


An aging population will create increasing

numbers of patients with symptomatic

osteoarthritis and lumbar spinal stenosis.

Between 1997 and 2004, the number of

hospital inpatient diagnoses of lumbar

spinal stenosis (LSS) increased by 

46 percent (1).  

The degeneration of the intervertebral

disc, enlargement of facet joints, and the

collapse and thickening of the

ligamentation flavum and surrounding

tissue creates a stenosis or tightening of

the spinal canal and neuro foramen.  A

complication of this degenerative joint

disease can ultimately manifest as spinal

cord and or nerve root compression

known as neurogenic claudication,

symptoms of which can include

numbness and weakness involving one 

or both lower extremities, and pain.

Symptoms are often intensified by 

spine extension such as standing or

walking and may be relieved by flexion 

or sitting down.

The first line of treatment for the relief of

symptomatic neurogenic claudication

includes six months of anti-inflammatory

medications, back and core rehabilitative

exercises, physical therapy, and epidural

corticosteroids.  Until recently, if the

patient has not responded to these more

conservative treatment methods, he or

she has traditionally undergone

complicated decompression surgery such

as a laminectomy.  Now for patients age

50 or older who suffer from neurogenic

intermittent claudication secondary to

lumbar spinal stenosis confirmed with X-

ray, MRI, or CT scans with only one or

two levels indicated, there is a safer,

simpler, relatively new procedure called

the “X-Stop®” interspinous process

decompression device.  

The X-Stop® device is inserted posteriorly

to fit between two spinous processes.

This elongates the facet joints and

ligamentation flavum ligament and helps

restore some of the disc space interval.

The result is effective decompression of

the stenotic canal and foramen with

preservation of spinal motion.  Clinical

outcomes match the success of surgical

decompression with significantly less risk

of complications (2).
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Patient Benefits

Minimally invasive outpatient 

surgical procedure

Option of local anesthesia

Typically no bone or soft 

tissue removal

The implant is removable

and does not limit further 

treatment options

Quick recovery time
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This relatively simple procedure may be

performed as an outpatient procedure,

has a rapid recovery time and is

reversible/removable if necessary.

The X-Stop® has been useful in filling the

gap in the continuum of care for patients

who either can not tolerate general

anesthesia or would like to delay invasive

spinal surgery with extensive recovery

periods.  With the X-Stop®, most patients

are released from the surgical center the

same day with significant to complete

symptom relief within 24 hours.    
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Patrick Sillix, DO, is a board

certified orthopedic surgeon

at Western Orthopedics &

Sports Medicine, PC, 

2020 North 12th Street

Grand Junction, CO 81501,

Phone (970) 245-0484.

Was this article helpful?  Tell us what you

think!  E-mail your opinions, questions or

requests for referral information to

physicianrelations@gjhosp.org.

Indications 

Lateral and/or Central Stenosis

Bony or soft tissue stenosis

Spondylolisthesis (< Grad 1)

Scoliosis (<25°)

Single or double level disease

Bone mineral density T-score > -2.5

Patient with an allergy to titanium or 

titanium alloy

Spinal anatomy or disease that would 

prevent implantation of the device or 

cause the device to be unstable insitu

Cauda equina syndrome defined as neural 

compression causing neurogenic bowel 

or bladder dysfunction

Diagnosis of severe osteoporosis

Active systemic infection or infection 

localized to the site of implantation

Contraindications

X-Stop® IPD
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A full compliment of inpatient and outpatient surgeries are accommodated at Community Hospital and First Choice Outpatient Surgical

Center.  Watch for next month’s feature article about the surgical services offered at First Choice!

Community Hospital 
Ancillary Services at a glance…

Diabetes Education Center  
& Nutrition Services

Inpatient counseling:  enteral and

parenteral nutritional support, therapeutic

diets, and diabetes management

Outpatient counseling:  gastrointestinal

disorders, cholesterol, hypertension, and

weight management

ADA recognized diabetes education

program including self-management

instruction, cooking demos, adult

diabetes support group, and diabetes

kids’ club

Home Health

Skilled nursing, physical, occupational,

and speech therapy, home health aides,

medical social work, and professional

support 

Nurses are on call 24/7

Accredited by the Joint Commission

(Home health and outpatient therapy are

usually two separate health insurance

benefits and don’t affect each other.)

