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Presidential Welcoming Address
Guest of honor H.E. Dr. Engineer Getahun Mekuria, Minster,
Ministry of Science and Technology (MoST);

Dear ESOT member surgeons, International speakers, Residents, Med 
students, Sponsors and invited guests of ESOT;

I humbly welcome you all to this wonderfully prepared 12th 
national annual general Orthopaedic meeting, Scientific 
conference and Medical exhibition of the Ethiopian society 
of orthopedics and traumatology (ESOT). 

Welcome! This year is very scientific!

Following our last meeting, the ESOT-EC and the organ-
izing committee has been looking for a better conference 
time. All is now well prepared and I thank my friends, col-
leagues, staff, residents and my family.

The main theme for this year’s conference is “ETHIOPIANS 
DESERVE MODERN AND SCIENTIFIC ORTHOPAEDIC 
CARE”. We will thoroughly and scientifically explore wide 
areas of musculoskeletal diseases.

This year, we have three very renowned international speak-
ers. Please allow me to introduce them to you. They will 
share us their deep expertise during state-of-the-art lec-
tures. Participate and exchange knowledge attentively.

Excellency, this year we have received so many articles and 
scientific work for presentation and we are forced to select 
26 and prepare a three days conference. On Monday, SIGN 
conference continues. 

Added to this, METEC has taken a crucial innovative step 
and has manufactured sample Orthopaedic implants to be 
used for fracture care in our country! ESOT was instrumen-
tal in initiating and encouraging these efforts. Now the fruit 
is hanging to be cultivated. During the exhibition tour; you 
will see their Ex-fix, plate and screws sample products. This 
is encouraging. ESOT always supports this and gives profes-
sional advice. The Minster of health already communicated 
ESOT to facilitate the biomechanical testing and interna-
tional quality standardization process that follows such ini-
tiative. ESOT has many great international partners who are 
willing t do this. All consultants here also will continue play-
ing their roles. I am sure that this innovation is in the line of 

the agenda of MOST and definitively pleases the Ministry.

Orthopedic is an art, science &technology. With this in 
mind, the link and brain-storming started by H.E Mr. Abiy 
Ahmed (former minister of MOST) and Prof. Afework Kas-
su now become fruitful!

Dear Colleagues, Partners and Guests;
This year’s shining event is made possible thanks to our re-
spected main Partners:
You can see how ESOT is getting well connected to the 
Industry, Manufacturers, Importers and suppliers. We all 
share a common social responsibility.

Dear Members;
As usual we will have audit report and some discussion. 
Lunch and special break meal is well prepared and will be 
served here at this five star international hotel. Please so-
cialize. Meet old friends and get new friends. Take time and 
talk to exhibitors, look into products and markets. ESOT is 
yours! This is your Society and it is our national private time!

As my best reference, the bible orders to work and think in 
“Harmony” (Philippians2:2)
I thank my vice Dr. Zegene and finance, Dr. Tilahu and oth-
er ESOT-ECs. Being few, We achieved a lot because we are 
united and not divided! “Harmony”

Once again, I thank you all for coming and participating at 
the conference.

I hear by invite his Excellency Dr. Er. Getahun, Minster of 
MOST to officially open our scientific conference.

Blessings!

Biruk L. Wamisho, M.D, FCS;
Head, Department of Orthopaedics, AAU;
President, ESOT



Page [5]ESOT ‘ S 12th ANNUAL GENERAL MEETING ESOT ‘ S 12th ANNUAL GENERAL MEETING

First of all, I would like to congratulate all ESOT mem¬bers on this year’s annual scientific congress. 
I thank ESOT-EC for inviting me to express and write my message on our magazine as its vice presi-
dent and Head of Orthopaedic Department at St. Paul’s Hospital. 

Let me start with SPHMMC and then proceed to ESOT. Our Department has over 60 beds served by 5 
senior academic staff, and 2 in training at Blacklion. Ours is the second Orthopaedic Specialty Train-
ing center chronologically. I can say first born child of the Mother department at the AAU. We started 
residency 2 years back as an independent department and we have 18 residents in training now; 3rd 
and 4th years come from Blacklion, for an attachment here.  We have a trauma center. We received 
great support from our College’s administration, ESOT and the Orthopaedic Department in the AAU. 
We extensively collaborate with BLH, Wolisso, Danu, Alert and Yekatit Hospitals locally and SIGN, 
ADFA and AO internationally. We are getting stronger and expanding in the service, teaching and 
research (Our staff members won the Hospital’s research award this year).

Regarding ESOT, as a Vice-President, I always feel happy to see its growth and the opportunity we 
are enjoying this time. It is the best time for orthopedics. We have many open doors and connections. 
I personally would like to appreciate our President, Dr. Biruk for his dedication, hard work and lead-
ing us all these years. Look where ESOT is now! Without saying too much, one word I can use to 
describe him is “Capable”. He is a great leader, gifted organizer; is bold and always has new way-out. 
He effectively executes many responsibilities and to my knowledge he sleeps only occasionally. His 
expectations are very high and he is a positively demanding personality.  ESOT and the EC enjoyed 
his team leadership. Working with him for me was harmonious and always smooth. Thank you Biruk 
for the harmony he had. I also thank Dr. Tilahun and other EC members. 

Finally, as an EC member of ESOT, I call all members to work together for the development of or-
thopedic and trauma practice in the country. I know we all worked hard to our best so that this year’s 
AGM becomes astonishing. ESOT is our common sci¬entific forum. Thank you.

Dr. Zegene Taye 
Vice - President
Head, Department of Orthopaedics, SPHMMC.

VICE-PRESIDENT’S MESSAGE
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㄀    䐀爀 䄀戀搀甀爀愀栀洀愀渀 䄀栀洀攀搀
㈀    䐀爀⸀䄀戀搀椀爀愀猀栀椀搀 䤀猀洀愀攀氀
㌀    䐀爀⸀䄀栀洀攀搀 匀攀椀搀
㐀    䐀爀⸀䄀礀攀氀攀 䜀⼀匀攀氀愀猀猀椀攀
㔀    䐀爀⸀䈀愀栀爀甀 䄀琀渀愀昀甀
㘀    䐀爀 䈀愀爀甀 䰀攀最攀猀猀攀
㜀㜀    䐀爀⸀䈀攀爀栀愀渀攀 䬀愀猀猀愀
㠀    䐀爀⸀䈀椀渀椀礀愀洀 吀攀猀栀漀洀攀
㤀    䐀爀⸀䈀椀爀栀愀渀甀 䄀礀椀渀攀琀愀眀
㄀　  䐀爀⸀䈀爀甀栀 䬀攀攀愀攀
㄀㄀  䐀爀⸀䌀栀攀爀渀攀琀 䰀攀欀愀
㄀㈀  䐀爀⸀ 䌀栀漀氀 圀椀氀氀椀愀洀
㄀㌀  䐀爀⸀䘀愀猀椀氀 一椀最甀猀猀攀
㄀㐀㄀㐀  䐀爀⸀䠀愀戀琀愀洀甀 吀愀洀爀愀琀
㄀㔀  䐀爀⸀䠀攀氀愀眀椀 吀攀眀愀戀攀
㄀㘀  䐀爀 䠀椀眀漀琀 䠀愀椀氀甀
㄀㜀  䐀爀⸀䴀愀栀愀洀攀搀 䄀爀攀椀猀
㄀㠀  䐀爀⸀䴀攀渀最椀猀琀甀 䜀⼀夀漀栀愀渀攀猀
㄀㤀  䐀爀⸀䴀椀挀栀愀攀氀 䠀愀戀琀甀
㈀　  䐀爀⸀䴀漀愀 䌀栀愀氀椀
㈀㄀㈀㄀  䐀爀⸀䴀漀栀愀洀洀攀搀 匀栀椀欀甀爀
㈀㈀  䐀爀⸀䴀甀氀甀猀攀眀 吀椀戀攀戀甀
㈀㌀  䐀爀⸀伀甀洀攀爀 匀攀椀搀
㈀㐀  䐀爀⸀吀攀欀愀戀攀 一椀最甀猀猀椀攀
㈀㔀  䐀爀⸀吀攀眀漀搀爀漀猀 䄀猀攀最椀攀
㈀㘀  䐀爀⸀ 拠漀洀愀猀 䴀攀氀攀猀攀
㈀㜀  䐀爀⸀吀漀漀欀 䬀攀搀椀爀
㈀㠀㈀㠀  䐀爀⸀吀猀攀最愀 夀椀氀洀愀

㄀    䐀爀⸀ 䄀搀洀愀猀甀 吀椀戀攀氀琀 
㈀    䐀爀⸀ 䄀栀洀攀搀 䄀戀搀甀猀攀洀攀搀 
㌀    䐀爀⸀ 䐀攀樀攀渀攀 䘀攀礀椀猀愀 
㐀    䐀爀⸀ 䔀礀甀愀攀氀 䄀洀戀愀礀攀 
㔀    䐀爀⸀ 䘀椀欀椀爀 吀攀猀昀愀眀 
㘀    䐀爀⸀ 䘀椀琀猀甀洀 䰀愀欀攀眀 
㜀㜀    䐀爀⸀ 䘀爀攀 䄀氀攀洀猀攀最攀搀 
㠀    䐀爀⸀ 䜀攀琀愀挀栀攀眀 䈀攀爀栀攀 
㤀    䐀爀⸀ 䜀攀琀愀栀甀渀 䜀⼀䔀最稀椀愀戀栀攀爀 
㄀　  䐀爀⸀ 䜀甀氀椀氀愀琀 娀攀爀椀栀甀渀 
㄀㄀  䐀爀⸀ 䬀栀愀氀椀搀 娀攀欀椀
㄀㈀  䐀爀⸀ 䴀愀爀椀愀洀愀眀椀琀 䈀愀礀攀 
㄀㌀  䐀爀⸀ 匀攀礀漀甀洀 䈀攀爀椀栀甀渀 
㄀㐀㄀㐀  䐀爀⸀ 匀椀氀愀洀氀愀欀 匀椀猀愀礀
㄀㔀  䐀爀⸀ 吀攀最攀渀甀 䐀椀渀欀甀 
㄀㘀  䐀爀⸀ 吀攀猀栀愀氀攀 䄀礀愀渀愀 
㄀㜀  䐀爀⸀ 吀攀眀漀搀爀漀猀 吀愀礀攀
㄀㠀  䐀爀⸀吀猀攀最愀礀攀 䴀愀洀漀 
㄀㤀  䐀爀⸀ 夀漀渀愀猀 䄀洀椀最愀 
㈀　  䐀爀⸀ 夀愀稀愀挀栀攀眀 夀椀洀攀渀甀 
㈀㄀㈀㄀  䐀爀⸀ 娀攀渀愀礀攀 圀甀搀攀 
㈀㈀  䐀爀⸀ 吀攀猀栀漀洀攀 吀攀渀愀 

刀㌀

刀㈀

刀㄀
㄀    䐀爀⸀ 䴀漀最攀猀吀攀猀猀攀洀愀 䠀攀猀戀攀琀漀
㈀    䐀爀⸀ 䠀愀戀琀愀洀甀 䄀欀愀氀甀 戀攀爀琀愀
㌀    䐀爀⸀ 䴀攀氀欀愀洀甀  䄀氀攀洀甀 匀攀渀戀攀琀愀
㐀    䐀爀⸀ 䬀愀氀攀愀戀 吀攀猀昀愀礀攀 刀攀搀愀
㔀    䐀爀⸀ 夀攀洀愀渀攀 䜀⼀夀漀栀愀渀渀攀猀 䜀⼀䬀椀爀椀猀琀漀猀
㘀    䐀爀⸀ 䄀戀椀礀 戀攀爀栀愀渀甀 匀漀氀漀洀漀渀
㜀㜀    䐀爀⸀ 一愀漀氀 圀漀爀欀甀 䴀漀爀漀搀愀
㠀    䐀爀⸀ 匀愀洀甀攀氀 吀攀猀昀愀礀攀 匀栀椀昀攀爀愀眀
㤀    䐀爀⸀ 刀漀戀攀氀 匀椀爀愀欀 娀攀眀搀攀                        
㄀　  䐀爀⸀ 吀攀稀攀爀愀 吀愀搀攀猀猀攀 䜀攀氀攀琀愀
㄀㄀  䐀爀⸀ 䄀攀氀愀昀 䄀猀攀最攀搀 䴀愀洀洀漀
㄀㈀  䐀爀 䈀攀氀攀琀攀 䠀甀戀攀渀愀 䔀氀愀氀愀
㄀㌀  䐀爀⸀ 䨀椀爀攀最渀愀 䘀愀礀攀爀愀 䈀椀渀愀最搀攀
㄀㐀㄀㐀  䐀爀⸀ 䠀攀渀漀欀 䐀愀最渀愀挀栀攀眀 䐀攀洀攀
㄀㔀  䐀爀⸀ 䐀愀渀椀攀氀 䈀愀渀欀猀椀爀愀 匀栀椀欀甀爀
㄀㘀  䐀爀⸀ 䜀攀洀攀挀栀椀猀 䄀洀愀渀漀 䜀攀氀攀琀漀
㄀㜀  䐀爀⸀ 䴀愀琀椀礀愀猀 匀攀椀搀 䴀漀栀愀洀洀攀搀 
㄀㠀  䐀爀⸀ 匀攀渀愀礀 䴀攀欀漀渀攀渀 吀攀昀攀爀椀
㄀㤀  䐀爀⸀ 䘀愀渀琀愀栀甀渀 匀漀氀漀洀漀渀 一甀爀氀椀最渀
㈀　  䐀爀⸀ 䄀戀搀漀  䐀愀洀攀猀 匀栀愀愀

