I’m trying to say
here.
The first thing is we understand
that the pathology is excessive compression of the median nerve in this
very tight, enclosed structure.
Though most people may not agree
exactly what the etiology of the
problem is, there is a preponderance
of evidence that implicates has the
carpal tunnel shape and the size
with its limited space for the median nerve, when it is chronically
compressed it leads to carpal tunnel. Furthermore, excessive wrist
positions, especially if they’re
repeated or prolonged, contribute to
this architectural problem that we
have around this special nerve. So
those are givens.
Also, I’d like to say that the
surgery for this problem gets very
good results. It’s predictable, it’s relatively low-risk, the postop care is
not particularly demanding except
in, you know, a few cases here and
there that have compensationitis or
have a complication. But in general,
the outcomes of surgery are excellent.
And then, there is the absence of
data that demonstrates that physical
therapy can help somebody significantly, consistently, who actually
has carpal tunnel. Now, we’re not
talking about preventing it; we’re
not talking about the postop management of it. We’re talking about
treating people conservatively who
have carpal tunnel. There just isn’t
any good data to suggest that as
physical therapists we can do it. So I
have put together in your handout a
somewhat facetious but nevertheless truthful laundry list of the
things that probably we are doing
to the patient without doing much
for the patient, which brings us to

the to-for-too rule that I’ve learned
from Georgianne Laseter, that is
doing things to the patient that
doesn’t do much for the patient, yet
we can charge them too. So I’m in a
quandary, and I say what’s the deal
with physical therapy for these
patients? We’re doing all these
things without any evidence that
they’re working. And we can go
right through the list very quickly.
Sue (Michlovitz) has edited a book
about physical agent modalities,
particularly thermal agents in physical therapy. Unfortunately, most of
those interventions are of little or no
value with the patient with carpal
tunnel. What’s going to happen to
that median nerve by sticking a hot
pack over it? I just can’t see that
anything good is going to come
from sticking that hot pack on there
except the fact that you can charge
them 50 bucks for it.
And if that doesn’t work and you
want to get the heat a little bit deeper, well, maybe you can crank up
the ultrasound machine, and if that
sound could manage to get through
the transverse carpal ligament, it

might in fact reach its way down
into the carpal canal. But what’s it
going to do when it gets down there
if the problem is a spatial kind of
situation? I just don’t see it.
So, if heat isn’t going to do it,
maybe we can try to freeze the
nerve, and we all know that that’s
going to certainly improve nerve
function (right!), by freezing it. I
don’t really think that’s a grand
idea.
But we have fans out there that
like to put TENS on anything that
hurts, and I suppose that if you put
TENS around the median nerve you
could probably reduce some pain
temporarily. But you’re not going to
reverse the essential problem that’s
going on in the carpal canal, and, in
fact, you might just convince the
patient that he doesn’t have much
of a problem and put off the needed
surgery. So, TENS probably isn’t
going to change it.
Then we can use other forms of
electrical stimulation that may get
the muscles jumping back and forth,
both the intrinsics and the extrinsics, but again, jumping muscles up

and down, back and forth in this
carpal canal probably isn’t going to
change whatever the pathology is
that’s going on inside the carpal
canal. So, I’m not a big advocate of
electric stim for these folks.
We could try to rub it out. You
know, put our thumbs over it and
go back and forth, sideways, up and
down, every which way, and probably we could make it worse. I doubt
we could make it better by rubbing
on it.
Then there are the folks that
believe that with joint mobilization
we can stretch the transverse carpal
ligament. Well, I have not yet seen
any evidence that we can move
those little carpal bones around or
have any change on the transverse
carpal ligament by doing things that
are, you know, supposed to be gentle joint mobilizations. Yet, I must
say, that there are folks out there in
the manual therapy school that are
convinced that they can treat carpal
tunnel and treat it effectively. My
answer to that is, show me the data,
continued on page 16
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then I’ll believe it. But I haven’t
seen the data yet.
And myofacial release kind of
goes right along with that idea.
Earlier, Dr. Merritt suggested that
maybe we’re treating patients that

