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LETTERS TO THE EDITOR

Orthopaedic Information on the
Internet

Ty The Editor:

We read with interest “Evaluating the
Source and Content of Orthopaedic In-
formation on the Internet, The Case of
Carpal Tunnel Syndrome” (82-A:
1540-1543, Nov. 2000), by Beredjiklian
et al. The design of this study is similar
to that of our study', to which the au-
thors made no reference in their article.
In our study we used six popular search
engines to search for four orthopaedic
phrases. We evaluated the first fifty
sites with regard to language, type of
information, and its relevance to medi-
cal professionals or patients. Bered-
jiklian et al. improved upon our study
design through the introduction of a
score for the informational value,
which revealed a rather low mean score
of 284 points of a maximum 160, with
a high standard deviation of 28.3
points, As the mean score was calcu-
lated from: all 175 investigated sites
with no distinction made as to the sites’
authorship, such a result is understand-
able, From our own experience we
know that the list of URLs (universal
resource focators) produced by a search
engine’s phrase search has a very mixed
content that includes a high percentage
{41% in our study) of commercially
orfented sites designed with no inten-
tion to educate. We think that in order
to assess the quality of information
about a medical topic on a number of
Internet sites, it is crucial to distinguish
clearly among sites that are intended to
informn medical professionals and pa-
tients {we could identify only 30% of
the sites as intended for patients) and
those that are designed not to provide
direct information on medical topics
but to point to index servers, journals,
books, and congresses {(almost 20% in
ot study). In our opinion it would be
misleading to apply to such sites a score
that measures the value of the clinicat

informational content,

A factor not addressed by Bered-
jiklian et al. that should be included in
an evaluation of Internet sites is the
availability of multiple languages, The
Internet is international and multilin-
gual. Any search engine into which a
search phrase is entered that is not
clearly restricted to a single language—
as is frue for many medical terms—uwill
also list non-English-language sites.
This seems to be an especially impor-
tant consideration if we focus on the
availability of information to patients
on the Internet, For the majority of pa-
tients from ninorities or non-FEnglish-
speaking countries, only information in
their own language is relevant.

Nevertheless, this article is a valu-
able one as it demonstrates the huge
amount and varicty of information en
the Internet, which is increasingly im-
portant for our patients. We completely
agree with the authors that we, as pro-
fessionals, have the responsibility to
monitor the quality of information per-
faining to our medical specialties on the
Internet.

Michael Nogler, MD, MA

Cornelius Wivnmer, MD,

Associate Professor

Eckart Mayr, MD

Dietmar Ofner, MD, Associate Professor
Corresponding author:

Michael Nogler, MD, MA
Department of Orthopaedic Surgery
University of Innsbruck, Anstria
Anichstrasse 35

A-6020 Innsbruck, Austria

E-mail address:
michael.nogler@uibk.ac.af

P.K. Beredjiklian, D.}. Bozentka, D.R.
Steinberg, and J. Bernstein reply:

We thank Dr. Nogler and colleagues
for their comments regarding our
manuscript. They state that the mean
informational value of the web sites

evaluated in our study is misleadingly
low {28.4 out of a maximum 100
points) since web sites designed with-
out an infention to provide medical
information are included in the tally,
We recognized this issue at the time
of manuscript preparation, and for
this reason the informational score of
the web sites was broken down by au-
thor type, including the categories of
commercial site, physician, and lay
authorship ('Fable I}, In addition, we
calculated the mean informational
vatue of our web-site roster with the
noninformational sites excluded {1nean
score, 41,1 points). This datum can be
found in the Results section of our
article. )
We agree with Dr. Nogler and
colleagues with regard to the inter-
national nature of the Internet. We
encourage investigators in non-English-
speaking countries not only to investi-
gate the quality of medical information
on the World Wide Web that is available
to the populations they serve but also to
be proactive in posting quality health-
care information in their respective
languages.