䘀椀渀愀氀 夀攀愀爀 刀攀猀椀搀攀渀琀猀⠀刀㐀⤀

㈀　㄀㐀

㈀　㄀㔀

㈀　㄀㘀

㈀　㄀㜀

刀攀猀椀搀攀渀琀猀 漀昀 䈀䰀䠀䜀爀愀搀甀愀琀攀猀Ⰰ 挀漀渀琀椀渀甀攀搀

㄀    䐀爀⸀匀愀洀爀愀眀椀琀 䔀猀愀礀愀猀
㈀    䐀爀⸀ 匀栀椀欀眀椀愀 䰀攀洀洀愀
㌀    䐀爀⸀ 䠀愀椀氀攀最攀戀爀攀攀氀 䐀攀最昀甀
㐀    䐀爀⸀ 䔀氀猀愀 䐀愀渀椀攀氀

䄀䄀唀 䄀爀琀栀漀瀀愀攀搀椀挀 䐀攀瀀愀爀琀洀攀渀琀
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㄀   䐀爀䄀搀攀爀愀眀 䜀攀琀椀攀 䴀攀眀愀栀攀最渀
㈀   䐀爀䄀氀洀愀眀 䈀椀琀攀眀 䄀猀爀攀猀
㌀   䐀爀䈀攀欀愀氀甀 圀甀戀猀栀攀琀 娀攀眀甀搀椀攀
㐀   䐀爀䈀椀渀礀愀洀 䈀椀爀攀猀愀眀 一攀琀猀攀爀攀
㔀   䐀爀䈀椀爀栀愀渀甀 䈀攀稀愀 吀攀最攀最渀攀
㘀   䐀爀䐀愀渀椀攀氀 䄀搀愀渀攀 䐀攀爀猀漀
㜀㜀   䐀爀匀漀氀漀洀漀渀 䬀愀猀猀愀礀攀 䔀渀椀最椀搀愀
㠀   䐀爀吀愀昀攀爀攀 圀愀猀椀攀 䘀攀渀琀椀攀

㄀   䐀爀 䴀甀氀愀琀攀 䄀戀椀攀  簀䴀攀猀攀氀攀
㈀   䐀爀  夀攀愀戀 䴀甀氀愀琀 䴀攀猀猀渀
㌀   䐀爀 䈀椀渀椀愀洀 娀攀洀攀搀甀 䄀猀猀攀昀愀
㐀   䐀爀 䈀椀爀甀欀  䘀攀爀攀搀攀 娀攀眀搀甀
㔀   䐀爀 䴀椀猀最愀渀愀眀 䄀氀攀洀甀   
㘀   䐀爀 圀甀戀猀栀攀琀 䄀搀攀爀愀眀 圀漀爀欀渀攀栀
㜀㜀   䐀爀 䜀愀猀栀愀礀攀 琀愀最攀氀攀 愀礀攀氀攀             
㠀   䐀爀 䜀攀琀愀挀栀攀眀 圀甀栀椀戀 匀栀甀洀礀攀

䈀愀栀椀爀 䐀愀爀 唀渀椀瘀攀爀猀椀琀礀 ⠀䈀䐀唀⤀ⴀ 刀㈀

㄀   䐀爀⸀䜀攀琀愀猀攀眀 吀攀猀猀昀愀眀
㈀   䐀爀䈀攀爀攀欀攀琀 琀猀攀最愀礀攀
㌀   䐀爀吀攀猀栀愀氀攀 䰀漀搀愀洀漀
㐀   䐀爀一攀琀猀愀渀攀琀 䄀戀攀戀攀
㔀   䐀爀䄀礀琀攀最攀戀 䄀礀攀栀甀
㘀   䐀爀匀愀洀甀攀氀 欀攀戀攀搀攀

匀琀⸀倀愀甀氀猀ᤠ 栀漀猀瀀椀琀愀氀 洀椀氀氀攀渀渀椀甀渀 
䴀攀搀椀挀愀氀 挀漀氀愀攀最⠀匀瀀栀洀洀挀⤀ⴀ刀㈀

匀瀀栀洀洀挀 ⴀ刀㄀

㄀   䐀爀 䄀猀栀攀渀愀愀  䄀礀愀氀攀眀 䴀椀栀爀攀琀
㈀   䐀爀 䄀猀栀攀渀愀愀 唀搀攀猀猀愀 䈀椀鷠甀
㌀   䐀爀 䈀攀稀愀 䜀椀爀攀û 吀愀搀攀猀猀攀
㐀   䐀爀 䠀愀戀琀攀眀漀氀搀 䴀甀氀愀琀 䄀礀攀氀攀
㔀   䐀爀 䤀搀爀椀猀 䠀愀猀猀攀渀 䴀甀猀猀愀
㘀   䐀爀 䬀愀氀欀椀搀愀渀 䄀礀愀氀攀眀 䴀甀氀愀琀
㜀㜀   䐀爀 䴀攀爀漀渀 䬀攀氀椀氀 䴀漀栀愀洀攀搀
㠀   䐀爀 䴀甀氀甀最攀琀愀 䈀攀欀攀氀攀 䜀攀渀攀琀椀
㤀   䐀爀 匀椀渀琀愀礀攀栀甀 吀攀欀氀攀 洀愀洀漀 
㄀　 䐀爀 匀漀愀氀攀栀 䔀戀爀愀栀椀洀 䴀漀氀氀愀
㄀㄀ 䐀爀 伀洀攀爀 䴀漀栀愀洀攀搀 䘀愀爀愀栀  
㄀㈀ 䐀爀 娀愀挀栀愀爀椀愀 倀攀琀攀爀 䄀樀愀挀欀 

㄀   䐀爀 䄀最甀攀爀 䄀礀甀攀氀 眀愀爀愀戀攀欀
㈀   䐀爀 䜀⼀栀攀爀 䴀愀栀琀猀甀渀 吀⼀洀攀搀栀椀渀
㌀   䐀爀 䜀⼀䴀椀挀栀愀攀氀  䄀爀攀最愀眀椀  䜀椀搀攀礀
㐀   䐀爀 䬀攀琀攀洀愀 䠀愀椀氀攀洀愀爀椀愀洀
㔀   䐀爀 欀甀漀琀 䴀愀戀椀漀爀 䰀攀攀欀
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Dr.Nardos keeps updateing this List.
 Surely many pages will be needed !

we produce an Orthopaedic generation!
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ከረጅም እርምጃ ወደ ሩጫ
From Facilitor To Main Actor
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TOTAL HIP REPLACEMENT SURGERY IN ETHIOPIA:
1 Eric C. GOKCEN, 2Biruk L. WAMISHO, 
1. Associate Professor of orthopedics & Sports Medicine, Temple University, USA, (Former Medical Director 
of CURE Hospital in Ethiopia)
2. Associate Professor. Department of Orthopedics & Traumatology, Addis Ababa University, ETHIOPIA.

ABSTRACT
Background: Total Hip Replacement (THR) surgery evolved over years and it is now considered as “the op-
eration of the century”. For developed countries, Arthroplasty is an established management of various joint 
disorders and has completely revolutionized the nature in which the arthritic hip is treated, and is considered 
to be one of the most successful Orthopaedic Surgical modern intervention. The story is different in develop-
ing nations; Expensive implant cost and lack of trained orthopedic surgeons are main constraints; hence, pov-
erty has caused African countries to remain behind from enjoying the benefits of this medical breakthrough. 
In this study, we report our first and largest series of 50 such surgeries performed at the CURE Hospital in 
Addis Ababa. We believe that this is the first largest consecutive patients’ series from ETHIOPIA and wanted 
to share our experience.

Methods: Prospectively, all consecutive patients that undergone THR surgery at CURE Hospital since Octo-
ber 2009-October 2013 were all followed for over three years( 7.3-3.2 years)  using Clinical assessment and 
Hip Score. The hip implant used was a Stryker Omnfit Uncemented HA-coated prosthesis. Visual Analog 
Scale for pain (VAS) and Modified Oxford Hip Score were used to assess outcomes of the surgery. Simple 
excel spread sheet was used to document demography and variables like diagnosis, co-morbidity, surgical 
approach, duration of surgery, estimated blood loss, implant sizes for Ethiopian hips, complications, sequel, 
hip scores and final patient satisfaction. These were analyzed using SPSS. Patterns and learning points were 
observed.

Results: Of the 50 consecutive THR surgery patients, 26 were males and 24 females. Age average was 48 years 
(Range 14-85). In 30 hips right side was operated, only 2 were bilaterally affected. Primary OA and AVN 
were the leading causes demanding THR. Previous Partial Hip Replacement (PHR, Hemiarthroplasty) was 
converted into THR in 6 patients. Commonest co-morbidities were D.M and HTN. Of the four THR hips dis-
located, one needed complete revision. There was one persistent infection, one DVT patient and one death. 
EBL was around a liter and only 5 patients needed transfusion. Commonly for Ethiopian hips, 28mm+0 head, 
52mm Acetabulum and 140mm#8 stem were used. The VAS and Hip Scores have improved in a statistically 
significant and internationally comparable numbers.

Conclusion: THR surgery is a viable, safe and effective option in Ethiopia. Appropriate staff training, careful 
patient selection, continuous supply chain of different implants and establishing a dedicated Joint Replace-
ment center will reliably sustain THR Surgery.

Keywords: THR, Total Hip Arthroplasty, Osteoarthritis, Hip Surgery, Implants,   Arthritis, Hip prosthesis.
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Title: Predicting the Response to Ponseti Casting for Children age 2 to 10 
with the Neglected Clubfoot PAVER score
Dr T.Nunn , Dr M.Etsub, Dr R. Gardner, Dr T.Tilahun,  Sr T.Tesfaye, Mr A.Wainwright , Dr W.Zewde, Dr B.Ayana, Professor C.Lavy

Institution: CURE Ethiopia Children’s Hospital.
Introduction: Neglected clubfoot is a common problem. Research into methods of neglected clubfoot treatment is 
made difficult as there is not a validated scoring system to compare like feet in the walking child. A reproducible 
clinical severity scoring system using measured deformity angles and using an age multiplier was developed. This 
comprised measuring Plantaris, Adductus, Varus, Equinus, Rotation around the talar head (PAVER). Sum score was 
multiplied by an age related factor to give a total score out of 30. Face and content validity using intra and inter-ob-

server variability of the score 
was previously reported 
and was found to be good. 
We performed this study 
to investigate whether the 
PAVER score is associated 
with ease of correction us-
ing Ponseti principles.
Methods: Construct va-
lidity was assessed using 
a prospective study of 100 
Clubfeet of 10 years of age 
and under. Scoring was per-
formed at the start of treat-
ment along with pedobar-
ography. The total number 
of casts needed to achieve 
full correction was record-

ed. Ponseti principles were followed using long leg casts with cavus correction first. Cast changes were performed 
every 2 weeks. Equinus correction was achieved using percutaneous achilles tenotomy under anaesthesia. Once 
a minimum of 15 degrees of dorsiflexion was achieved a tibialis anterior tendon transfer was performed. Casting 
‘failure’ was defined pragmatically as 9 casts without correction of the midfoot (corresponding to 4.5 months of 
outpatient casting) to prevent an indefinite period of casting.
Results: Severe clubfeet had a smaller footprint with consequent increased pressures under the foot. Severity 
correlated with number of casts needed to achieve correction (Kendall’s Tau =0.53). Ability to correct the clubfoot 
was also age dependant being increasing difficult with increasing age of the child (Tau=0.43). An age multiplier 
score was constructed to produce a score which better reflected the difficulty of correction (Tau=0.71). All patients 
under the age of 7 corrected irrespective of deformity severity. The threshold score above which Ponseti casting 
would not correct the midfoot deformity was 18/30. 11% failed casting and were treated by other methods. Half 
of these failed patients had not progressed beyond cavus correction casting.

Conclusion: The PAVER score which combines age and deformity severity shows good association with the abil-
ity to correct the neglected clubfoot under the age of 10 years using Ponseti principles. This study shows that the 
score can be used clinically to predict ease of correction. As such the PAVER score demonstrates good construct 
validity. Clinically it is useful in being predictive of cast failure. As a research tool it has potential to compare dif-
ferent treatments for like deformities.
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Open Bony Augmentation of the Glenoid Bone 
Loss,

The Latarjet Protocol for Anterior Stabilization 
Shoulder.

Dr. Mohammed Isa, Final year Orthopaedic Resi-
dent at AAU, BLH.
Shoulder instability may be caused from congenital 
deformity, recurrent overuse activity, and/or trau-
matic dislocation. Surgical stabilization of the gleno-
humeral joint is indicated after conservative treatment 
fails and recurrent instability/subluxation continues. 
A number of different surgical procedures may be in-
dicated in this situation, often divided into soft tissue 
or bony procedures.
Shoulder Instability – Soft Tissue:
Surgical reconstruction targeting the glenohumeral 
joint’s soft tissues for shoulder instability, typically 
involves labral repairs, the most common being the 
Bankart repair. A Bankart lesion typically occurs from 
an anterior-inferior dislocation of the humerus, tear-
ing the labrum from its attachment to the glenoid, 
thereby detaching the inferior gleno-humeral liga-
ment (IGHL). Surgical management of this revolves 
around labral repair to reattach the IGHL under ap-
propriate tension. This may be accomplished either 
arthroscopically or through an open approach.
Most traumatic glenohumeral  dislocations may not 
only causea Bankart lesion, but may create impres-
sion fractures in  the postero-superior humeral head 
termed Hill-Sachs lesions.
An adverse effect from this procedure includes sutur-
ing the capsule too tightly, causing a shortening of the 
capsule, and thus decreasing the external rotation al-
lowed at the glenohumeral joint. Other  complications 
are extremely rare, but may include axillary nerve 
damage, subscapularis rupture (seen only in open re-
pairs performed with subscapularis detachment and 
repair),  and recurrent instability. If there is bony defi-
ciency in the glenoid, which represents 20%  or more 
of the antero-inferior glenoid, it is biomechanically 
impossible to restore the  same stability and is there-
fore more prone to recurrent instability and failure.
v

Shoulder Instability – Bony Deficiency:
In cases where significant bony deficiency is pres-
ent (where greater than 20% of the glenoid’s surface 
area is missing) addressing only the soft tissue issues 
during the  surgical procedure may lead to eventual 
recurrence of instability. Bony deficiency can result 
from congenital deformity, trauma, or recurrent dis-
location. These lesions are not well visualized on plain 
films and are best seen on 3-dimensional CT scan 
When bony lesions reach critical dimensions, recon-
struction of this deficit using autograft bone yields 
the best surgical results. The Latarjet procedure is the 
most popular and highly effective, transferring the 
distal coracoid into the bony defect

A 3D CT reconstruction of the scapula. The blue segment illustrates 
the bony deficit of the glenoid.