don’t really have carpal tunnel.
Those folks might well benefit from
things that have to do with facial
release and whatever. However, for
the true carpal tunnel patient, I
think that myofacial release is just a
little bit too advanced a voodoo for
me to buy into at this point. And
again, show me the data.
Now, there is some good data
that was done on Achilles’ tendini-
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tis that suggests that a good intervention for someone with tendinitis
is the stretch-and-strengthen
approach, and I can buy that. But
what I’m not buying is that carpal
tunnel is a tendinitis of the flexor
tendons that go through the carpal
canal; and there is some data to
suggest that, in fact, it is not primarily an “-itis.” The stretching
and strengthening, once again,
probably is not going to be effective
in treating what is probably not a
tendinitis.
But for those folks who want to
try that approach, which is classic
physical therapy, the strengthening
routine, I would give you a couple
of caveats here that go along with
the architectural considerations.
When you make a full fist, you’re
going to be pulling the lumbricals
into the carpal canal, thereby perhaps compromising that space even
further. So, perhaps a full-fisting
strengthening program may in fact
be contraindicated rather than indicated. And on the other end of the
canal, when you do maneuvers such
as this, which is composite extension, in about a third of your
patients you’re going to be dragging
the superficialis into the carpal
canal, once again bringing excessive
tissue into a constricted space. I
would question any treatment
modality that brings excessive load
on that restricted space.
Now, there is nerve glide. And
nerve gliding, especially in the
Philadelphia area, is a very popular
subject. There have been some
papers written about it, but I still
haven’t seen the definitive paper
that shows us that a patient that has
established carpal tunnel is going to
get better consistently by doing
nerve gliding. I think that nerve
gliding may be much better
reserved for postop management or
the prevention of carpal tunnel
rather than the treatment of established carpal tunnel.
I want to introduce two ideas
that may have some legitimacy,
even though the data isn’t out there.
Maybe we can do some deductive
reasoning and say that ergonomic
considerations probably are a good
idea. If you’re having problems with

tissues in that canal, if you can look
at their workplace or their avocational place and put less stress on it
by some modification, then probably you’re taking the stressor away
from the troublesome area and you
may be doing your patient a great
deal of benefit.
Finally, there is the idea that we
know that the extremes of motion
increase the inner carpal pressure
and that the neutral or slightly
extended wrist position is the maximal opening of the carpal canal
with the least inner carpal pressures. Perhaps splinting, particularly at night or during the activities
that are stressing this area, if you
can keep the canal as open as possible through a splinting regime, that
certainly makes logical sense. Not
that this is the splint that I would
recommend, okay? I just wanted to
show a splint with the wrist more
or less in neutral here.
So, my suggestion is, let’s bag a
lot of this stuff that we’re doing to
the patient but is not doing much
for the patient and concentrate on
prevention and then postop rehabilitation, where many of our interventions are very beneficial to the
patient. And I hope that that’s been
at least a little controversial. Any
questions or statements?
DR. MERRITT (from the audience):
Well, actually, I would like to make
a statement. In your presentation,
Mr. Flowers, I fully agree with you
that there are no conservative hand
therapy measures to cure carpal
tunnel syndrome caused by idiopathic compression of the median
nerve at the wrist. However, I
would like to respectfully take issue
with three things you said. The
first, and most important, is that
carpal tunnel syndrome is compression of the median nerve at the
wrist. If you look at the OSHA definition of carpal tunnel syndrome, it
is actually a set of symptoms, a tingling and numbness in the median
distribution of the hand that can be
caused by a variety of additional
disorders, such as a cervical disk,
syringomyelia, vitamin B6 deficiency, vitamin B12 deficiency, thoracic
outlet syndrome, myofascial dyscontinued on page 18
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Digital
Photography,
“It’s a Snap!”
n 1994, I paid $32,000 for a
Kodak digital camera, computer, and software. The DCS 420
mounted a SLR Nikon onto a
digital back complete with a
mobile 500-megabyte hard drive
and SCSI high-speed I/O connectivity. Now then, digital photography at the time was not for the
computer-o-phobic as it took us
several months to accommodate
indoor lighting that would appropriately color balance with the
images. We used optical magnetic
discs for gigabyte level storage, as
typical million pixel images are
about 1 MB. The best news was
(and is) that once you have captured a good image, a world of possibilities opens up with software to
crop, morph, brush, clone, and analyze to your heart’s content.
Photoshop (Adobe) is the professional standard, but many, many
other less sophisticated but powerful programs now exist.
Back to the technology... The
highest end professional digital
images are now at the 6 million
pixel level with a film-equivalent
that some estimate is about 5 million pixels. And yet, consumer-level
products have advanced past the 3
mega-pixel level for under $1,000!
(Sony DSC-P5, for example, at 3.2
mega-pixels). Mobile hard drives
have been replaced by the Memory
Stick (Sony, and there are others)
with capacities in the 128 MB range
storing hundreds of photos before
you need to off-load. And, the cameras are about the size of cell
phones. Telephoto lenses are built
in with ‘macro’ capability taking
the focal distance closer than 4 feet
or so, which is ideal for intra-operative shots. Connectivity to your PC
is via USB that is faster than a serial