Laboratory

Stat availability 24/7

Most routine testing completed by 

next day

Reference lab is Mayo Medical Laboratories

Comprehensive outpatient and inpatient

laboratory services:  anatomic pathology,

hematology, coagulation, microbiology,

PCR testing, clinical chemistry, urinalysis,

and immunoassay

Outpatient electronic lab ordering available

Occupational Health

Pre-employment physicals and tests

Periodic monitoring (hearing, vision,

pulmonary status)

Employment related drug screening

collection and breath alcohol testing

Monthly employer education breakfast
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Procedure Center

Endoscopy:  EGD, colonoscopy, 

and ERCP

Minor surgical:  bone marrow biopsy,

thoracentesis, PEG tube insertion, 

lumbar puncture, central line, chest 

tube, and Groshong cath placement 

I.V. therapy/injection:  PICC Line/L-cath

placement, DVT pathway initiation,

infusion, blood transfusion, allergy

injection, therapeutic phlebotomy,

osteoporosis and RA management 

Heart/lung/renal:  bronchoscopy, TEE,

bladder scan, cardioversion, stress test,

and tilt test

Radiology

Full service department with 

prompt service

Filmless results available for remote

viewing through PACS

64-slice CT scanner

Open-bore, high-field, 1.5 Tesla MRI 

with 550 lb. weight limit

Digital mammography with stereotactic

biopsy capability, nuclear medicine,

interventional procedures, CT coronary

calcium scoring, and CT coronary

angiography

Respiratory Therapy

2006 Innovation Award winner by Avatar

Aerosol treatments, lung expansion

therapy, chest physiotherapy, and

mechanical ventilation

Pulmonary diagnostics:  arterial

bloodgases, pulmonary function test, 

and pulse oximetry

Cardiodiagnostics:  ECC/EKG, stress

testing, Holter monitor recording, 

and symptomatic event monitoring

Neurodiagnostics:  EEG

Sleep Lab

Sleep disorders addressed:  shift work,

sleep apnea, insomnia, restless leg

syndrome, narcolepsy, and other

hypersomnias

State-of-the-art diagnostic equipment 

with split-night study capability

Located in the Residence Inn by Marriott,

Horizon Drive

Therapy Works 
Rehabilitation Services

Inpatient and outpatient physical,

occupational, and speech therapy for

adults and children

Specialty programs:  acute care (ICU,

orthopedic, medical/surgical), orthopedic

and neurological rehabilitation, manual

therapy, vestibular rehabilitation, pediatric

intervention, hand therapy with custom

splinting, swallow evaluation and

modified barium swallow study, biofeed-

back, and functional capacity evaluations

Community Hospital only employs highly qualified, licensed, registered, and certified

staff to provide its services. For a complete directory of services and contact

information please call (970) 257-6267 or e-mail physicianrelations@gjhosp.org

Our Vision:

to be the hospital of choice
for the services we provide
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Troy Griffiths, DPM, is a board certified podiatric surgeon and is a fellow of the American College of Foot and Ankle Surgeons. 

He practices at Grand Valley Foot & Ankle Center, PC, located at 1114 North First Street, Suite 103, Grand Junction, CO  81501, 

Phone (970) 245-3338

For questions, referral information, or to comment on this case study, please e-mail physicianrelations@gjhosp.org.

Watch for the September

’08 issue of Physicians

Practice Journal, where

Dr. Griffiths will provide

an in-depth discussion

about the indications and

benefits of this exciting

new procedure.

CASE STUDY: 
Isolated Endoscopic Gastrocnemius Recession
By Troy Griffiths, DPM

Patient History:
The patient was a 77-year-old female with a one-year history of chronic retrocalcaneal pain. The

patient presented with a moderate posterior calcaneal exostosis and severe Achilles tendon

enthesiopathy.  She was treated conservatively for one year with conservative modalities including

corticosteroid injection, night splinting, heel lifts, NSAIDS, custom orthotics, modification of shoe

gear, modification of activities, padding and strapping, cast immobilization and formal physical

therapy, all of which failed to offer any relief of her symptoms.  Her overall pain was graded as 9

out of 10.  She was very active and quite frustrated with her inability to hike, golf, or play tennis.

Her past medical history was positive for hypertension.  

The Work-up:
Standard radiographs of the foot including medial oblique, lateral, modified lateral and calcaneal

axial views revealed a moderate retrocalcaneal exostosis.  The films were negative for stress

fracture, tumor, cyst or calcification of the soft tissues.  MRI evaluation was negative for rupture or

tearing of the Achilles tendon.  Increased signal was consistent with enthesiopathy.  Range of

motion evaluation (Silfverskiold test) revealed gastrocnemius equinus with negative two degrees of

dorsiflexion at the ankle with the knee extended and eleven degrees of dorsiflexion at the ankle

with the knee flexed. 

Recommendation and Treatment Plan:
Typically after failing conservative care, a retrocalcaneal exostectomy would be performed, however,

this procedure requires no weight bearing postoperatively due to the need to reflect the Achilles

tendon insertion to obtain exposure to the spur.  Given the patient’s age and desire for a quick return

to activities, an isolated endoscopic gastrocnemius recession was recommended and scheduled. 