		  Surgical Technique
A deltopectoral approach is used to expose the cora-
coid process. The corcoacromial ligament and the 
pectoralis minor attachment are divided, whereas 
coracobrachialis and the short head of the biceps ori-
gins remain intact. The coracoid is osteotomized at its’ 
“knee” yielding bony graft approximately
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1.5 cm in length. Great care is 
taken to avoid damage to the 
soft tissues and musculocuta-
neous nerve in the surround-
ing area.
   
With the arm in external ro-
tation, the subscapularis mus-
cle is either splited along its’ 
length or detached from the 
lesser tuberosity and the joint 
is exposed. The graft is shaped 
and contoured to fill the de-
fect and is secured with screw 
fixation placed at the ante-
ro-inferior glenoid.
  
 With the corachobracialis 
and biceps still attached to the 
coracoid, they now serve as a 
dynamic sling further stabi-
lizing the glenohumeral joint. 
The subscapularis split is then 
repaired.



Page [15]ESOT ‘ S 12th ANNUAL GENERAL MEETING ESOT ‘ S 12th ANNUAL GENERAL MEETING

Rehabilitation Considerations
Phase I – Immediate Post-Surgical Phase (ap-
proximately Weeks 1- 3)
Phase II – Intermediate Phase/ROM (approxi-
mately Week 4-9)
Phase III - Strengthening Phase (approximately 
Week10 – Week 15)
Phase IV - Overhead Activities Phase / Return to 
activity phase 
(approximately Week 16-20)

OUR PRACTICE 
  27 years male known epileptic patient presented with right chronic shoulder dislo-

cation for 8 months who also had recurrent dislocation of the left shoulder.

Twenty eight years old female patient who had recurrent 
shoulder dislocation 5x over one and half year



Page [16] ESOT ‘ S 12th ANNUAL GENERAL MEETING

Introduction: Burns are a common childhood 
trauma in Ethiopia. Severe untreated joint contrac-
tures in childhood due to full thickness burns are a 
challenge to manage. Scar tissue and skeletal growth 
causes severe bone and joint deformity. In adoles-
cence, pain may occur due to abnormal point load-
ing, skin problems and joint degeneration. Described 
treatment techniques focus on acute correction and 
flap coverage of exposed joints and tendons. This 
case series outlines a treatment for such severe cases 
that corrects deformity and avoids the need of a flap.
Methods: We present an 8 patient series where se-
vere deformity was corrected after release of the scar 
using external fixator techniques with fine wires and 
Ilizarov principles. Plantar skin was left intact and all 
wires were passed through intact skin. Joints were 
not opened and tendons not exposed. Burn scar ex-
cision was to the fat layer only. Toes totally encased 
in scar tissue were removed. Acute partial correction 
was achieved and the ex-fix applied. Residual correc-
tion was achieved by serial frame adjustments with 
dressing changes of the wounds under anaesthetic. 
Skin graft was applied once a mild overcorrection was 
achieved. The external fixator was removed following 
graft healing. Patients received an AFO for the first 
6 months post frame removal. Follow-up was 5-20 
months from frame removal.

Results:  The median number of dressing changes 
and frame adjustments was 9, scheduled x3/week. 
No flaps or amputations were required. Grafts healed 
100% without exception. Two patients with severe 

midfoot abduction contractures required additional 
mid-foot osteotomies for bony correction 6 months 
post grafting. Selected patients had a subtalar stabili-
sation procedure when the subtalar joint was incon-
gruent. One patient required a tibial-calcaneal fu-
sion for degenerative changes in the ankle joint. One 
patient had excision of a small plantar bony promi-
nence.  Two patients had mild ipsilateral knee burn 
contractures which were released with a multiple ’Z’ 
plasty technique. Good ankle joints ware preserved 
and subtalar fusions performed for those with incon-
gruent post reduction talo-calacaneal articulations. 
All patients were happy with their correction and 
walking without pain.
Conclusions: Early results suggest that scar re-
lease, graduated correction and grafting is a success-
ful method for salvage of severe neglected post-burn 
deformities of the foot and ankle. Flap reconstruction 
was not necessary in any case. We propose that this is 
a reliable and powerful method for treatment of these 
challenging deformities.

RELEASE, GRADUAL EX-FIX CORRECTION AND SKIN 
GRAFT: A NEW TREATMENT MODEL FOR SEVERE 

CHILDHOOD ANKLE BURN CONTRACTURES
Dr T. Nunn, Dr E. Eriksen, Dr ROE Gardner, Dr M. Etsub, Dr T. 

Tilahun. Dr L. Merid, Dr J.Fernandes
Institution: CURE Ethiopia Children’s Hospital.
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How to perform a rodding of the ulna and radius
Dr. Duane Anderson, Soddo Christian Hospital

1.	 Indications for rodding, current size nails for rodding the forearm
2.	 technique of rodding standard closed shaft fractures of the radius and ulna
3.	 starting points for introduction of reamers
4.	 use of a starting drills
5.	 difficulties of reaming
6.	 reduction tips
7.	 passing the nail past the fracture
8.	 critical element of measuring the length in proximal ulna and distal radius
9.	 burying the rods, tips on how to do it well
10.	 Rods in Galeazzi and Monteggia fracture dislocations, pitfall and uses
11.	 Use in open fractures
12.	 Use in infected fractures
13.	 Use in malunions
14.	 11 years of experience in Ethiopia with their use
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How to do an ORIF of a femoral neck fracture reliably 
Dr. Duane Anderson, Soddo Christian Hospital

1.	 attempted closed reduction, Flynn and Leadbetter manuevers

2.	 open reduction, incisions and approach

3.	 lateral incision for implants

4.	 tips on reduction and provisional fixation

5.	 the importance of the starting point

6.	 how to get center/center every time using a 4.3 drill

7.	 the use of DHS and derotation screw
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Assessment of Ponseti Treatment by Reviewing Chart Documentation in 
Tikur Anbessa Specialized Hospital- A Retrospective Study

Mengistu G/Yohannes1, Birhanu Ayana1, Mengestie M. Belay2, Wubalem 
Zewde1, Peter J Klungsøyr3

1Department of Orthopedic & Traumatology Surgery, College of Health Sciences, Addis Ababa University. 
2 Department of Physiotherapy, Tikur Anbessa Hospital, College of Health Sciences, Addis Ababa University. 
3 Senior Consultant Orthopedics Surgeon, Department of Orthopedics and Traumatology Surgery, Norway. 
Correspondence to: Mengistu G/Yohannes, Email: mengistuGy@gmail.com

Introduction: Eighty percent of infants with clubfoot 
live in low income countries. In Ethiopia, it is estimated 
that there are 3,000–5,000 new clubfoot cases per year. 
The Ponseti treatment was initiated at Tikur Anbesa 
Hospital in 2005 which is effective, least expensive and 
reduces the rate of surgeries. The main aim of our study 
includes assessment of Ponseti treatment techniques by 
reviewing chart documentation, to assess the associa-
tion between initial and final Pirani scores at time of 
Tenotomy, and initial Pirani score and number of cast-
ing. 
Methods: A retrospective patient chart, Pirani scor-
ing sheet and tenotomy logbook review has been con-
ducted from September 1, 2016 to January 31, 2017 for 
those children that were treated from January 1, 2010 
upto December 31, 2015 in Tikur Anbessa Hospital. A 
standardized data collection tool including: age, sex, 
place of birth, feet affected, diagnosis, complications, 
initial and final Pirani scores, number of visits, and side 
of tenotomy has been used as an inclusion criterion. 
The data was entered to Microsoft excel and exported to 
SPSS version 20. Data was summarized by using texts, 
tables and figures. Pearson correlation coefficient was 
used to assess association between initial and final pira-
ni score at time of tenotomy; age of presentation and in-
itial pirani score with number of casting using the level 
of significance at p<0.05. The study has been conducted 
after getting ethical clearance from department of Or-
thopedics and Institutional Review Board of College of 

Heath Sciences.
Result: There were a total of 1,000 children (1,482 
feet) treated at Tikur Anbessa Hospital. 40.2% chil-
dren’s chart was found incomplete. The Mean age of the 
child at presentation was 15.48weeks (1 to 92-weeks) 
for <2-years and 184.02weeks (104 to 486 weeks) for 
Neglected clubfoot. 
Pearson’s correlation coefficient showed that there was 
association between place of birth with age (r=0.443, 
p<0.001) and number of corrective casting (r=0.185, 
p<0.001); initial pirani score with number of casting 
(r=0.225, p<0.001), and age of presentation with num-
ber of casting (r=0.178, p<0.001). Percutaneous tenoto-
my done for 447 (74.8%) children and 29.4% was done 
according to the criteria (HFCS >1 and MFCS <1).
Conclusion and Recommendation: Gap of chart doc-
umentation is seen in this study. Ponseti treatment is 
influenced by place of birth, age of presentation and in-
itial Pirani score. Pirani scoring system can be used to 
estimate average number of castings and need for ten-
otomy. There should be strict control of staff needed for 
chart documentation. Electronically assisted registra-
tion software. Community awareness should be created.
Key words:  Clubfoot, Ponseti method, Pirani score, 
Number of casting

ABSTRACT
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FINGER INCARCERATION TOURNIQUET SYN-
DROME SECONDARY TO RING DEVICES:
    A CASE SERIES AND PROPOSED TECH-

NIQUES OF REMOVAL:

Mengistu G/Yohanes, Department of Orthopedic & Traumatology Surgery, College of Health Sciences, 
Addis Ababa University, Addis Ababa, Ethiopia.

Correspondence to: Mengistu G/Yohanes, Email: mengistuGy@gmail.com 

ABSTRACT:
Introduction: Ring incarceration Tourniquet Syn-
drome is not uncommon complaint in the emergency 
room. Common causes of incarceration include trau-
ma, peripheral edema, arthritis or insertion of a small 
ring on the digit. Psychiatric patients are highly associ-
ated with high prevalence of ring incarceration. Incar-
cerated rings are usually removed by cutting the ring 
with ring cutter. Sometime preservation of the ring is 
desired due to sentimental attachment or value. The 
string or rubber band technique, unlike ring cutter, will 
be preferred way of removing incarcerated rings. This 
study aims to describe the case series of ring incarcera-
tion at the Emergency OPD and the utility of different 
techniques used in the treatment of these cases.
Methods: A case series study was conducted which 
included 8 patients with incarcerated ring injuries who 
come at the Emergency OPD for removal in the year 
2016/17 at Tikur Anbesa Hospital, Sodo Christian and 
St. Paul Hospital for one Year Study Period. 
Results: Among the ring incarcerated cases 62.5% 
were male with average age of 25 (1 2/12 - 45) years. 
Most of the injuries involved the left finger with fre-
quency of 5/8 (62.5%).Among the 8 cases 3 (37.5%) 
were Psychiatric, 2 have trauma to the ipsilateral side, 
1patient was pregnant, 1 insertion of narrowed ring and 
other 1 patient was child. The mean duration of ring 
incarceration was 56 hours (6 hours- 1 week). Majority 
of the patients, 6/8 (75%) with incarcerated ring were 
from Tikur Anbesa Hospital and the rest 2 patients 
(25%) were 1 from Sodo and the other 1 from St. 

Paul. All most all of the subjects have tried to remove 
the ring from their finger at their home Among the 8 
digits involved, 4 (50%) are ring finger and the rest are 
middle and index digit. Most of the injuries involved 
the left finger with frequency of 5/8 (62.5%). Four out 
of the 8 patients (50%) was removed by ring cutter, 2/8 
(25%) by String technique and the rest 2 rings were re-
moved by Rubber techniques and surgery.
Conclusion: Ring incarceration Tourniquet Syn-
drome is not uncommon and it is one of the emergen-
cy condition that the duty Physician face. Ring cutter, 
string techniques and rubber band are found to be effec-
tive to remove incarcerated rings. Factors that affect the 
choice of the techniques of removal includes degree of 
ring tightness, ring type, degree of soft tissue injury and 
swelling at time of presentation. Ring cutter was the pre-
ferred technique of removal for those rings with severe 
soft tissue injury and swelling, while string technique is 
efficient in removing rings with out destructing the ring 
for those patients come early to emergency OPD with 
minimal to moderate swelling.
Key word: Finger Incarceration, Tourniquet Syn-
drome, Technique of removal 
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Epidemiology of Low Back Pain among Nurses 
Working in Public Hospitals of Addis Ababa, 

Ethiopia 
M M. Belay1, A Worku2, S A. Gebrie3, B L. Wamisho4.