I

connection, and alternatively, the
storage media itself can be inserted
into a floppy disc-compatible
device or special slot on the Sony
computers. Heck, there is even a
mouse you can buy that will handle
memory stick-to-printer connections directly.
Three practical issues... lighting,
lighting, and lighting! Ambient
light can result in simply spectacular digital photographs. Once you
move indoors, however, the struggle begins. Automatic white balancing and built-in flashes on the consumer level products will only
take you so far. Adding strobe
lights, triggers, diffusers, backlighting, non-reflective backgrounds, and the like are sure
to help, but be prepared to
work with your space extensively before your standard
portrait type material can
match up with your old Nikon J. DANIEL LABS, MD
or Canon, a 105 mm lens, and
flash.
Finally, output. Not so long ago,
laser printers in $5K range at your
friendly neighborhood copy shop
were the only outputs for digital
photos worth the bother. Now
however, HP and Canon both offer
ink jets at under $200 that will
knock your photographic socks off!
You must invest in the expensive
photo paper (readily available), setup for the highest quality printing,
and allocate a couple of minutes for
each 5x7 or 8x10. You will be
amazed at the level of quality. Burn
a CD for archiving—now the
cheapest and most widely available
method as thousands of photos can
fit on a single disc. I am waiting for
Hand Surgery
my DVD burner to get delivered to
Quarterly
archive digital motion recordings,
.....
so I cannot report to you on that
yet. But, I can say that for those of
Spring
us who were there at the beginning
2002
of digital still photography, hereand-now technology is very, very
impressive, and well worth the
time and expense to get going for
both personal and professional use.
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function of the forearm, amyloidosis, multiple sclerosis, hypothyroidism, pregnancy, diabetes, and
several other causes I cannot
remember just now. Patients with
carpal tunnel syndrome from these
other causes will benefit from treatment other than surgery, and usually fail surgical attempts.
This leads to the second issue
with which I disagree, and that is
that people uniformly do well after
carpal tunnel surgery. That was
true in the 1950s, but it is not true
today. There is a lot of current data
suggesting significant incidence of
poor result after carpal tunnel
surgery, especially among worker’s

compensation cases. A few years
ago Mancullis at the American
Academy of Orthopaedic Surgery
meeting presented results of a fiveyear survey following carpal tunnel
surgery, finding that approximately
60% of patients still had residual
symptoms and one-third a poor
result five years after surgery. His
worker’s compensation patients
averaged eight months out of work!
Findings such as these led Hadler at
the University of North Carolina to
suggest perhaps no one should
operate on worker’s compensation
associated carpal tunnel syndrome.
Thus, there appears to be significant
problems in our current results of
carpal tunnel surgery.
The third statement with which I
take issue is that tendonitis does not
cause carpal tunnel syndrome.
Certainly in rheumatoid arthritis