Outcome:
The eight-minute procedure, in which the fascia of gastrocnemius muscle is clearly visualized and

cut, was performed under local anesthesia with IV sedation.  The patient was ambulatory the day

of surgery, experienced an uneventful postoperative course, and was able to return to all desired

activities at four-weeks postoperatively.  At one-year follow-up, the patient remained pain free, and

had returned to all normal shoe gear and desired activities.  Ankle joint dorsiflexion improved to

fifteen degrees with the knee extended.

Indications:

Gastrocnemius Equinus

Gastrosoleal Equinus

Contraindications:

Osseous Equinus

Pseudo Equinus

Benefits:

Can be performed with the patient supine or prone

Can be performed under local anesthesia/IV sedation

Decreased operative time compared with open 

gastrocnemius recession

Decreased chance of trauma to the sural nerve

Minimally invasive technique with marked decrease in 

wound healing and complications

Reprinted with permission from: 

Instratek Inc., 210 Springhill Drive, Suite 130 

Spring, Texas 77386
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Meet the Professional
Relations Team
The Professional Relations team functions

as a direct liaison between hospital

departments and physician offices,

providing a single point of contact to

streamline the referral process, improve

communication, and facilitate issue

resolution.  We believe health care

organizations and physicians share

mutual interests, and that working

together is vital to success.  The

Professional Relations team strives to

create positive relationships between

hospital and physician office staff to

enhance coordination of services and

quality of care for patient-guests at

Community Hospital.  Please contact our

team if you have any questions or

concerns, or if we may be of assistance to

you or your practice in any way.

Connie Mack, Director

(970) 257-6264

cmack@gjhosp.org

Kelly Hamon, Specialist

(970) 257-6267

khamon@gjhosp.org

Heather Gray, Specialist,

CHPO/CME Coordinator

(970) 257-6265

hgray@gjhosp.org

Mandy Kaspar,

Coordinator

(970) 257-6266

mkaspar@gjhosp.org 

James Hanosh, Jr., MD, is a general surgeon at General Surgeons of

Western Colorado, PC.  He attended medical school at Creighton

University School of Medicine in Omaha, Neb.  His surgical

residency was completed at University of Kansas Medical Center in

Wichita, Kan.  Hanosh completed a trauma fellowship at the

University of New Mexico in Alburquerque, N.M., and is board

certified in general surgery and critical care.

Fred Mosley, MD, is an occupational medicine physician at Work

Partners.  He attended medical school at the University of 

Minnesota in Minneapolis.  Mosley completed residency at St. Paul

Ramsey Hospital in Saint Paul, Minn., and is board certified in family

practice and quality assurance and utilization.

Britta Seppi-Sharp, MD, is a family practice physician at Family

Physicians of Western Colorado, a division of Primary Care 

Partners.  She attended medical school at the University of Colorado

Health Sciences Center in Denver.  Seppi-Sharp completed residency

training at St. Mary’s Hospital & Regional Medical Center Family

Practice Residency, and is board eligible in family medicine.

Stephanie Shrago, MD, is a family practice physician at Family

Physicians of Western Colorado, a division of Primary Care 

Partners.  She attended medical school at the University of Colorado

Health Sciences Center in Denver.  Shrago completed residency

training at St. Mary’s Hospital & Regional Medical Center Family

Practice Residency, and is board eligible in family medicine.

Mathew Swelstad, MD, is a craniofacial & pediatric plastic surgeon

at Colorado West Cosmetic & Reconstructive Plastic Surgery.  He

attended medical school at the University of Wisconsin in Madison,

Wis.  Swelstad completed two residencies in plastic and reconstructive

surgery at the University of Wisconsin Hospital & Clinics, and is

fellowship trained in craniofacial and pediatric plastic surgery.

For more information, please send an e-mail to physicianrelations@gjhosp.org.

Community Hospital Welcomes New Medical Staff

Date Target Audience Topic

July 23 Practice Administrators, Physicians COPIC Presentation: Patient Safety/Risk Management
August 6 Practice Administrators, Schedulers, Clinical Personnel Procedure Center Update/Department Q&A
September 16 Practice Administrators, Billing Staff Managed Care Contracting
October 21 Practice Administrators, Billing Staff Workers Compensation Panel Discussion
November 5 Practice Administrators, Billing & Front Office Staff Medicare Update
December 3 Physician Office Staff Physician Office Networking Social

Community Connections: Physician Office Meetings. These meetings are open to all physician office personnel. For
more information contact Kelly Hamon, Professional Relations Specialist, at (970) 257-6267 or khamon@gjhosp.org.Stay Connected!