1Department of Physiotherapy, College of Health Sciences, Addis Ababa University. 
2Addis Continental Institute of Public Health (ACIPH), Addis Ababa, Ethiopia. 
3Assistant Researcher, Ethiopian Public Health Institute (EPHI), Addis Ababa, Ethiopia. 4Asso-
ciate Professor of Orthopedic Surgery, Addis Ababa University, Orthopedic department, 
Correspondence to: Mengestie M. Belay, Email: mengemulu99@hotmail.com and lbiruklw@
yahoo.com

Background: Low back pain (LBP) related to Nurs-
ing Profession, is a very common public health prob-
lem throughout the world. Various risk factors have 
been implicated in the etiology and LBP is assumed to 
be of multi-factorial origin as individual, work-related 
and psychosocial factors can contribute to its develop-
ment. 
Objective: The aim of this study was to determine 
the prevalence and to identify the risk factors of LBP 
among Nurses working in Addis Ababa City Public 
Hospitals, Ethiopia, in the year 2015. 
Methods: A cross-sectional study with internal com-
parison was conducted throughout the period Octo-
ber-December, 2015. Sample was chosen by simple 
random sampling technique by taken the lists of Nurs-
es from human resource departments as a sampling 
frame. A well-structured, pre-tested and self-admin-
istered questionnaire was used to collect quantifiable 
information. The questionnaire included socio-demo-
graphic, back pain features, consequences of back pain, 
work-related and psychosocial factors. The collected 
data was entered in to epi info version 3.5.4 and was 
analyzed by SPSS. A probability level of 0.05 or less and 
95% confidence level was used to indicate statistical 
significance. Ethical clearance was obtained from all 
respected administrative bodies, Hospitals and study 
participants. 
Results: The study included 395 Nurses and gave a 

response rate of 91.9%. The mean age was 30.6 (±8.4) 
years. Majority of the respondents were female (285, 
72.2%). Nearly half of the participants (n=181, 45.8% 
(95% CI (40.8%- 50.6%))) were complained Low Back 
Pain. There were statistical significant association be-
tween Low Back Pain and working shift, physical activ-
ities at work; sleep disturbance and felt little pleasure 
by doing things.
Conclusion and Recommendation: A high prevalence 
of Low Back Pain was found among Nurses working 
in Addis Ababa Public Hospitals. Recognition & Pre-
ventive measures like providing resting periods should 
be taken to reduce the risk of Low Back Pain in Nurses 
working in Public hospitals.

Keywords: LBP Risk factors, Low back pain, Nurses, 
Work-Shift, and Public Hospitals
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Case Report: Freeman-Sheldon Syndrome ; Cure hos-
pital, Addis Ababa, Ethiopia, Jan 2017

Nardos Worku MD, Jim Turner MD 

Introduction

Freeman-Sheldon Syndrome (FSS) is a rare congenital 
disorder with facial and skeletal abnormalities second-
ary to a generalized myopathy 1. This syndrome was 
first described by Ernest Arthur Freeman (British or-
thopedic surgeon, 1900-1975) and Joseph Harold Shel-
don (British physician, 1920-1964) in 1938, involving 
certain skeletal malformations with facial characteris-
tics2. Until 1990, sixty-five cases have been reported3. It 
usually occurs in sporadic form but as autosomal dom-
inant, and rarely autosomal recessive cases have also 
been reported. 26 out of 28 cases showed mutations in 
embryonic myosin heavy chain 3 (MYH3) This par-
ticular is active before birth and is important for nor-
mal muscle development4.

Both sexes are affected equally. The majority of those 
that are affected have normal IQ, although an associ-
ation with mental retardation has been reported, es-
pecially in cases with combined prominent structural 
anomalies of the central nervous system. It is usually 
diagnosed at birth but with a positive familial history, 
it can be detected by ultrasonography at 20 weeks of 
gestation.5 FSS is also known as distal arthrogryposis 
type 2A (DA2A), craniocarpotarsal dysplasia (or dys-
trophy), craniocarpotarsal syndrome and Windmill-
Vane-Hand syndrome. There are three forms of Distal 
arthrogryposis; DA1, DA2A, DA2B. Distal arthrogry-
posis without additional features is known as DAType 
1 (DA1) DA1 is the least severe; DA2B is more severe 
with additional features that respond less favorably to 
therapy. DA2A (Freeman-Sheldon syndrome) is the 
most severe of the three, with more abnormalities and 
greater resistance to therapy6, 7, 8 

The syndrome is usually diagnosed by clinical exam-
ination of an affected newborn infant. Birth history 

often reveals breech position. Not all of the features 
are necessarily present in a single patient. There are 
pathognomonic skeletal and facial features. It was pre-
viously known as the whistling face syndrome due to 
facial muscle contraction or fibrosis and microstomia; 
the latter sign often leads to difficulties in oral hygiene 
and dental treatment.9

Facial characteristics include deep-sunken eyes with 
hypertelorism, blepharophimosis, epicanthal folds, 
ptosis of eyelids, and strabismus. A small nose with 
bent alae, wide nasal bridge and dimpled or grooved 
chin is also evident. Other signs include trismus, long 
philtrum, high palate, absent or hypoplastic tongue 
and limited palatal movement; these abnormalities 
lead to  nasal  speech  and difficulty in swallowing.9 
Aspiration is a concern during the neonatal period.The 
contracted facial musculature and soft tissues lead to 
an unusual modelling of the chin and demarcated by 
vertical furrows on either side. Abnormal mandibular 
development may also occur. Dolichocephaly is usual-
ly seen and the associated general myopathy results in 
a number of abnormalities: a short neck, kyphoscoli-
osis and restrictive lung disease are prevalent and the 
limbs often develop contractures. In the upper limb, 
ulnar deviation of the wrist and flexion contractures 
of the fingers can occur. In the lower limb, flexion con-
tracture of the hips and knees are commonly seen and, 
talipes equino- varus, vertical talus and flexed toes can 
be evident.10

The muscle myopathy can also cause muscle rigidity 
and hyperthermia following halothane anesthesia 11 
there is an increased incidence ofpeetus excavatum 
and spina bifida occulta in FSS. Other associated ab-
normalities include inguinal hernia and incomplete 
descent of the testes.
 	
Treatment consists of nutritional support in the in-
fant combined with corrective surgery in the child and 
adult. The deformities are very much resistant to ther-
apeutic stretching and serial casting.
It has been reported that there is improvement of the 
manifestations on reaching adult age.12 More recently 

CASE REPORT
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Malkawi et al.w have suggested that early surgery, es-
pecially of the hand of the affected child, may improve 
the outcome of the deformities. Kyphoscoliosis, as in 
idiopathic scoliosis, develops with growth of the child 
and commonly presents in the teenager when it may 
require surgical treatment. Microstomia remains into 
adulthood and, by reducing the oral aperture, presents 
difficulties to both the dentist and the anesthetist. Dif-
ficulty in endotracheal intubation and predisposition 
to malignant hyperthermia and frequent respiratory 
tract infection increase anaesthetic risk. Early correc-
tive surgery of the deformities can result in the patient 
leading a normal life with normal expectancy although 
recurrence is common.
The aim of this case report is to discuss this extremely 
rare syndrome and provide a brief review of literature.

Case Report
A 17 day old female neonate was referred to a tertiary 
establishment with B/L foot deformity, feeding dif-
ficulties and facial abnormalities. Following onset of 
spontaneous labor, the infant was born at term by vag-
inal delivery; with a birth weight of 2000gm. Mother 
is a 25 years old primigravida Ethiopian woman with 
unre- mark-
able med-
ical and 
ob- stetric 
his- tory.  
There was no 
histo- ry of 
terato- genic 
drug or 
radi- ation 
expo- sure, 
or sub- stance 
abuse in an-
tenatal period. 
All other 
family mem-
bers are fit 
and well.

With normal fontanels, she had a mask-like face, 
prominent cheeks, broad nasal cartilages, ptosis, 
microstomia, puckered lips and prominent nasolabial 
folds. A long philtrum, high arched palate, microg-
nathia, a small tongue and a Y shaped dimple were 
also evident (Figure 1). Distal limb abnormalities were 

present with fixed ulnar 

deviation and dorsiflexion of left wrist (wind vane 
deformity) & left side campgodactyly of the 3rd and 
4th digits. Limited abduction 
of the hips, contracture of both knees and severe rigid 
equinovarus feet were also revealed (Figure 2). Exami-
nation of other systems was unremarkable. Xray of the 
pelvis showed mild lumbar scoliosis
Based on these physical findings a diagnosis of Free-
man Sheldon syndrome was made.

Figure 1  showing mask-like face, prominent cheek, campto-
dactilyptosis, microstomia & puckered lips (whistling face),Y 
shaped dimple and prominent nasolabial fold

Discussion
Our case is diagnosed on the basis of medical history 
and physical examination. She is currently on ponseti 
conservative management. 
Freeman-Sheldon  syndrome  (FSS)  or  distal arthro-
gryposis type 2AFSS (DA2A) is a unique DA syndrome 
with physical features and a history that  distinguish  it  
from  all  other  multiple congenital contracture disor-
ders. Nevertheless, most cases of FSS are misdiagnosed.
This syndrome should be differentiated from other ar-
throgrypotic syndromes, Schwartz-Jampel syndrome 
and Trismus pseudo camptodactyly syndrome.
In March 2006, Stevenson et al. published strict diag-
nostic criteria for distal arthrogryposis type 2A (DA2A) 
or Freeman–Sheldon syndrome. The diagnostic crite-
ria for classical FSS comprise the presence of ≥2 of the 
major clinical manifestations of DA (ulnar deviation of 
the wrists and fingers, camptodactyly, hypoplastic and/
or absent flexion creases, and/or overriding fingers at 
birth, talipesequinovarus and calcaneovalgus deformi-

Freem
an-Sheldon Syndrom

e

Figure 3 pelvic x ray of the patient
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ties, a vertical talus, and/or metatarsus varus) plus the 
presence of a small pinched mouth, prominent nasola-
bial folds and Y or H-shaped dimpling of the chin.8 The 
neonate reported here fulfills the criteria for FSS.
There is no standard management protocol. The foot 
and hand abnormalities require conservative and oper-
ative measures but successful correction is limited. This 
often leads to multiple, extensive orthopedic and plastic 
reconstructive procedures 14 
The mainstay of management of distal arthrogyposis in-
cludes improved joint mobility with the help of physio-
therapy, splinting and orthopaedic surgery if necessary. 
The contractures are usually non progressive but recur-
rence of deformities with growth is frequently seen. Cor-
rective surgery is strongly recommended before 1 year of 
age for best results. 15

The prognosis of an infant with arthrogryposis will 
largely depend on underlying cause, presence of associ-
ated syndrome, and the pathologic process. Long-term 
outcomes have been satisfactory in majority of these 
children but nearly 35–40% of all infants with multiple 
congenital contractures die during the neonatal period 
or infancy. 16Deformities are stiff and often recur after 
adequate correction17 Parental counseling regarding 
the prognosis, recurrence risk and prenatal diagnosis in 
subsequent pregnancies is important.
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CASE REPORT
Case Report: Gollop-Wolfgang Complex in an 18 
years old female ; Cure hospital, Addis Ababa, Ethio-
pia, Dec 2015

Seid M. Yasin, MD; Orthopedic Surgery Resident at 
Black Lion Hospital, AAUMF

Abstract
Skeletal dysplasias are disorders associated with a 
generalized abnormality in the skeleton. The Gol-
lop-Wolfgang complex (GWC) is a limb deficiency 
disorder and an unusual limb malformation with 
highly variable manifestations.
Here, we report a rare case of an 18 years old female 
patient from Ethiopia with Gollop-Wolfgang Com-
plex showing bifurcation of the left femur, bilateral 
hemimelia and ectrodactyly of the ipsilateral foot. The 
etiology of GWC in this patient could be a familial ge-
netic condition, since she had a younger brother with 
tibial hemimelia and cleft hand.
 The clinical, radiographic findings are presented here 
in detail.

Introduction
Skeletal displasias represent generalized disorders of 
cartilage and bone. 
Skeletal dysplasia, affecting around 4 million people 
worldwide is a heterogeneous group of more than 200 
disorders, characterized by abnormalities of cartilage 
and bone growth - resulting in abnormal shape and 
size of the skeleton and disproportion of the bones. A 
cumulative international incidence of at least 1:5000 
newborns has been estimated.
Gollop-Wolfgang Complex (GWC) is a rare congeni-
tal limb anomaly characterized by tibial aplasia, ipsi-
lateral bifurcation of the thighbone and ectrodactyly. 
Very often, the anomalies of limbs, heart, digestive 
and urinary tracts and the lumbosacral vertebrae are 
also affected. 
Ectrodactyly involves the deficiency or absence of one 
or more central digits of the hand or foot and is also 
known as split hand/split foot malformation (SHFM). 
The term ectrodactyly has been applied to a variety of 

malformations of the fingers or toes. But it is probably 
best reserved for: 
transverse terminal aphalangia (absence of the last 
bone in the finger or toe), 
adactylia (total absence of a finger or toes), or acheiria 
(total absence of one or both hands). 

In 1980, Gollop et al. described a case of two broth-
ers with ectrodactyly and unilateral bifurcation of 
the femur, absence of both tibiae and monodactyly 
of the feet. In 1984, Wolfgang reported a case of right 
femoral bifurcation and absence of tibia and bilateral 
central defects of the hand. Endo et al. found a total 
of 12 reported cases and added the case of a Japanese 
girl with a unique form of this malformation complex. 
Both hands and feet were involved and the involve-
ment was bilateral. 