Pedro K. Beredjiklian, MD

David J. Bozentka, MD

David R. Steinberg, MD

Joseph Bernstein, MD
Corresponding author:

Pedro K. Beredjiklian, MD
Department of Orthopaedic Surgery
University of Pennsylvania

School of Medicine

1 Cupp Pavilion

Presbyterian Medical Center

39th and Market Streets
Philadelphia, PA 19104

E-mail address:
pedro.beredjiklian@uphsupenn.edu
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procuring Information about orthopaedic
foot and ankle problems from the World
Wide Web. Foot Ankie Int. 1959;20:322-5,

Arthroscopic Repair Versus Open
Surgery for Shoulder Instability

To The Editor:

We took great interest in the article
“Comparison of Arthroscopic and
Open Anterior Shoulder Stabilization.
A Two to Six-Year Follow-up Study”
(82-A; 1108-1114, Angust 2000), by
Cole et al. We agree with the authors
about the importance of comparing the
outcomes of arthroscopic repair and
open surgery for shoulder stabilization.
However, we would like to comment on
some of the issues that the authors have
attempted to address.

The title of this article implies
that the authors have compared the ef-
fectivéness of open procedures with that
of arthroscopic methods in the treat-
ment of recurrent shoulder instability.
However, it is clear that patients with
isolated Bankart lesions were treated ar-
throscopically while patients with evi-
dence of anteroinferior capsular laxity
were treated with an open procedure
alone. The study groups were obviously
different and were not randomized;
therefore, direct comparison of the two
methods cannot be made without the
risk of significant systematic bias.

Furthermore, in their introduc-
tion the authors state that it was their
aim o determine the effectiveness of
their method of patient selection for
open repair or arthrescopic stabiliza-
tion surgery. To do so, they tested the
mull hypothesis that there is no differ-
ence between the two treatment groups
with respect to the final clinical out-
come, We are unable to understand
how the finding of no statistically sig-
nificant difference in the final outcome
between two distinetly different groups
of patients with diverse pathology can
possibly lead to validation of a method
of treatrent selection. Conversely,
would they have rejected their null hy-
pothesis {and thus have concluded that
their method of treatment selection was
invalid) if one of the two methods had
resulted in significantly superior results
compared with the other?

Moreover, regarding the anthors’
conclusion that the two surgical meth-
ods “yield comparable results,” it ap-
pears to us that this trial had little
chance of detecting major differences
between the two groups studied due to
the small samnple size (thirty-seven ar-
throscopic repairs and twenty-two open
reconstructions). Although the article
does not include the standard devia-
tions for the American Shoulder and El-
bow Surgeons’ standardized assessment
score, if one assumes a skandard devia-
tion of 16 points** and a study power of
809, detection with use of the t test of a
real difference between the two groups
in the score {10 points) would necessi-
tate inclusion of at least forty-two pa-
tients in each group (Minitab 12.1;
Minitab Inc., State College, Pennsylva-
nia). Also, although the authors did not
do a power study and they did not re-
port a beta value for their study, they
nevertheless state that “there was no
significant difference between the two
groups”; this clearly contradicts the sta-
tistical policy of The Journal'.

We would suggest that, in future
studies, prospective, randomized meth-
odology be used to test the relative ef-
fectiveness of open versus arthroscopic
anterior stabilization for shoulder insta-
bitity in comparable patient groups,

Ioannis A. Karnezis,

FRCS(Ed), FRCS(Glas)

Partha B Sarangi,

FRCS{Eng}, FRCS(Orth)
Corresponding author: Ioannis A,
Karnezis, FRCS(¥d), FRCS{Glas)
Department of Orthopaedic Surgery
Level 3, Bristol Royal Infirmary
Bristol BS2 8HW

United Kingdom

E-mail address:
iakarnezis@bristol.ac.uk

B.J. Cole, ]. DInsalata, J. Irrgang,

and J.J.P. Warner reply:

