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Key Point: 
 This presentation will cover the author’s “tips and tricks” for stifle arthroscopy in canine 

patients with respect to performing scope-assisted meniscectomies 
 
Arthroscopy of the stifle is typically performed through craniolateral and caudolateral portals 
using a 2.7 mm short 30o fore oblique arthroscope.  The affected limb is prepared for aseptic 
surgery using a hanging limb technique.  The dog is placed in dorsal recumbency with the 
hindlimbs extending past the edge of the patient table.  In this manner, the surgeon can position 
the limb such that the paw is in contact with his or her torso, allowing flexion and extension of 
the stifle to be achieved while the hands are left free to manipulate the arthroscope and 
instruments.  The portals that I use for the stifle are a modification of what has been reported by 
Beale, et al.  The portals are placed medial and lateral to the patellar ligament at a point slightly 
proximal to the midpoint of the patella-to-tibial tuberosity distance.   This allows maximum 
initial visualization while minimizing the amount of fat pad that must be removed to access the 
relevant structures.  Some arthroscopists employ the use of an egress cannula placed in the 
proximal aspect of the joint.  However, I do not find this necessary or additive in my experience.  
The craniolateral camera portal is established by inserting the obturator and cannula directed 
from the craniolateral skin incision across the joint to the medial compartment.  The camera can 
then be inserted and initial visualization and orientation can be established. Complete exploration 
of the joint can be performed by moving the arthroscope and changing the direction of view with 
the 30o foreoblique scope.  I typically explore the stifle joint in the following order: 

 Medial articular compartment (medial femoral and tibial condyles, cranial horn of medial 
meniscus) 

 Medial joint pouch (medial trochlear ridge and joint capsule) 
 Intercondylar notch (cruciate ligament, notch) – often requires debridement of fat pad and 

proliferative synovium 
 Lateral articular compartment (lateral femoral and tibial condyles, cranial horn of lateral 

meniscus) 
 Lateral joint pouch (lateral trochlear ridge, joint capsule, long digital extensor tendon of 

origin) 
 Proximal compartment (patella, trochlear groove) 

 

Positioning aids and maneuvers as well as a stifle distractor can be very helpful for accessing and 
treating the menisci.  Specific instrumentation necessary for meniscal treatments include a 
motorized shaver with blades ranging from 2 – 4 mm, a blunt probe, small basket forceps, and 
meniscal knives.  The author’s techniques for performing scope-assisted meniscal release, partial 
meniscectomy and complete meniscectomy of both medial and lateral menisci as well as 
proposed indications for each will be presented in a case-based format. 
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