The etiology of GWC is most likely an error in the 
complex genetic control of limb development but the 
exact cause is still unclear. GWC is listed as a “rare 
disease” by the United States Office of Rare Diseases 
[ORD] of the National Institute of Health [NIH] and 
the approximate incidence is 1 in 1000,000

The best treatment option for patients with Gol-
lop-Wolfgang syndrome is early knee disarticulation 
and resection of the protruded bifurcated femur, 
followed by fitting of a modern prosthesis, foot cen-
tralization, tibiofibular fusion with partial tibial 
hemimelia, and fibular transfer (Brown’s procedure) 
with complete tibial hemimelia, and callus distraction 
lengthening in one limb. 
Case presentation
An 18 years old female, 9th grade student from Ethi-
opia, born to a 46-year-old lady, at full term by SVD, 
presented with limb deformities which included two 
prominences at her left knee and a short, deformed 
ipsilateral leg. She also has deformities in the contra 
lateral leg for which she can’t walk on her legs but 
uses her hands to lift her body and move around. She 
performs well at school and has better than average 
scores. 
There was no history of exposure to radiation, pre-
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natal teratogenic medications or infections 
during pregnancy. The mother did not smoke 
or drink during pregnancy. The child was 
breast-fed with good appetite for one year.
She has a younger brother with bilateral cleft 
hands and right leg tibial hemimelia. 
No other family members are affected. 
The following pictures are radiographic 
images of her only affected brother’s both 
upper extremities and right leg: 

Fig 1: cleft hand of the left upper 
extremity (younger brother)

Fig 2: Cleft hand of the 
right upper extremity 
(younger brother

Fig 3: Tibial hem
im

elia of 
the right low

er extrem
ity 

(younger brother

Coming back to our patient, her physical examination 
revealed deformed left thigh, knee, leg and foot (fig 4 
& 5):
•	 Deformed left femur with two prominences at 
the knee 
•	 Short, inverted and hypoplastic foot with ab-
sent 2 central digits
•	 Patella couldn’t be localized
•	 Fixed flexion deformity of the knee at full flex-
ion (both active and passive)
•	 Absent quadriceps function
•	 Distally, she has good capillary filling and sen-
sations are intact
Right foot is flat, internally rotated, and is with rigid 
equinovarus  deformities (fig 4 & 6).
She has normal upper extremities and normal trunk 
and pelvis. No cardiac or spinal anomalies identified.
Radiographic images showed bifid left femur with ip-
silateral tibial agenesis (Figure 6); intact fibula; absent 
left patella and absence of left foot’s 1st and 2nd central 
digits along with their
corresponding metatarsals; there is fusion of 3rd and 
4th metatarso phalangeal joints and a single phalanx 
emerging out of this fusion.
Radiographic images of the right lower extremity 

showed distal tibio fibular diastasis.
Conclusion:
	 In summary, our patient has: Bifurcated left 
distal femur + absent left patella + fixed flexion de-
formity of the left knee + ipsilateral Jones’ Ia tibial 
hemimelia + ipsilatral absent central digits of the 
foot +  contralateral Jones’ type 4 tibial hemimelia + 
deformed right ankle and flat foot + bilateral rigid 
equino varus deformity of the feet.
	 She has a family member (younger brother) 
with right side tibial hemimelia and bilateral cleft 
hands. No other family members are affected.
	 There were no additional associated abnor-
malities like cleft lip/palate, tibial agenesis, visceral or 
cardiac anomalies seen in this patient.
	 This case with the above combination of typical 
GWC (Gollop Wolfgang Complex) and additional 
features of bilateralism of leg deformities and the pres-
ence of a limb anomaly in a close family member calls 
for further researches in this rare anomaly especially 
with regard to its possible familial nature.
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The Clinical Application of PFNA in CHINA
Dr. Zhang Xiangdong

Abstract: 
With the growing percentage of citizens at more than 60 years old, China is likely 
to become an aging society. So the number of patients with intertrochanteric frac-
ture is increasing. The advantages of PFNA enable it to be widely used in China. 
Therefore, the operation indications for PFNA, the matters needing attention in 
the operation and the new development of PFNA in China will be introduced. 
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  Eyerusalem Amanu 
Legesse 

Tikur Anbessa Special-
ized Hospital

AOAF national course Chair for ORP

  The start of Year 2017 was so great that came  with 
the dream come true event, In February 6-17,2017 
our longtime supporter / partner ADFA experienced 
team visited  Tikur Anbessa  Hospital department of  
Orthopedics gave in-service training  for 42 ortho-
pedic ward nurses  in two groups   which was a great 
success!
The goal of the training was to update the nurses so 
that their practice will be based on evidence and im-
prove the care of patient with orthopedic problem. The 
department of Orthopedics and ESOT were there to 
support the trainees in any way possible.
The same training has been given to Bahirdar Felege 
Hiwot Hospital and Hawassa Referal Hospital in Feb-
ruary and August 2016 respectively. 
 Such kind of training and refresher courses and  are 
known to play an important role in  keeping people 
on the right track as well as to improve quality of care  
provided to patients.  
Then in April 08-14 2017 AO alliance foundation 
organized course for residents and operating room 
nurses on basic principles of fracture management. 

AOAF Course for nurses was held in Dessalegn hotel 
37 participants were invited from all over the country. 
Hawassa, Bahir dar, Mekele and Desse hospital are 
amongst the hospitals who send their OR nurses to be 
trained and acquire the knowledge and skills needed 
to run a smooth standardized orthopedic operating 
theater and deliver the best practice. 
As per the agreement with AOAF such kind of cours-
es are held annually in order to enhance and support 
the trauma care in Ethiopia. So far the foundation has 
been giving these courses since December 2012 and 
more than 100 nurses has been trained, several fellow-
ship has been given to for four nurses, hopefully will 
continue doing so. 
In the near future the plan is to make Tikur Anbessa 
sp. Hospital orthopedic operating theater as a center 
of excellence and host those fellowships for our col-
leagues from district hospitals. 
AOAF basic courses are known for their concrete 
content and excellent organization which has a strong 
principles in fracture management.
For all the achievements regarding educating nurses, 
advocate of the Patient and extra hand of the surgeon, 
for all the support to warm heartfelt gratitude’s goes 
for those two foundations Australian Doctors For 
Africa and AO Alliance Foundation!

Pic #1. AOAF course participant 
#2 ADFA in-service Training Group   #3 AOAF course 
participants during practical session

AO Alliance Foundation and ADFA Support for the 
Orthopedic Nurses was Astonishing!
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Epidemiology of acetabular and pelvic ring injuries at Black Lion Hospital
Samuel Hailu1, Sandra L Hobson2, Fre Alemseged3, Samrawit Esayas4
1,3,4 Department of Orthopaedics, Addis Ababa University
2 Department of Orthopaedics, Emory University 

Morbidity and mortality from accidents and injuries remain a 
significant problem today, especially in countries with fewer road 
traffic safety measures. Although rarer than appendicular inju-
ries, pelvic ring and acetabular injuries can be life-threatening or 
result in major disability. Epidemiologic data for pelvic ring and 
acetabular injuries remains sparse worldwide.  We investigated 
the burden of acetabular and pelvic ring injuries treated at Black 
Lion Hospital during a one-year period in 2016. Specifically, the 
incidence of pelvic ring injury was 162 fractures in 162 patients, 
acetabular fractures was 73 fractures in 71 patients, combined 
acetabular and pelvic ring fractures was 11 fractures in 11 pa-
tients, and spino-pelvic dissociation was 5 fractures in 5 patients. 
Acetabular fractures were further classified into anterior family 
(4 fractures, 5.5%), transverse family (37 fractures, 50.7%), pos-
terior family (23 fractures, 31.5%), and associated both column 
(9 fractures, 12.3%). High-energy pelvic and acetabular trauma 
disproportionally affected men, with males comprising 74% (183 

of 249 patients) of injured patients. One study in an Australi-
an population reported an incidence of high-energy pelvic ring 
fractures at 10 per 100,000 persons, whereas our data reports an 
incidence of high-energy pelvic ring fractures treated in the Ad-
dis Ababa area at significantly lower rate. We hypothesize that 
the lower incidence of reported high-energy pelvic ring injuries 
compared to the Australian data is likely due to failure of pa-
tients to present to an appropriate provider, failure of providers 
to diagnose injuries accurately, and failure of timely transfer to 
a tertiary facility for definitive management. Therefore, we rec-
ommend that all providers have the highest suspicion for pelvic 
ring and acetabular injuries when evaluating high-energy trau-
ma patients. Finally, timely transfer to an appropriate center for 
definitive management cannot be understated.
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Figure 1. A case of a polytrauma patient with t-type acetabular fracture in 40-year-old driver 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2. A case of spino-pelvic dissociation managed with percutaneous screw fixation 

  

 

 

Figure 2. A case of spino-pelvic dissociation managed with percutaneous screw fixation 
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We thank BLK Hospital group and CEO Mr. Naresh Kapoor
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March 9, 2017 is a remarkable morning! 

ESOT, ADFA & AOAF leaders had an extensive orthopedic discussion with the Minster 
of Health, H.E Prof. Yifru. Both International collaborators have received directions 
and areas to partner to improve the orthopedic care and teaching of in Ethiopia. Many 
deliberations were made to improve fracture care. MSK Tumor care was also on the 
agenda. A new assignment given is to help in testing and standardizing the soon to 
be manufactured implants in Ethiopia. Support to newly emerging orthopedic depart-
ments is crucial. ESOT thanks the Minster.



Page [38] ESOT ‘ S 12th ANNUAL GENERAL MEETING

                                                           The Female Athlete Triad
We Ethiopians are known for running. Esp these days we are having many female athletes they are outshining 
internationally, hence I wanted to share you his article.  With increasing participation in sports, there has been a 
similar increase in sports –related injuries and associated conditions. 
The female athlete triad is a syndrome that has been observed in female athletes who present with three interrelat-
ed components: disordered eating, amenorrhea, and osteoporosis. The condition is now considered as a spectrum 
of disorder characterized by relative dysfunction in energy availability (with or without disorder eating), menstru-
al function and bone mineral density (BMD).

     Historical perspective 

In 19192, the task force on women’s issue of the American college of sports medicine (ACSM) was assembled, 
and the term female athlete triad was created to define the three components that characterized the condition. All 
three components (i.e., disordered eating, amenorrhea, osteoporosis) had to present simultaneously for diagnosis.

Female athletes involved in sports that require subjective judging (e.g., gymnastics, figure skating) or endurance 
sports that emphasize low body mass/leanness are at increased risk of developing the triad. However, it should 
be noted that female athletes and non-athletes participating in any sport can develop triad symptoms. Histor-
ically, the condition has been underreported because of  a lack of education among health care professionals, 
coaches, and athletes; a failure to recognize certain components of the triad because of the variety of presenta-
tions; and a lack of athletes reporting symptoms(e.g., musculoskeletal injuries, disordered eating behaviors) to 
their coaches.
For prevention, diagnosis and treatment of symptoms of the triad medical professionals, coaches, parents, team-
mates and others involved with athletes must be aware of the condition and its components.

Dr. Mohamed Issa
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Dr. Mohamed Issa             Changes in diagnostic guidelines
Based on the original triad definition, many female athletes who present with only one or two of the components 
of the triad may be overlooked. In 2007, the ACSM update the diagnostic guidelines, and the female athlete triad 
was defined as a spectrum of abnormalities in energy availability, menstrual function, and BMD. 

each of the three components is part of the a spectrum ranging from normal to varying degrees of pathology. 
The female athlete no longer needs to demonstrate pathology in all three components of the triad to be diag-
nosed with the syndrome. The presence of one or two the components on the pathologic side of the spectrum 
falls under the umbrella of the triad and may meet the criteria for diagnosis, promoting further assessment and 
evaluation for the other components.
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With this modification of the guidelines, the overall 
prevalence of triad components on their respective 
spectrums has increased, although the total prevalence 
of athletes with this condition is unknown.
In 2012 and 2013, the female athlete triad coalition 
converted to develop a consensus statement for triad 
screening, treatment and return to play. The document 
lists 11 risk factors that should be screened, including 
a history of menstrual irregularity, stress fracture, di-
eting, and overtraining as well as personality factors, 
such as perfectionism and obsessiveness. In addition 
the importance of early intervention was emphasized 
along with the need to revolutionize the currently un-
der standardized preparticipation examinations for fe-
male athletes. The coalition proposed the use of a point 
system to assess athletes with risk factors for the female 
athlete triad during the preparticipation examination 
and to determine when an athlete is able to return to 

  Recent definition of the female athlete triad

                      Energy Availability
Originally known as “disordered eating,” this triad 
component is now termed “energy availability.” The 
spectrum of energy availability ranges from optimal 
to low. An athlete does not have to be diagnosed with 
an eating disorder to have the component of the tri-
ad. Low energy availability can result from inadequate 
caloric intake caused by pathologic caloric restriction 
(as in the setting of anorexia nervosa or bulimia ner-
vosa) or by expending more energy than the body is 
designed for at a given time. To determine a patient’s 
energy availability, the amount of energy that is ex-
pended is subtracted from the amount of caloric en-
ergy consumed from diet and is divided by lean body 
mass in kilograms. To begin the assessment of energy 
availability, body mass index (BMI) should be calculat-
ed. If the BMI is, 17.5 kg/m, it is likely that the athlete 
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has low energy stores. In athletes with a normal BMI, 
it is more difficult to assess energy availability. To de-
termine if energy availability is suboptimal, a detailed 
history, including diet and energy expenditure, must be 
elicited from the patient. Even with the most accurate 
history, determining availability of energy is not com-
pletely precise. Low energy availability is determined 
to be ,45 kcal/kg of lean-body mass per day; however, 
energy availability #30 kcal/kg of lean-body mass is as-
sociated with most of the negative effects.
Prior to sport participation, a thorough history should 
be obtained, including the patient’s dietary behaviors, 
menstrual pattern, training, and subjective weight (i.e., 
how the athlete views her weight). A thorough physical 
examination is also important because certain findings 
should raise suspicion for low energy availability and 
a possible eating disorder. These findings include, but 
are not limited to, low body weight (BMI, 17.5 kg/m),  
bradycardia,  lanugo, orthostatic hypotension, poor 
dentition, chipmunk cheeks (caused by swollen parotid 
glands from vomiting), and the Russell sign (ie, a callus 
on the back of a finger caused by self-induced vom-
iting).It should be noted that athletes who are over-
weight can also be energy deficient.
However, prevention of decreased energy availabili-
ty aids the prevention of other health risks, including 
amenorrhea, low BMD, and fractures. Female athletes 
who suffer from disordered eating have been found to 
have a twofold to fourfold increased risk of developing 
a sports-related injury. Females who participate in a 
sport where being thin or lean is considered ideal are at 
increased risk of suboptimal energy availability or dis-
ordered eating, as defined by the original description of 
the female athlete triad. Athlete education about prop-
er nutrition and energy status is crucial to prevent the 
negative consequences associated with the triad, par-
ticularly those involving bone and reproductive health.