We appreciate the interest of Mr. Karn-
ezis and Mr, Sarangi in our article,
They appropriately highlight the fact
that the title implies that we presented
a population of patients whose treat-
ments were comparable simply because
the underlying clinical manifestation of

their pathoanatomy was that of a sin-
gular entity, recurrent anterior shoul-
der instability. We agree that the title,
read out of context, could be miscon-
strued in this fashion. It was our inten-
tion to report retrospectively the results
of patients with similar clinical presen-
tations but differing pathology, ranging
from isolated Bankart lesions to frank
capsular laxity, in an effort to demon-
strate the efficacy of contemporary
decision-making in determining the
appropriate surgical procedure,

We were carefid to elaborate on
this issue of group comparability in the
Abstract, Materials and Methods, and
Discussion sections. We clearly stated
that this study reports a series of con-
secutive patients diagnosed with recur-
rent traumatic anterior shoulder
instability for whom the choice of sur-
gical procedure was made according to
the pathology identified at the time of
the index procedure, Furthermore, we
believe and we acknowledged that these
study groups were comparable in terms
of etiology, age, and chronicity of the
instability. We admitted in the Discus-
sion section, in which we described the
limitations of this study, that “we did
not perform a truly randomized pro-
spective study with an absolutely pure
patient population to compare arthro-
scopic and open stabilization tech-
niques, {but rather] we sought o
optimize the indications for each tech-
nique in order to improve their respec-
tive outcomes,”

M., Karnezis and Mr. Sarangi
raise an interesting issue regarding our
stated null hypothesis that, using our
method of treatment selection {based
upon defined perioperative decision-

- making}, there would be no difference

in the final clinical outcomes between
the two treatment groups. In fact, im-
plicitly our conclusion was that our re-
sults supported the premise that the
application of the described sefection
criteria [ed to comparable outcomes in
terms of the recurrence of instability.
We agree, however, that conceptually
there is much work to be done to statis-
ticatly validate our method of decision-
making in order to truly define which
groups are optimally treated by arthro-
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scopic repair and which are optimally
treated by open procedures. Admiitedly,
the variables that we currently believe
to be critical for success may, as of yet,
be only pootly defined. Furthermore,
generalizations from the results of a sin-
gle arthroscopic technique performed
by a single surgeon are of limited value
to the general orthopaedic community,
Nevertheless, most of us who manage
-patients with shoulder instability are
frequently faced with the issue of which
patients are optimally treated by either
an arthroscopic or an open stabiliza-
tion technigue, it was our goal to help
the readership understand this process
more clearly through an honest ap-
praisal of a single surgeon’s experience.
It is important to note that the senior
author (LJL.PW.) initiated his arthro-
scopic practice in 1991, a time when
arthroscopic techniques were heavily
scrutinized. :

Just as we would be reluctant to
conclude that our selection process was
absolute and all-inclusive had our null
hypothesis been rejected, we most cer-
tainly would not have concluded that
patients should have all been treated by
one method or the other. In other
words, we believe that refined selection
criteria and an understanding of the pa-
thology associated with this clinical en-
tity are critical to the success of any
surgical procedure selected. Appropri-
ate decision-making with proper re-
spect for surgical indications will always
be the standard to which we will all be
held.

My, Karnezis and Mr. Sarangi ac-
curately recognize that no formal power
study was performed for this analysis.
We were careful to indicate in our Re-
stts that, “with the numbers available,
there was no significant difference be-
tween the groups.” Thus, we admit that,
with larger numbers of patients in each
group, statistically significant differ-
ences between the two groups may have
occurred. Unfortunately, the lack of a
power analysis is an inherent Himitation
of any retrospective, nonrandomized
study of consecutive patients over a de-
fined time-period.

Al of the authors of this study
agree that the arthroscopic technique

= tiles—
applied in this report has certain limita-
tions and that contemporary tech-
niques that address both the capsule
and the labrum (e.g., sutare anchors)
may offer results comparable with even
the best results following open stabiliza-
tion, We also agree, however, thata
truly prospective, randomized method-
ology comparing arthroscopic with
open stabilization techniques is critical

to validate this conclusion and to obvi-

ate the inherent limitations of our
study.
Once again, we would like to

- thank Mr, Karnezis and Mr, Sarangi for

the time and energy spent generating
their observations and commentary; we
sincerely hope that we have adequately
addressed their concerns and would
look favorably upon any future corre-
spondence,

