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Oregon Outpatient Surgery Center  PATIENT: Cook, Frank
7300 Southwest Childs Road Suite A  MEDICAL RECORD #:  0D18§583
Tigard, Oregon PHYSICIAN: Ronald R. Bowmen, M.D,

DATE OF SERVICE.: 06/13/2012

DATE OF PROCEDURE: 06/1§/2012
DICTATING PHYSICIAN: Ronald R, Bowman, M.D,
PREOPERATIVE DIAGNCSES: Possible SLAP tear and recurrent rotator cuff

wear, right shoutdoer.

Degenerative  SLAP I tear, fuli-thickness
supraspinsivs tear, right shoulder, status post
arthrascopic repalr.

P Disgnostic  anthroscopy, srthroscopic  SLAP
ropair with SpesdLock system, &nd mini-open
roitor cuff repair with plateletetich plasma

augmentation,
SURGEON: Ronsid R. Bowman, M.D,
ASSISTANT Nikki Seidner, CRNFA
ANESTHES]A: General,

Arley L, Voves, M D,
INDICATIONS;

The patient {s 2 68-year-old male with & history of thres provious rowtor culf repsirt and ongoing
symptoms unresponsive to conservative management. He is indicated for the above procedure.

FINDINGS;

Exam under snegthesia showed full range of motion, no instabillty. Arhroscopic findings showed intact
inbrurt with just some very eacly degenerative softening of artieyJar cortilage, pacticularly on the humaral
articular side. Thers was some grade I 10 i1 chenges. but no significant changes, The labrum was
patulous and aneeriorly iv was attached, but was floppy and it way felt that this might lead to some
ahriormal moticn and patlology. He had hed a pravious biceps tenodesis and the bicops was absent.
Thurs was & visible full-thicknssz tear of the supeatpinktus, but it was retracted partially back, but not e
far as indicatzd on the MR! that is approximately a centimates or 0. The tiasuc was not excellens, but it
way not poor sither, It was of adequats quality for repaiv and mildly adhescd posteriorly. One of the
arthrascopic suvbee anchors remainod ntact. The stitch remained ted and was holding portion of the
rotator cuff back from parachuting, but not complefely, The infraspinatus wos intact and the
subscapularis was intact and the rolaior intervel was imtact,
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OREGON OUTPATIENT SURGERY CENTER Cook, Frank
OPERATIVE NOTE 061812012
DEACRIPTION OF PROCEDURE:

The patiant was identified, brought to the OR, sud transferrad to OR table where general sndotraches!
nesthetic was administcred.  He had been given am interscalene block and 2 g of IV Ancef
preoperatively. He wag now trensferred to the loft lateral decubitus position and prepped and draped in
the usual fagivon afier infHitration of 30 cc of 0.25% Marcaine with epinephrine 1:200.000 in the
glenchumeral and subacromial space. A dlagnostic portal was made inferamedial to the posterolateral
comer of the acromion and an anterior portal was made in an inside-out technique wilising Wissinges rod,
The labrum was evaluated. Ji was derided to repait this, 10 the anterosuperior edge of ths labrum was
prepsred by elevating the soft tissus off of the plenoid and preparing the antericr edge of the glenold with
curetiage and rasp. A drill hole was placed and then # speed stitch was nacd to run the stitch theaugh the
lebrum. It partially came loose, 3o a BirdBeak was used 1o grasp through the and and pull it through.
Thix was placed into the epplicator, which was sct at the sdgo of the hoic and then the slack was taken out
of the stitch. The applicator was then buried. The stitch was tightened and then the cnd twisted and the
applicator was removed. The sxcess suture was cut, This gove an excollent reattachment of the labrum,

Wext, the [nsrument was then placed jn the subscromial spaoe, He had had a prior acromioplasty. so
aothing was done in thia srea, Next, an incision was made of the antorolateral comer of the acromion snd
the dekold wag split. The asromion was flattened with rasp A pull stitch was then placed in the rotator
<uff and it was mobilized using & large key slevator  The cuffcould be puiled ovar the greater oberosity.
The greater tuberasity was next prepared. The arthroscopic suture wag more lateral on the tuberosity and
two DoublePlay suture anchors wore placed medially at ihe edge of the anticular surface. With tha firgt
pass suture placed in the device, the sutures were placed sequentially, then the arm was faken off traction
and the assistant held the arm in abductinn and assistent held back pressure on uistind sutures whi'e the
sutures ware sequentinily tied vy the supgeon. They were then peparated ints two bundles and two
Quarro Jmeral row anchors were placed in 1 standard tecinique wtilizing a punch fotlowed by the archor
and then tightening the suturas, then twisting the applicator und! it clicks, then hammering the anchor all
the way in, and removing the anchor, and cutting excess suture. This gave an excellent footprint of
compression 1o 1his suture material. The woind was then irrigated with saline. The instrumenis were
remeved. The wounds werc closed with #0 Vieryl figure-ofeight sutures. The platelst-rich plasma was
injected into the subdeltoid arca once the dultold was slosed. The skin was closed with 2-0 Vieryl end &
tunning 4:0 Monoeryl an the skin. Mastiscl and Steri-Strips were applisd. The paticnt reverted from
anesthosla, There  ra no complications. Mo tolerated the procedure well,
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Ronald R, Bowman, M.
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