                   Menstrual Function
Functional hypothalamic amenorrhea (FHA) associ-
ated with the female athlete triad results from an un-
predictable release of gonadotropin-releasing hormone 
(GnRH). Prolonged exertion and weight loss have been 
shown to influence GnRH release, although the patho-
physiology is not entirely clear.

Estrogen plays an important and complicated role in 
the physiology of BMD and bone formation. Estrogen 
inhibits bone remodeling and bone resorption, which 
then increases and enhances bone formation. In an 
estrogen-deficient state, BMD is decreased, thus lead-
ing to an increased risk of fragility fracture. The high 
prevalence of menstrual dysfunction in athletes with a 
stress fracture is not surprising considering the direct 
effect of estrogen on BMD.
The mainstay and cornerstone of treatment of FHA is 
to increase energy availability through nutrition/ca-
loric intake to normalize the secretions of luteinizing 
hormone and follicle-stimulating hormone. Hormone 
replacement therapy and oral contraceptive pills
(OCPs) have been used in the past as a first-line treat-
ment for athletes with amenorrhea, but a significant 
benefit has not been demonstrated in this population.
A female athlete with menstrual dysfunction (e.g., 
FHA, oligomenorrhea, subclinical amenorrhea) should 
be assessed for other components of the triad.

                 Bone Mineral Density
The spectrum of BMD includes osteoporosis but also 
encompasses reduced BMD because of its role in in-
creased risk of injury in female athletes with the female 
athlete triad. Younger female athletes must understand 
that, for most women, 90% of peak BMD is reached 
by age 18 years and that the greatest level of accrual is 
between the ages of 11 and 14 years.To obtain optimal 
BMD, adequate nutrition (ie, protein, calcium, and vi-
tamin D consumption; moderate physical activity with 
weight-bearing exercise) is required. After the peak 
BMD has been reached, it may only be lost or main-
tained. It is crucial that athletes possess this knowledge 
so that they can build and maintain BMD during these 
years to optimize bone health. The overall prevalence 
of low BMD among athletes is unknown and varies by 
study depending on the method of Evaluation.
DEXA is the diagnostic modality of choice for evalua-
tion of BMD.
Treatment of low BMD depends on the underlying 
cause. Exercise and adequate nutrition are important 
for treatment and prevention. Weight-bearing and dy-
namic exercises have a positive effect on bone forma-
tion and BMD, especially in premenopausal females. 
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Calcium and vitamin D supplements may be desirable 
in some cases. The recommended amount of calcium 
and vitamin D intake for adults is 1,000 mg and 600 to 
800 IU, respectively. It is also prudent to screen for oth-
er factors that may accelerate bone loss, including cor-
ticosteroid use, regular alcohol consumption, cigarette 
smoking, protein deficiency, and hyperthyroidism.

                  Conclusion
As female participation in sports continues to increase 
and become more competitive, it is important to pre-
vent, diagnose, and manage the components of the fe-
male athlete triad in athletes. Pharmacologic treatment 
was used to restore menses and was believed to halt 
loss of BMD. However, the use of pharmacologic ther-
apy has fallen out of favor, and the current mainstay of 
treatment is to increase energy availability, which leads 
to the resumption of menses and halts additional bone 
loss. Because the definition of the triad has been mod-
ified to that of a spectrum disorder, index of suspicion 
plays an important role in diagnosis during the assess-
ment of a female athlete. Although the female athlete 
triad poses a great health risk, the benefits of participa-
tion in sports significantly outweigh the risks. 
Any athlete who falls under the so-called umbrella of 
the triad should be questioned and educated regard-
ing all of the components and potential health risks of 
this condition. By preventing premature bone loss in 
young female athletes, we can prevent future fragility 
fractures. Education of athletes is crucial to prevention. 
If athletes can understand the importance of optimal 
energy availability and how it directly affects bone and 
reproductive health, the pathology associated with the 
components of the triad may be avoided.
Coaches, athletic trainers, and healthcare providers 
should also be educated about the female athlete triad 
to detect and recognize its components before athletes 
reach the pathologic end of the spectrum. A thorough 
history and physical examination by a healthcare pro-
vider is also prudent in discovering if a female athlete 
is at risk for developing any of the pathologic entities of 
the triad. Treating this cohort of athletes is a multidis-
ciplinary effort. First, educating the athlete must be an 
integral component of the treatment plan. Healthcare 
providers such as orthopaedists or primary care physi-
cians should be involved. A mental health provider is 

essential for treating athletes with disordered eating. A 
registered dietician also plays an integral role in treat-
ment given that most of the negative effects associated 
with the triad originate with low energy availability.
Further research is needed to determine the true prev-
alence of the triad and identify which females are at 
risk. Awareness levels among athletes, coaches, and 
healthcare professionals should be assessed to deter-
mine where education is needed most. A patient may 
present with any of the components of the triad; there-
fore, an awareness of these components among all in-
volved in the care of female athletes is prudent.
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       This scholarship was fully sponsored by AAOS.  
ESOT (Ethiopian Society of Orthopaedics & Trauma-
tology) was communicated 
by Dr. Guido Marra, 
Chairman, AAOS Interna-
tional Committee, to our 
President, Dr. Biruk. The 
application announcement 
and letter written was post-
ed on our website immedi-
ately on May 16, 2016. The 
deadline was August 2016. 
(http://ethiopianorthopae-
dics.org/2016/05/16/in-
ternational-scholars-pro-
gram)
BTW, I advise all ESOT 
members to always read 
updates posted on our 
website. All Ethiopian Or-
thopaedic Surgeons were 
eligible. I have no idea how 
many applied from here. But I know at least four ap-
plied. ESOT wrote great recommendation letters to all 
applicants. I was the lucky winner and AAOS e mailed 
me that they have selected me. I then asked for Funda-
mental Course in Arthroscopy.
       Events leading up to my arrival at Rosemont, Chi-
cago have been flawless to say the least. Accommoda-
tion and proximity to the academy was perfect
  I had attended few international and nationally or-
ganized workshops and skill labs before this and they 
were great. But this one ranks way above any of them.
    When they told me it will be intense they were not 
exaggerating. The use of time, the close attention by 
faculty, the role of industry, and that OMG cadaver lab 
set up for Arthoscopic Motor Skills development using 
FAST, awesome. The whole time, I got the feeling that 
I am getting personal attention, not part of group of 
trainees. Two participants per faculty per cadaver gives 
unprecedented access and opportunity for a hands on 
experience.
  The fluidity of the sessions speaks of hours of prior 
preparations by dedicated techs and other support-
ing staff. Every station well prepared beforehand, fully 
equipped and then some. I had to remind myself over 
the next days that this is not an actual operating theat-
er.
       The course content even though fundamental, 
packed all possible diseases involving knee and shoul-
der both lectures and lab sessions, which took most of 
the time. I got to actually perform procedures on every 

session multiple times, which greatly showed in my im-
provement. All time, being assisted by willing faculty. 

        State of the art equip-
ment and material deliv-
ered into our hands at a 
moment’s notice by indus-
try techs leaves one open 
mouthed. We got to han-
dle and actually use stuff 
we only saw in text books 
or promotional videos.
 Knot tying lecture and 
practice sessions will be 
memorable and useful.
Some impediment I no-
ticed includes awkward-
ness between trainees as-
signed on the same table, 
which tends to waste valu-
able time. Failure by facul-
ty to notice this early and 
start things moving quick, 

not to be passive. Some simply ignore the program par-
tially and proceed as they wish.

THE “OBSERVERSHIP”
     As I expected working on cadaver is a whole lot dif-
ferent than observing arthroscopy on patients inside a 
highly regarded top hospital in San Francisco. It also 
proved to me observing from a distance can be edu-
cating. Even though intruding into the actual OR is at 
times awkward or tense, it might get easier over time. 
If there is a lot of time. Which there is not.
    A well regarded surgeon working with familiar team 
teaches best. Also from observers point of view spend-
ing a lot of time in clinics might not be avoidable but 
they take away the chance of observing.
     I have learned a great deal with the operations.   
The patients were great. I only wished for some more.
in one week several ACL reconstructions, a couple of 
PCLs, rotator cuff  repairs, shoulder impingements, hip 
scopes, SLAP and meniscectomies were done, there is 
no such thing as cancellation, The busy attending sur-
geon adds more stress, responsibility, time away from 
family. And the sacrifice did not stop there in the case 
of Dr. Gayle who is a respected doctor. He ferries, 
feeds, smoothens the way into the operating rooms for 
me, and I am grateful for all he did.
Now  I am back home to share this with you. On behalf 
of my country Ethiopia, ESOT, the mother Orthopae-
dic Department, my patients and students, I thank the 
Academy to give this chance. 

MOH,METEC & ESOT
Initative to manifacture plates,Screws & Ex-fix in Ethiopia

The AAOS Scholarship Experiance
Dr. Mesfin H/Mariam, 2016
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JANUARY 2017

2016 
Achievements

30 New 
Programs

26,028  
Nails Shipped

180,000+
Patients Healed

3 SIGN 
Conferences
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March
2016 at SIGN: Year in Review

2016 SIGN Conference
September

Uganda Trip
FebruaryJanuary

New Programs

July August

FDA Clearance

Six Programs Added

FDA gives clearance for the use 
of compression screws to treat 

femoral neck fractures.

SIGN visited Dr. John Ekure,  
who opened Kumi Orthopaedic 

Center to give back to his 
 community. They supported his 
education following the death  

of his mother.

In August, SIGN opened  
new programs in hospitals in 
Ethiopia, Dominican Republic, 
Kenya, Cambodia, and two in 

Myamnar. The above photo is the  
700 Bedded Military Hospital in 

Pyin Oo Lwin, Myamnar.

The annual conference in  
Richland was attended  
by 147 surgeons from  

32 countries.

Angelo smiles with SIGN Surgeon 
 Jun Valera after his successful 

surgery. Angelo’s leg was broken 
in a motorcycle accident, and he 
was told his leg would have to be 
amputated. SIGN Surgery saved 
his leg and gives him hope for a 

bright future.

Patient Healed

From January through March, 
SIGN opened eight new pro-

grams in eight countries: Haiti,  
Tanzania, Philippines, Kenya, 

Ghana, Ethiopia, Uganda,  
and Rwanda. Maua Methodist 
Hospital in Kenya performed 
12 SIGN Surgeries in 2016.
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Pyin Oo Lwin, Myamnar.

The annual conference in  
Richland was attended  
by 147 surgeons from  

32 countries.

Angelo smiles with SIGN Surgeon 
 Jun Valera after his successful 

surgery. Angelo’s leg was broken 
in a motorcycle accident, and he 
was told his leg would have to be 
amputated. SIGN Surgery saved 
his leg and gives him hope for a 

bright future.

Patient Healed

From January through March, 
SIGN opened eight new pro-

grams in eight countries: Haiti,  
Tanzania, Philippines, Kenya, 

Ghana, Ethiopia, Uganda,  
and Rwanda. Maua Methodist 
Hospital in Kenya performed 
12 SIGN Surgeries in 2016.

2016 at SIGN: Year in Review

October

JuneApril

December November
OTA Conference Bangladesh Trip

Tanzania Trip  
and Conference

May

SIGN supporters gathered at the 
Portland Art Museum to learn 

about SIGN and fund  
SIGN Programs.

Dr. Richard Gellman led a work-
shop about correcting bone 

deformities for SIGN Surgeons  
in East Africa.

Dr. Mark Purnell presented on 
tibia plateau fractures in  
Tanzania and Ethiopia.

SIGN Surgeons Anthony Maina 
and Jun Valera received  

scholarships to attend the 
Orthopaedic Trauma Association 

conference, presented by  
Dr. Steve Olson, president of OTA.

180,000+

Ethiopia Trip  
and Conference

Dr. Zirkle and Jeanne Dillner 
traveled to Bangladesh to 

teach SIGN Technique and meet 
with more than 30 healed  
patients and their families.

In early December, SIGN 
reached more than 180,000 

patients treated. Thank you for 
your support to help us reach 

this milestone!

Portland Benefit

Road traffic accidents 
are the leading cause of 
injuries treated by SIGN 
Surgery. Traffic images 

by Chuck Bigger.
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451 Hills Street, Suite B 

Richland, WA 99354

P: (509) 371-1107 
F: (509) 371-1316 
info@signfracturecare.org 
signfracturecare.org

Contact 
SIGN

March 16  
Volunteer  
Appreciation
March 16, noon, at SIGN.