Brian J. Cole, MD, MBA

Joh L'Insalata, MD

Jay Irrgang, PT, ATC

Jon J.P. Warner, MD

Corresponding author:

Brian J. Cole, MD, MBA

) Midwest Orthopaedics at Rush
1725 West Harrison Street, Suite 1063
Chicago, 11, 60612
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Autologous Blood and Allogeneic
Transfusion

To The Editor:

As one of the ten surgeons who “partic-
ipated in the study” entitled “Efficacy
of Postoperative Blood Salvage Follow-
ing Total Hip Arthroplasty in Patients
with and without Deposited Autolo-
gous Units” {82-A: 951-954, July 2000),

by Grosvenor et al., I have several com-

" ments regarding this manuscript,

1 have serious reservations re-
garding the validity of the authors’ re-
sults, The authors used the end point of
the transfusion of allogeneic blood as
the determinant of the efficacy of post-
operative blood salvage. However, they
studied a consecutive series of patients
who had been treated by ten different
surgeons who ordered allogeneic blood
for their individual patients, In the
Materials and Methods section of the
manuscript, the authors state; “The de-
cision to perform a transfusion was
made by each surgeon and patient with-
outa formal protocol.” Therefore, the
authors’ statement in the Abstract that
patients who had postoperative salvage
“required” allogeneic blood one-tenth
as ofien as those patients who did not
have postoperative salvage is inappro-
priate. These patients merely “re-
ceived” allogeneic blood less often. The
only way the authors could have made a
valid conclusion in this study would
have been to have had al of the partici-
pating surgeons follow strict criteria for
ordering allogeneic blood.

At the institution from which this
study emanated and during this study
period, I performed fifty-four consecu-
tive primary total hip arthroplasties on
patients in whom the CBC ConstaVac
cell-salvage system was employed
(these patients were a subset of the
ninety consecutive patients included in
the anthors’ study). T had prospectively
recorded and analyzed complete data
on all fifty-four of my patients, Of the
fifty-one patients who predonated au-
tologous blood, eight did not have
postoperative blood salvage because of
insufficient volume or other problems
and forty-three received an average of
401 mL of postoperative salvaged
blood. One patient in each of these
subsets received an allogeneic transfu-
sion; however, the difference in the
prevalence of allogeneic transfusion
was not significant {p = 0.17, chi-
square test}. This analysis would indi-
cate that postoperative blood salvage
does not reduce the risk of allogeneic
transfusion for patients who predonate
autologous units, contrary to what the
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authors conclude, Since my patients
were treated by only one surgeon who
ordered transfusions according to a
consistent protocol, it would appear
that the conclusion that I reached from
a subset of the authors” series is valid
and their conclusions are not.

I believe that the use of prede-
posited autologous blood, not post-
operative blood salvage, is the main
determinant in the prevention of allo-
geneic transfusion. The efficacy of
blood salvage following total hip ar-
throplasty can only be determined in a
study in which patients who do not
predeposit autologous blood are ran-
domized o the use or non-use of posi-
operative blood salvage and in which
there are strict criteria for the use of
allogeneic transfusion.

Finally, there may have been a bias
that affected the results for the two
groups of patients in the study. Surgeons
who used the postoperative blood-
salvage system may have been more
likely to avoid the use of allogeneic bleod
than surgeons who did not use the sal-.
vage systerir, In other words, the sur-
geons who used postoperative blood
salvage may have had a higher threshold
for ordering allogeneic transfusion than
the surgeons who did not use postopera-
tive blood salvage, thus skewing the re-
sults in favor of the study group.

Steven T, Woolson, MD
1220 University Drive, Suite 204
Menlo Park, CA 94025

D. Grosvenor and S, Geodman reply:
We thank Dr, Woolson for his com-
ments concerning our manuscript. The
purpose of our study was to examine
blood utilization in total hip replace-
ment patients in an effort to optimize
patient care. The study was initiated as
part of a comprehensive examination
of total hip replacement at our institu-
tion., Optimal blood utilization in total
hip replacement was identified as an
area for improvement by the University
Healthsystem Consortium and by Stan-
ford Medical Center.