and in the acute inflammation of a
person who just started a new job
or activity, carpal tunnel syndrome
can be caused by pressure from tendonitis that responds to cortisone
injections and/or splinting, often
producing cure. Granted, the majority of carpal tunnel patients are
women without specific cause, and
most benefit from surgical release at
the wrist. It is provocative to recognize that after age 39 women have
twice the incidence of both rheumatoid and osteoarthritis, so tendonitis
may indeed often play a role, and a
trial of splinting may well still be
appropriate.
So we have a situation in which
a lot of different disorders may
cause the symptoms that OSHA
defines as carpal tunnel syndrome.
This is a disorder with no single
definitive diagnostic criteria other

2003 Application for Research Grants
The AAHS Research Grant Awards were established to further the purpose of the Association as stated
in its Bylaws and to foster creativity and innovation in basic and/or clinical research in all areas pertinent to hand surgery.

Awards and Eligibility
Grants will be made for a one year period to up to three
investigators. Grants are available to all AAHS members.
One of the investigators must be an active or affiliate
member of the association.
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Applications may be obtained from:
American Association for Hand Surgery
20 N. Michigan Avenue, Suite 700
Chicago, Illinois 60602
Applications (an original plus seven copies) must be
received by the committee chair no later than Friday,
November 1, 2002, in order for the judging to be completed in time and the recipients to be announced at the
Annual Meeting.
The AAHS and the Research Committee are required
by the IRS to document disbursement of grant funds.
Award recipients will be required to sign a letter of accep-

tance and submit a progress report once each year. The
AAHS must be acknowledged as the source of funding
in any presentation or publication. A final report must
be submitted at the completion of the study. It is expected that the results of the funded research be submitted
for presentation at an Annual Meeting within two years
of the receipt of the award.
Funds must be returned to the AAHS if the study is
not undertaken within twelve months of the receipt of
the award.
Failure to follow these guidelines will disqualify the
recipient from any further grant opportunities and from
presenting any papers at the AAHS Annual Meeting for
a period of three years following such default.

Mail Grant Proposals to
Saleh M. Shenaq, MD
Baylor College of Medicine
6560 Fannin Street, Suite 800
Houston, TX 77030

than clinical impression based on
the laboratory and other studies
available, and our results now do
not seem very good. Why? At seminars at both the AAHS and ASSH
meetings, I often find a somewhat
sardonic or cynical suggestion that
the poor results in carpal tunnel
surgery are due to our compensation system and these failures represent malingerers. Instead, I
believe the problem is due to what I
call the “Plugs and Points
Syndrome.” I grew up in E.G.
Merritt’s Service Station, and in my
day all cars had plugs and points.
When somebody complained about
their car, we immediately replaced
the plugs and points. Many times
that diagnostic procedure worked,
and when it didn’t, we sent our
“patients” to a real mechanic.
Nowadays, just about every kind of
hand disorder is initially called
“carpal tunnel syndrome” by the
family doctor and nurse practitioner, and EMG and nerve conduction
studies are done. These studies are
often the only preop assessment
that is obtained in spite of their 527% reported error. Once that
patient enters the surgeon’s arena
with a referral diagnosis of carpal
tunnel syndrome and a positive
nerve conduction study in hand,
the plugs and points approach
often results. If the procedure fails,
rather than looking upon it is a
diagnostic attempt, the patient may
be regarded as a malingerer. So, it is
my contention that we need to have
a less narrow view about this disorder and be more comprehensive in
assessing patients preoperatively,
recognizing that carpal tunnel
surgery will not succeed unless the
symptoms are due to compression
of the nerve at the wrist just like
physical therapy modalities will not
succeed if the only problem is idiopathic compression at the wrist. I
believe conservative management is
indicated, but a comprehensive
assessment is necessary first to distinguish the proper patients.