October 21 
Annual Benefit
In Kennewick, WA

Save the Dates

Thank you to our SIGN Family for your  
generous support! You are bringing healing  
to the injured poor throughout the world!

A SIGN of Love: 
Your Gift Will  
be Doubled!

From February 1 to 14  
your gifts will be  

 matched! 

Countries with new SIGN Programs in 2016

Countries with SIGN Programs

September 21-24 
SIGN Conference
In Richland, WA
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Aim for the meeting:

More than thirty doctors attended this meeting in rec-
ognition of the overwhelming clinical load of patients 
with bone and soft tissue tumours. Their aim was to 
achieve a consensus on the changes in healthcare re-
quired to prevent unnecessary disability and death in 
these unfortunate patients.   

Chairman: Dr Biruk Wamisho
Organizer and Reporter…Dr. Rick G.

IMPORTANT POINTS FROM THE PRES-
ENTATIONS:

Summary of current situation- Dr Biruk Wamisho, 
ESOT President.

Black Lion experience past 30 years- 20,344 cases, 
6.6% orthopaedic
o	 68% of orthopaedic cases that presented were 
high grade/advanced/metastatic/recurrent
o	 Late presentation the norm
o	 3,000 patients on the waiting list, 10% are 
musculoskeletal tumours
o	 Some patients wait over 3 years
o	 Many hospitals will refer their tumour patients 
to the BLH
o	 100 operative tumour cases/year currently

Reasons for late presentation
o	 Patients seeking other forms of treatment- 
wogesha, holy water, elder advice
o	 Refusal of amputation- unwelcome culturally, 
social ostracism, concern it may lead to a life of desti-
tution and reliance on the family
o	 Examples given of cases that showed an ini-

tially resectable condition on MRI. When admission 
arranged months later, tumour had progressed where-
by amputation required
Paediatric oncology service- Dr Daniel’s presentation:

o	 26 beds, only 2 paediatric oncologists in Ethio-
pia
o	 Problems discussed: 
o	 wrong diagnosis (infection etc.)
o	 lack of immunohistochemistry for correct 
diagnosis
o	 too many patients referred for chemotherapy 
after amputation (not possible to assess response to 
Rx). Need neoadjuvant treatment.
o	 No bone scan/PET scan to assess for skip le-
sions, mets etc. 
o	 IFOS not routinely available
o	 Surgical delay in definitive Rx
o	 Need to work together
o	 Solutions suggested:
o	 More trainees with fellowship training
o	 Need for a Tumour Board that regularly meets
o	 Further government support to develop the 
service
Radiology Service: Professor Daniel’s presentation:
o	 Problems discussed:
o	 Lack of adequate information on 80% of re-
quests
o	 Lack of PET scanner
o	 Poor equipment maintenance
o	 Need for telemedicine for cases outside of 
Addis Ababa
o	 5% rejection of plain films- radiographer 
training needed
o	 image guided biopsy service needs to be devel-
oped (note: there is a 85-90% diagnostic value to an 
image guided trucut biopsy)
Pathology Service: Dr Tufa’s presentation:
o	 Problems discussed:

Developing the Musculoskeletal Tumour Service in Ethiopia- the 
Primary Issues

Musculoskeletal Tumour Summit at the Capital Hotel, Addis Ababa 28th Feb-
ruary 2017
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o	 Lack of specialist scans 
o	 Lack of immunohistochemistry- critical for 
correct diagnosis (between carcinomas/lymphomas/
melanomas)
o	 Non representative biopsy samples- need to 
increase frozen sections
o	 Lack of good communication between special-
ities
o	 Need for second opinions and easy telecom-
munication
o	 Lack of robust tumour board

Further discussion points:
o	 Benefit of a clinical nurse coordinator to spend 
time with patients to discuss reconstructive/amputa-
tion surgery
o	 Benefit of having functioning amputee to allay 
patient fears regarding future life and function
o	 ICRC: need for good communication and 
referral for prosthetics after amputation. 8 of the 18 
clinics in Ethiopia are sponsored by the ICRC where 
patients will receive free prostheses. Poor use of these 
clinics, stressed need for surgeon-referral of these 
patients
Group discussion on issues and solutions
Access to Care, diagnosis, surgical service, rehabilita-
tion and research issues were exhaustively discussed 
by senior faculties in the 4 groups. 
External support from University of Western Australia 
and University of Oxford

Could contribute to:

o	 In-service, in-country training and mentorship 
for tumour specialists by overseas tumour surgeons
o	 Orthopaedic fellowships and COSECSA-ap-
proved training courses
o	 Medical oncology sub specialist training cours-
es and support from Australian charity “Sock it to 
Sarcoma” to be administered through ADFA. 
o	 Medical oncology fellowships 
o	 Database Excel program with supporting doc-
umentation (already written and available)
o	 Pathology fellowships

o	 Radiology fellowships – particularly interven-
tional radiology
o	 Telemedicine
o	 Statistical analysis of database and fusion/ 
comparison with external databases to facilitate the 
cycle of quality improvement and research
o	 Operating theatre, ward and hospital protocols 
to reduce surgical site infections to enable safer recon-
structions

Conclusions:

Tumour Board

All participants stressed the need to develop a Tu-
mour Board at the Black Lion Hospital where essential 
members of the multidisciplinary team would meet on 
a regular basis. This team would include:

o	 Orthopaedic surgeons
o	 Pathologist
o	 Radiologists
o	 Oncologists
o	 P n Os
o	 Physiotherapists
o	 Social workers/Psychologists

The team would review individual cases to decide on 
the next steps of management, coordinate care and 
liaise with external specialists as required. This type of 
regular meeting will require the support of the hospi-
tal authorities and MoH.

The following needs are currently placing barriers to 
improving care:

•	 Oncology: 		  long waiting list on 
adult service and lack of chemotherapy
•	 Pathology: 		  lack of immunohisto-
chemistry analysis
•	 Radiology: 		  lack of PET scanner
•	 Orthopaedic surgery: 	Need for additional 
subspecialty fellowship training in tumour surgery
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provision of allograft for reconstructive procedures
need for a tumour nurse specialist to counsel and liaise with patients and families

The recommendations of the summit are communicated to the Minster of Health, H.E. Prof Yifru.
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MSK Malignancies in ETHIOPIA: Burden, Incidence, Challenges.
Drs. Biruk L. WAMISHO1, Ermias G. 1 and Ananya K. 1 

*1 AAU, Department of Orthopedics.

According to WHO, there is a shift of burden of disease from communicable to Non-communicable. 
7 out of 10 deaths by 2020 will be due to NCDs. Included are: heart disease, stroke, cancer, diabetes 
and chronic lung disease, which are collectively responsible for almost 70% of all deaths worldwide. 
Almost three quarters of all NCD deaths, and 82% of the 16 million people who died prematurely, or 
before reaching 70 years of age, occur in low- and middle-income countries. The rise of NCDs has 
been driven by primarily four major risk factors: tobacco use, physical inactivity, the harmful use of 
alcohol and unhealthy diets.

Nearly every cancer from major primaries finally metastasizes to the bone, posing a challenge to an 
Orthopaedic surgeon. Primary and secondary Muskuloskeletal (MSK) tumors are increasing in inci-
dence and prevalence.

At Addis Ababa University, TASH, we analyzed over 20 thousand ADULT patients with a proven 
malignancy! (Hematologic malignancies excluded). Sex ratio is F= 72%, Males=28% (Almost 3:1). 
Age Average= 45.2 Years (Range=12-95Yrs).The following primary malignancies are of Orthopaedic 
interest: Breast, Prostate, Thyroid, Lung, Kidney, GI, etc. Their distribution is shown on the bar chart. 
Major MSK Tumors account for 1348/20344 = 6.6%.  PRIMARY Malignant bone tumors accounted 
for = 268/20433=1.3% of all tumors seen at the oncology department in last three decades. These are 
shown on the bar graph. 68% of the patients presented to the oncology department lately. In the last 
five years, 1 out of 10 patients waiting for bed/admission has MSK tumor (300/3,133). 

 In our study, we will share the challenges an Orthopaedic surgeon faces when handling patients with 
MSK malignancy in Ethiopia. 

This is a huge data of three decades and from the only malignancy treating center in the country, 
hence it fairly represents what is going on in the country. The recommendations passed at the ‘Tumor 
Summit” meeting held in our Capital this month will be shared.
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ICRC PHYSICAL REHABILITATION PROGRAM IN 
ETHIOPIA

Imad Aldibee, Prosthetist Orthotist
International Committee of the Red Cross (ICRC)

http://www.icrc.org/et

More than 6000 prostheses are fitted and supplied to persons 
with a disability (PWD) across Ethiopia each year, within the 
centers supported by the International Committee of the Red 
Cross (ICRC). Many of these persons are successfully fitted and 
go on to lead successful and happy lives using a prosthesis.
When fitting a prosthesis and re-educating a person to walk 

with a prosthesis, it is essential that all factors impacting on the client or patient are as pos-
itive as possible. This includes the pre-operative care, surgical procedures, post-operative 
care, pre-fitting care, prosthetic fitting, post-fitting care, gait re-education and transition back 
into the home or work environment.
This presentation will discuss some of these variables, including the outcomes of surgical 
intervention, so the benefits to the clients are maximised. 

PROSTHESES FOR AMPUTATIONS OR AMPUTA-
TIONS FOR PROSTHESES?

Rowan English, Prosthetist Orthotist, Education Advisor, 
ICRC

International Committee of the Red Cross (ICRC)
http://www.icrc.org/et

Since 1979, ICRC has been supporting the Physical Rehabilitation 
Program (PRP) in Ethiopia with technical knowhow in form of formal 
and informal trainings, financial support, supply of raw materials and 
components. The PRP sector has come a long way since 1979 in terms of 
quality and quantity of services provided to beneficiaries (Patients). 
The purpose of this presentation is to show the progress in the PRP sec-

tor, the diversity of services provided and also the challenges that is faces 
today. It will also shed some light on the future of PRP in Ethiopia. 
After this presentation, we hope that all participants will have a clearer view on the scope of PRP services pro-
vided in the country. We also hope that it will give a clear idea on how and where to refer beneficiaries (pa-
tients) in the future.
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Great AO-Basics workshop this year as well!
All 48 first Year Orthopedic Residents from our 4 residency training universities participated.

So exciting-20 from AAU, 12 from SPMMC, 8 from BDU and 8 from MU; Brilliant youngsters! Quality resi-
dents is our agenda! 
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Modern orthopedics service in Ethiopia started few 
decades back, most of the treatment in the department 
of orthopedics at Tikur Anbessa hospital as well as 
throughout the country was none operative, few sur-
geries were done with instruments and implants pur-
chased or donated from abroad. The trend has been 
changed with time and the need for more implants and 
instruments increased, purchasing and donations not 
fulfill the demand, therefore the other option being 
manufacturing at home.
    In 2009GC an idea of manufacturing light box for 
x ray reading and external fixators introduced by Dr. 
Fintan Shannon from Ireland. During this time, differ-
ent types of external fixators both copies and new pure-
ly Ethiopian were manufactured and demonstrated to 
ESOT meetings by Bewketu Demisie the well-known 
by almost all the members of ESOT and Dr. Yiheyis 
Feleke orthopedic surgeon currently working at Alert 
hospital and Dr. Biruk Lambisso the current chief of 
ESOT. Clinical trial done successfully on patients with 
different fracture patterns only using standard shanz 
screws imported.
      Now the time comes to manufacture all components 
including the Shanz screws in large scale by meeting all 
criteria’s and national and international standards, and 
the team consists of Ato Bewketu Demise, Dr Yihey-
is Feleke and Dr Zeynu Zuber approached the QMC, 
Research and development institute  (EX-FIX) Mod-
ified and fully designed using the scientific Engineer-
ing methods (3D drawing, technical/detail drawing 
(2D), Assembly animation and the analysis of Static 
strength study Using SOLIDWORKS Premium 2017 
and SOLIDWORKS Simulation 2017 software) and 
fabricate the three type of prototype in sister company 
(Hibrat Manufacturing and Machine Building Indus-
try) of METEC.
Quality management center (QMC) is one of the com-

panies of the FDRE Metal and engineering corporation 
(METEC), which established on June 2010 to improve 
and increase product quality and customer satisfac-
tion of the METEC industry and other government 
and private organizations, by developing new stand-
ard, adaptation, calibration and certifying the product 
and quality management system as well as provision of 
training on engineering software (CAD/CAM); quality 
management system ISO; 9000; 2005, maintenance and 
manufacturing of electro  mechanical and biomedical 
devices. QMC also give technical advice and support, 
involve in research and development, innovation and 
upgrading of machine design, redesign and modifica-
tion, works as consultant and quality supervisor from 
small to mega projects which being constructed in the 
country to accelerate the development. 
The manufacturing process of the three types of exter-
nal fixators is on the way using materials which meets 
quality standards of both biomedical and biomechani-
cal properties.