Regarding Dr. Woolson's reserva-
tions about the outcome measure of
our study, allogeneic transfusion has

Bl@le—
been an accepted end point in several
previously published studies on post-
operative and intraoperative blood-
salvage techniques, Dr, Woolson cites
our Materials and Methods section as
stating: “The decision to performa
transfusion was made by each surgeon
and patient without a formal proto-
col.” While his concern about the vari-
ability in choosing when to fransfuse
patients is valid, our Materials and
Methods section states that “autolo-
gous and allogeneic units were trans-
fused on the basis of a variety of criteria
... such as dizziness; a hematocrit less
than 0.30; and a history of angina, myo-
cardial infarction, tachycardia, or pos-
tural hypotension.” Importantly, the
criteria for blood transfusion following
total hip replacement are multifactorial,
colinear, and often highly confounded.
The surgeons were surveyed during
data collection about their fransfusion
practices. The responses demonstrated
that the primary indication for transfu-
sion was the surgeon’s judgment based
on one or more of the above-mentioned
criteria. Whereas we agree with Dr.
Woolson that the patients “received” al-
logeneic blood, in the surgeons’ minds
this blood was “required.” We disagree
with Dr. Woolson’ s statement that “the
only way the authors could have made a
valid conclusion in this study would
have been to have all of the participat-
ing surgeons follow strict criteria for o1-
dering allogeneic blood” because there
is no consensus on a transfusion trigger
after total joint replacement. A truly
blinded, randomized, prospective study
is both impractical and implausible due
to difficulties associated with surgeon
blinding and patient care,

Concerning Dr. Woolson's analy-
sis of a subset of study patients, the pa-
tients in our study were selected for
inclusion according to the criteria cited
in our paper. We are unaware of the
specific inclusion criteria used for Dr.
Woolson's fifty-four patients. The
strength of our analysis was the logistic
regression model that controlled for key
perioperative variables while containing
enough subjects to demonstrate suffi-
cient power. A chi-square analysis of a
subset of patients and a logistic regres-

sion analysis of an entire study popula-
tion most probably will yield different
results and different conclusions, It
should be noted that our statistical
model was reviewed in detail by a bio-
statistician selected by The Journal, Fur-
thermore, the numbers in each of the
cells in Pr. Woolson’s chi-square analy-
sis {one allogeneic transtusion each
among the cases and controls) have in-
adequate power for validity.

We agree with Dr. Woolson re-
garding the value of autologous prede-
posited blood in preventing allogeneic
transfusion. This is so stated on pages
953-954 of the article: “Depositing
units of autologous blood before opera-
tions resulted in the most substantial
reductions in allogeneic transfusions in
our study and others. . .. The results of
our study showed postoperative blood
salvage to significantly reduce the risk
of allogeneic transfusion after total hip
replacement in patients who had depos-
ited autologous blood and in those who
had not (p < 0.0001).”

Di. Woolsorr’s final concern was
potential bias between cases and con-
trols. Because our study was retrospec-
tive, surgeons were without any incentive
or inherent bias to alter their transfusion
practices based on their use of postoper-
ative blood salvage. Therefore, we dis-
agree with Dr. Woolson’s opinion that
surgeons using postoperative blood sal-
vage may have had a higher threshold for
ordering allogeneic transfusion.

We thank Dr, Woolson for his
comments and The Journal for the op-
portunity to respond.

David Grosvenor, MPH

Stuart Goodman, MD, PhD
Corresponding author:

Stuart Goodman, MD, PhD
Department of Functional Restoration
Division of Orthopaedic Surgery
Stanford University Medical Center
300 Pasteur Drive, Room R-144
Stanford, CA 94305-5341

Attracting Female Candidates to
the Field of Orthopaedic Surgery
To The Editor:

T am writing with regard to the article
“Initial Review of Electronic Residency
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Application Service Charts by Ortho-
paedic Residency Faculty Members.
Does Applicant Gender Matter?” {83-
A: 65-70, Jan. 2001}, by Scherl et al.