Mr. Flowers: Dr. Merritt’s comments
emphasize that this is a controversial panel. We managed to stimulate
alternative points of view, and I

would agree with everything that
he has said. And by Dr. Merritt’s
definition of carpal tunnel, which I
won’t argue with, absolutely that
opens the bag to a lot of other considerations. But I was trying to
restrict my comments to CTS that
has compression within the carpal
canal of the median nerve, and
obviously someone such as a
patient with rheumatoid arthritis is
going to have an -itis in there and
can be helped by other modalities.
But once again, I was confining my
comments to the primary compression of the median nerve type
patients.

Dr. Michlovitz: In your experiences,
Drs. Cohen and Kozin, what is your
opinion on the role of (physical)
therapy for a patient with carpal
tunnel syndrome?

Dr. Cohen: I believe that therapy can
be helpful in returning a laborer to
work following a successful carpal
tunnel release. We use therapy in a
selected population following
surgery, not typically in most
patients and not in those treated
conservatively.
Dr. Kozin: The role of therapy in
carpal tunnel syndrome is limited.
Acute carpal tunnel from flexor
tenosynovitis after intense activity
may be amenable to therapeutic

modalities to decrease the inflammation. This uncommon cause of
carpal tunnel syndrome is often
related to a new recreational or
occupational task that requires
countless repetition of grasp
and/or finger flexion. Methods to
decrease the inflammation and alleviate the pressure on the nerve are
the mainstays of treatment. Patient
education, rest, and splint fabrication are the core means to relieve
the pressure. Often the patient is
aware of the events that resulted in
the numbness, but uneducated in
carpal tunnel syndrome and means
to alleviate the problem. Oral or
local anti-inflammatory medications are extremely efficacious in
the acute setting.
With regards to established
carpal tunnel syndrome. I hole
heartedly agree with Ken and await
scientific evidence that therapy is
effective. Splints have been shown
to minimize the pressure within the
carpal tunnel and are useful in the
clinical setting, especially at night.
Therapeutic modalities are a
tremendous consumption of
resources with little support for
their use. Proponents of these measures should be encouraged to
embark on a scientific analysis of
sufficient power to prove their
hypothesis. H
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American Association for Hand Surgery
Calendar
2002

2003

April 12–13, 2002
Upper Extremity Symptoms and the
Workplace

January 8–11, 2003
33rd Annual Meeting
Hyatt Regency Kauai
Koloa, Kauai, HI

Jointly Sponsored with the American
Society for Surgery of the Hand
The Drake Hotel
Chicago, IL
For Registration information contact
847-384-8300 or www.assh.org

July 12–14, 2002
Mid Year Board of Directors’ Meeting
Ritz Carlton Hotel
Chicago, IL
October 3–5, 2002
57th Annual Meeting
American Society for Surgery
of the Hand
Phoenix, AZ

April 17–19, 2003
Post Traumatic Reconstruction of
the Upper Extremity
Hotel Inter-Continental
Chicago, IL
July 18-20, 2003
Mid Year Board of Directors
Meeting
Casa Del Mar
Santa Monica, CA
September 17–19, 2003
58th Annual Meeting
American Society for Surgery of
the Hand
Chicago, IL

2004
January 14–17, 2004
34th Annual Meeting
Westin Mission Hills
Palm Springs, CA

2005
January 12–15, 2005
35th Annual Meeting
Sanibel Harbor Resort
Sanibel Island, FL

2006
January 11–14, 2006
36th Annual Meeting
Loews Ventana Canyon Resort
Tucson, AZ

2007
January 10–13, 2007
37th Annual Meeting
The Westin Rio Mar Beach Resort
Rio Grande, Puerto Rico

For information contact: AAHS Central Office
at 312-236-3307 or www.handsurgery.org
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