External Fixator Designed and Manufactured in Ethiopia  
 The METEC Initiative
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      Respect a Haemangi-
oma! 
The patient was a 16yrs old girl who presented at the 
OPD of xxx hospital, complaining of a painless growth 
at the back of her hand, present for the last 3yrs with 
no significant increase in size.On examination it was 
soft, round, approximately 2x3cms located centrally 
over the 3rd and 4th metacarpals, with questionable 
extension towards the wrist, no attachment to the 
tendons. Aspiration revealed frank blood.  Suspecting 
a haemangioma!!! 
 The patient was referred to ALERT. However, a 
well-regarded visiting expatriate orthopedic surgeon 
decided he could operate on her. As he was leaving 
shortly, he added her on the next day’s OR schedule as 
his 4th and last case. He has to catch a flight in few ho
urs.                                       
             Her operation started well past noon, inci-
sion over the back of the hand was quickly followed 
with good dissection, taking out the entire tumor. On 
closer look there appeared to be some extension to the 
back the wrist, necessitating more incision, all went 
well until tourniquet is released, 
           Torrential bleeding followed, tourniquet back 
on, more cauterization, more incision to the forearm 
more dissection in the extensor compartment some 
suspicious tissue removed, tourniquet off, even more 
massive bleeding followed, by this time more than 
2hrs have gone since the procedure. Desperation 
looming over the OR team.  It appeared that, it is one 
of those days, tourniquet back, more incision in the 
flexor compartment of the forearm, dissecting out 
some suspect tissue, transfusion started before tourni-
quet is released which is followed with heavy bleeding 
five hours into the operation and desperation. The 
visiting surgeon has to go to the airport! He is flying 
tonight!
     Patient went into shock, prompting more IV lines. 
Now the surgeon for the first time talked about am-
putation, , Family waiting outside was informed and 
refused consent for amputation which forced him 
to suture the wound under tourniquet, apply heavy 

dressing from armpit to the tip of her fingers using 
elastic bandages before once more releasing tourni-
quet. Her fingers were deeply cyanotic for the next 
two days, no one dared to loosen or change dressing 
before that.
She made full recovery. I saw her several months later 
with biopsy results; the growth on her hand is back. 
Recurrence!
  The literature supports surgery if symptomatic, 
small and well defined.Although recurrence is high. 
Symptoms can be controlled with compression hose. 
Asympto-
matic lesions 
can be ob-
served.
Some intra-
muscular 
hemangi-
omas are 
infiltrative 
and extreme-
ly difficult to 
remove ex-
cept by rad-
ical means.
Treatment options include embolization or injection 
of sclerosing agents.
  
Take home messages:     
-	 Never underestimate an operation, be fully 
prepared before hand for any eventuality. 
-	 There is NO MINOR Surgery, as such! 
-	 Discuss possible outcomes with patients or 
family members prior to surgery.
-	 Do not schedule an event, a trip, a flight or any 
major program ahead of a surgery.

WHAT A LONG DAY IN THE ALERT-OR!
 Dr. Mesfin Hailemariam, MD

 Department of Orthopedics and Traumatology, AAU
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Abstract 
Distal radius growth arrest is an uncommon presentation and when severe can clinically mimic radial club hand. 
The primary aetiologies are infection and post –traumatic growth arrest. We present a consecutive series of 6 
children with this condition that have been treated with a variety of techniques including gradual distraction, 
joint leveling procedures (radial osteotomy and ulnar shortening) and wrist arthrodesis. We discuss our chal-
lenges and recommendations for the management of this condition.

Distal radial physeal arrest resulting in RADIAL 
CLUB HAND management at CURE children’s ho

                  
		    Consultant: Dr Rick Gardner, FRCS (Tr&ortho)

      Presenter: Dr. Leul Merid
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DR PRADEEP SHARMA 
 

 
 

EDUCATION 
 
MCh(Orth)       Jan1985 – Dec1986 
University of Liverpool 
United Kingdom 
 
MS (Orth)       July1974 – June1977 
Post graduate Inst. of Medical Edu. 
And Research Chandigarh 
 
MBBS        July1968 – March1974 
SN Medical College Jodhpur 
University of Rajasthan 
 
                          
 
 
PROFESSIONAL ASSIGNMENTS 
 
 
 
Director & Head      Sep 2015 – till present 
Centre for orthopaedics, 
Joint Replacement & Ortho Spine 
BLK Super Specialty Hospital 
Pusa Road, New Delhi 
 
 
 
Senior Consultant Orthopaedic Surgeon   Feb1991 - 14th Sep 2015 
Chief Coordinator Dep’t of Orthopaedics 
Holy Family Hospital New Delhi 
 
*Responsible for running orthopaedic department and trauma services of the hospital. 
Also the member of, Executive Committee of the hospital. The department comprises 
of three senior consultants and four senior residents managing between us approx2000 
patient OPD and approx. one hundred  orthopaedic surgeries per month. 
 

 My main area of interest is Joint Replacement Surgery of the Hip and Knee and 
Trauma Surgery. I am extensively trained abroad in all aspects of joint 
replacements and adult reconstructive surgery which I have been practising for 
more than twenty-five years. I have a specialized proficiency in Revision 
Surgery of the hip and knee with challenging reconstructions using modern day 
technology. and computer assisted technology. I have interest in uni 

ESOT 2017 Main Speakers, CV at a glance
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2017 Australian Doctors for Africa / AO Alliance 
Basic Principles Course for residents

Australian Doctors for Africa (ADFA) and AO Al-
liance (AOA) have again this year combined their 
commitments to helping Ethiopian orthopedic ad-
vancement in what is now the sixth year that a train-
ing course in orthopedic trauma principles and sur-
gical skills has been run at the Black Lion Hospital 
(BLH) in Addis Ababa.

The course is a highly anticipated and regarded con-
tribution to the curriculum for advanced training 
in orthopedic and trauma surgery in Ethiopia, and 
again this year has received excellent rating in feed-
back from participants.

The first course was run in 2012, at that stage inde-
pendently by ADFA, with a faculty of only four and 
a little over dozen participants, which included the 
whole of the four years of trainees for Ethiopia at the 
time. Back then, training in orthopedic surgery was 
confined to the BLH. Over the years, we have re-
ceived very positive feedback and request for more, 
from the participants. We have constantly modified 
the course based on our observations and feedback 
from the participants. The course was expanded to a 
three-day program in 2015.

The trauma training course has progressively ex-
panded in size and adapted to other requirements 
with the rapid growth in trainee numbers. This 
year, 48 orthopedic trainees successfully complet-
ed the course which is internationally recognised 
by AO Foundation and AOA. This group included 
the whole of the first-year trainees for the country 
with 20 registrants from BLH, as well as 12 from St 
Paul’s Hospital, 8 from Miekelle University and 8 
from Bahir Dar University, the later institutions that 
have all commenced orthopedic training in the last 
few years.

The co-sharing of running of this event with AOA 
over the past two years has been greatly appreci-

ated by ADFA and faculty. This year, the whole of 
the resource requirements for running a three-day 
course including hands on workshops for internal 
fixation using large and small fragment sets and ten-
sion band wiring and external fixators were provid-
ed by AOA. The logistics of the shipment of training 
materials for sawbones, drills, instrument sets and 
implants is a large (and costly) exercise. The organ-
isers and participants wish to extend their thanks to 
the two AOA orthopedic technicians, William Jen-
kins and Grant Slinger, who in good humour rapid-
ly turned workstations around between workshops 
so that there was no time lost between lectures and 
workshop events and were trouble shooters for any 
problems with power tools and equipment during 
the course. They were also assisted in their set up by 
BLH operating room nurse Jerusalem and by organ-
isational efforts of Head of Department Professor 
Biruk Lambisso and Dr Samuel Hailu.

Following on from the Resident’s course, an AOA 
course for education of Operating Room nurses and 
Operating room personnel was run in Addis Ababa.

The faculty requirements have expanded over the 
years. Dr Graham Forward, founder and CEO of 
ADFA commented that the approach of his NGO 
“has always been one of engagement with and work-
ing with local surgeons, hospitals, government and 
community groups to achieve the greatest long term 
impact on improving health care and delivery to ar-
eas where Australian Doctors for Africa can be of 
assistance.” The approach of ADFA has also been to 
work co-operatively with whichever other NGO’s 
are like minded in approach. It was this that led to 
the co-sharing of this event with AOA after an in-
troduction to Dr Claude Martin jr., managing di-
rector of AOA a little over two years ago. AOA is 
based in Switzerland, but Dr Martin spends a good 
deal of his year travelling to Africa and Asia, per-
forming needs assessments and providing financial 
and logistical support and follow up to existing and 
developing new initiatives in orthopaedic and trau-
ma education and delivery and other areas of health 

ADFA and AOAF 2017 
Ethiopia activity Report by Dr. med Claude Martin Jr  

Managing Director
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needs in low-income countries (LICs).

When offered the opportunity to become involved 
in orthopedic teaching in Ethiopia two years ago, 
Dr Martin immediately accepted the invitation to 
attend as faculty. Impressed by what he saw, he then 
committed his group to continue to support this 
event, and that commitment has grown with the 
course.

“The incorporation of national and local faculty 
is an important part of the broader philosophy of 
AOA”, commented Dr Martin. “With time they (the 
trainees) will become the leaders in continuing that 
education”. In a happy twist of fate to underscore 
that approach of both organisations, it is an obvi-
ous measure of success that Dr. Ephrem Gebrehana 
attended the very first course in 2012 run by ADFA 
as a trainee, now 5 years later was part of faulty of 
this course as a trainer. The ADFA group has, with 
co-operation from the Minister for Heath and Ha-
wassa University help fund hospital and theatre re-
furbishment and supply of some basic equipment, 
so that Hawassa Hospital which previously had no 
formal orthopedic service, now has two recently 
graduated consultants, with Dr. Gebrehana the in-
augural Head of Department of the newly devel-
oped unit.

Other NGO’s active in orthopaedic surgery delivery 
in Ethiopia also welcomed the invitation to partic-
ipate this year. “Happy to help” was the comment 
of Dr Richard Gardner and the obvious approach 
of his colleagues from CURE Hospital Ethiopia, to-
gether with visiting orthopedic surgeon Dr Babar 
Shafiq on his first visit to Ethiopia from Baltimore, 
USA.

It was great to see inclusiveness and international 
co-operation cut both ways. At this year’s course, 
three first–year orthopedic trainees from South Su-
dan attended as participants. They expressed their 
gratitude for the opportunity to train in Ethiopia 
due to the assistance from the Ethiopian govern-
ment in providing for their tuition fees. They would 
otherwise have not had the chance to pursue a ca-

reer in Orthopaedics.

It was a pleasure to have on Regional faculty Dr 
Leonard Banza, an experienced orthopedic surgeon 
who shared a wealth of wisdom with the trainees. 
Dr Banza is from Malawi, where the population to 
orthopedic surgeon ratio is more than 1 million to 
one. 

There were many highlights to the event. As facul-
ty, the greatest reward is to see enthusiasm and ad-
vancement in knowledge and surgical skills develop 
throughout the course. For the first time this year 
we introduced group discussion workshops, where 
participants are presented clinical scenarios and 
asked to discuss aspects of patient assessment and 
treatment. The demonstrated knowledge base of 
their basic learning was obvious, and a compliment 
to their universities and teachers that have provid-
ed their basic orthopedic tuition, as well as their 
own contribution to their studies. It is a pleasure 
to teach young people who are interested in learn-
ing. They demonstrated acquisition of new concepts 
discussed during the course and a capacity to think 
around concepts.

Another focus of the course has been a deliberate 
approach to require and advance the expression of 
opinion in a group setting.  This is incorporated a 
little into some the lectures and an important part 
of some of the workshop activities in which partic-
ipants are given a degree of freedom in planning 
their surgical tactics to fracture treatment. They are 
then required to articulate their surgical plan and to 
be cross-examined on their plan, and at the conclu-
sion of their fixation, to express to the audience as 
a whole, where their surgical tactic did, or didn’t go 
well and why.

As might be expected, participants were a little quiet 
and nervous to speak to a large audience initially. 
The shyness diminished noticeably day by day. By 
end of day three, the confidence to express a consid-
ered Orthopaedic opinion in public was great to see.

“Hands on” use of orthopedic tools and power 
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equipment is always one of the favourite activities of the students. Proper technique and safety to both pa-
tient and other staff is always a strong emphasis of their training. We hope by the time they get to operate on 
real patients and real bones they will never “go naked” by forgetting the use of protective drill guide or tap 
guide, nor forget which drill bit or tap goes with which screw, nor lunge past the far cortex with a drill bit.

There were prizes presented at points throughout the course to those participants who were judged to have 
produced “the best” preoperative plan, internal and external fixation. But in reality, there were no winners or 
losers, they were all winners.  The future of all our countries will be in the hands of what we now consider to 
be our young ones. On that basis, I think the future for Orthopaedic Surgery in Ethiopia and South Sudan is 
looking bright.

Dr. Michael Wren
on behalf of the faculty of  
Australian Doctors for Africa / AO Alliance
Basic Principles of Fracture Management Course for Residents
Ethiopia 2017

The Ethio-
pia Version of SIGN conference started in July 2010 in the compound of Blacklion.
This Monday march 27, 2017 we will happily host the 4th conference on fracture care.
You are all invited!

ESOT’s Vision is to see all SIGN centers in Ethiopia to come together and discuss the 
treatment of difficult fractures we daily face. Residents learn original SIGN skills and 
lectures form Dr. Zirkle. 

Last year’s 3rd conference was officially addressed by Prof. Yifru, the then CED of our 
College.

Ethio-SIGN 
Conference
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ORTHOPAEDIC TRAUMA FELLOWSHIP
At the Addis Ababa University, College of health Sciences, department of Orthopedics ( The ‘Mother Department) it is 
right to start Orthopaedic Trauma Fellowship. Initiative was taken to start this 1-2 years Sub-Specialty training in the 
Department. The curriculum developed was presented for a comment by all stake holders. The event was graced by Dr. 
Daniel, Director of Clinical Services at Ministry of Health. The program will be launched once the University senate 
endorses it. 

On the same pace, the Pediatric Orthopedics fellowship is also scheduled for stake holder’s review next month. So is the 
curriculum to train Bachelors Prosthetics and Orthotics (PnO).

We are also developing the Masters curriculum of “ORTHOPAEDIC NURSING RESIDENCY”. 
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