I feel that the authors’ efforts are
misdirected in this study. The issue is
not that female applicants are not be-
ing accepted into orthopaedic residen-
cies. The issuie is that women are not
choesing to be orthopaedic surgeons.

One of the most obvious reasons
why women do not choose to specialize
in orthopaedic surgery is that it requires
a physicaily demanding, call-intensive,
five-year residency. For women, the
years between age twenty-five and
thirty-five are prime childbearing years.
There is very little leeway in either the
schedules or the policies of most ortho-
paedic residency programs to accom-
modate pregnancy, materniiy leave, or
the needs of a working mother.

Instead of studying the applica-
tion process, the authors should try to
attract more woimnen to orthopaedics by
working to provide more role models,
to change prevailing attitudes about
female orthopaedic surgeons, or to ar-
range better child-care options.

Beverly Stickles, MD

Center for Qutcomes Research
University of Massachusetts
Medical School

365 Plantation Street, Suite [85
Worcester, MA 01605

E-mail address:
beverly_stickles@hotmail.com

S.A. Scherl, N. Lively, and

M.A, Simon reply:

We completely agree that women will
never choose orthopaedic surgery until
the specialty addresses the “upstream”
challenges involving perception and

B
support that deter potential women
candidates. In fact, the introduction to
our article acknowledged this issue,
and its conclusion stated that “ad-
ditional efforts should be made to
familiarize female students with the
profession early.” To combat misper-
ceptions and to attract female candi-
dates, the field of orthopaedic surgery
needs to have mentors and peers in
place. We won't have them until we at-
tract and match a sizable nomber of
candidates with orthopaedic residency
programs nationwide. In order to
match those qualified women who do
apply, we need to have a fair and equi-
table application process. Our study
was an atiempt to find out whether bias
against women occurs if they do decide
to make orthopaedics a career, We'd
also like to point out that this project
was initiated, in part, in response to an-
ecdotal complaints {posted on an In-
ternet bulletin board for female
medical students interested in ortho-
paedics) from women who felt that, de-
spite exhibiting obvious interest and
dedication and having the proper aca-
demic credentials, they were not
treated fairly during the application
process. In other words, there is a per-
ception among potential female candi-
dates that the playing field isn’t level,
and that perception in itself could deter
a woman from applying for a residency
in orthopaedic surgery.

Interestingly, Dr, Stickles seems to
have subscribed to some of the misper-
ceptions that educators in the field of
orthopaedic surgery should be com-
bating. Is a residency in orthopaedic
surgery really any more “physically de-
manding” or “call-intensive” than the
average residency in obstetrics and gy-
necology or general surgery? Certainly,

the post-residency practice of most ob-
stetricians entails an enormous amount
of unpredictability, late-night calls, and
physical exertion, possibly more so than
that of the average practicing orthopae-
dist. No one would argue that women
are unsuited to that field, or that the
field itself is “inhospitable” to women
of childbearing age or to working
mothers. Moreover, though faculty at
residency programs with higher per-
centages of female residents {such as pe-
diatrics) may be more accustomed to
negotiating and managing issues of ma-
ternity leave and child care, we are not
convinced that those at residency pro-
grams in orthopaedic surgery would
necessarily be less accommodating.

In summary, we agree with Dr.
Stickles, Programs in orthopaedic sur-
gery should make efforts fo attract
wonen by providing female mentors in
college pre-medical programs and in
the first two years of medical school,
Once women decide to become ortho-
paedie surgeons, our study shows that
there is no bias in the application pro-
cess through the Electronic Residency
Application Service. Any bias that may
occur during the interview process is
unknown,

Susan A, Scherl, MD

Nicole Lively

Michael A. Simon, MD
Corresponding author:

Susan A. Scherl, MD

Section of Orthopaedic Surgery and
Rehabilitation Medicine
Department of Surgery

The University of Chicago

5841 South Maryland Avenue, MC 3079
Chicago, 1L 60637

E-mail address:
sscherl@surgery.bsd.uchicago.edu



