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Shoulder arthroscopy 

The first decision when planning shoulder arthroscopy is to consider which portal site 
to use and what equipment you will need. In the majority of cases (e.g. shoulder OCD and 
diagnostic arthroscopy), the craniolateral and caudolateral portals are used. However, for 
assessing the lateral soft tissue structures or for some operative arthroscopy, one may prefer a 
craniomedial portal. For lateral portals only, the patient is positioned in lateral recumbency 
with the index limb uppermost. To use the craniomedial portal it is best to use the ‘hanging 
limb’ position which allows access to both lateral and medial aspect of the shoulder (Figure 
1). 
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Figure 1: portals for shoulder arthroscopy. A, lateral portal; B, hanging limb position and use of lateral and 
craniomedial portals. 
 

In medium-large breed dogs, a 2.7mm arthroscope is preferred for the image size and 
depth of field, although in giant breeds, a 4mm arthroscope can be useful; in small dogs a 
2.4mm ‘scope is preferred. For portals, the author prefers threaded plastic disposable portals 
which have the advantages of being retained better and being less traumatic in the joint space 
when compared to smooth metal cannulae. 

Arthroscopy should begin with a systematic inspection of the whole joint. Working 
methodically, the surgeon inspects and probes from cranial to caudal and from medial to 
lateral. Lateral structures are best inspected last from a lateral portal to avoid inadvertent 
‘drop-out’ from the joint capsule. 

For treatment of OCD lesions, a limited range of surgical instruments is required 
including appropriate grasping forceps and a curette. Having a range of grasping forceps is 
helpful to cope with a variety of different flap sizes. Debris can also be removed from the 
joint with appropriate use of the egress portal. It is important to inspect the whole joint for 
joint mice including the biceps tendon sheath and between the medial collateral ligament and 
the medial capsule. 

For arthroscopic stabilisation procedures, a wider range of equipment and implants is 
required. In addition, a surgical assistant is useful to hold the arthroscope whilst the surgeon 
inserts implants or ties arthroscopic knots. It is useful to have two screens so that each 
operator can view a screen with the same arthroscopic image. Arthroscopic techniques for 
both medial and lateral stabilisation procedures are described and new implants allow for 
very efficient anchorage in to bone and grasping of detached or torn soft tissues (Figure 2) 1.  
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Figure 2: Methods to place sutures in the shoulder joint. 
Elbow arthroscopy 
  

Arthroscopy of the elbow joint is usually performed through medial portals and, as 
such, the patient is positioned in lateral recumbency with the index limb against the table and 
the contralateral limb pulled caudally. For bilateral procedures, one can position the dog in 
dorsal recumbency with each throracic limb pulled laterally to access the medial aspect. 
Occasionally craniolateral  or lateral portals may be preferred and caudal portals are 
described 2. For example, in cases of short radius syndrome, the author will use lateral 
arthroscopy portals to investigate the medial coronoid process because the humeroradial joint 
space is naturally widened and the humeroulnar joint space is very tight. Cases of short radius 
syndrome will often have fragmentation of the medial coronoid process and assessment of the 
elbow joint is an important part of the treatment plan. 
 The ‘workhorse’ for elbow arthroscopy is the 2.4mm arthroscope. The 2.7mm ‘scope 
can be sued in large/giant breeds and, in small dogs, a 1.9mm ‘scope is useful. However, 
1.9mm scopes are very fragile and only experienced arthroscopists should use one to avoid 
large repair/replacement bills. Cannulae are optional in the elbow because of the small 
amount of soft tissue between the skin and the joint. Inspection of the elbow joint should 
again be systematic from caudal to cranial and lateral to medial. Inspection of the lateral 
compartment requires appropriate use of the light pole to look over the ‘horizon’ of the ulna 
and down in to the lateral compartment. 

The author prefers hand instruments for operative arthroscopy in the elbow joint: 
small graspers, curettes, hand drill (Figure 3). Some surgeons like to use a mini-shaver to 
remove fragmented coronoid processes. If a drill or curette is used, fragments are best 
removed from cranial to caudal such that the fragment is not left ‘dangling’ from the annular 
ligament which can make it difficult to grasp and remove. Again, an aggress cannula can be 
used to ‘vacuum’ debris inside the joint which often collects in the lateral compartment. 
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Figure 3: A, displaced medial coronoid process fragment in an elbow joint.  
B, removal with grasping forceps. 
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