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Key Points 

 Arthroscopic exploration of the caudal pouches of the medial and lateral compartments of 
the femorotibial joint is becoming a routine part of stifle arthroscopy 

 A more caudal approach to the caudal pouch of the medial compartment of the 
femorotibial joint allows for improved visualization and instrument triangulation 
compared to a more cranial approach 

 Due to the location of the peroneal nerve, the approach to the caudal pouches of the 
lateral compartment of the femorotibial joint should be as cranial as possible to avoid 
nerve injury 
 
The equine stifle joint is comprised of two joints:  the femoropatellar joint and the 

femorotibial (FT) joint.  The FT joint is divided into two non-communicating compartments, the 
medial and lateral FT (1).  Each compartment is divided into a communicating cranial and caudal 
pouch by the articulation of the femur, tibia and the fibrocartilaginous menisci.  The caudal 
pouch of the lateral FT is further divided into a proximal and distal pouch by the tendon of the 
popliteal muscle (2, 3).   

Because the equine FT joint is a relatively narrow joint with considerable extra-articular 
soft tissue stability, there are significant limitations to its arthroscopic exploration, especially 
when compared to the human knee.  This has necessitated the development of arthroscopic 
approaches to both the cranial and caudal pouches of the FT joint.  Despite both cranial and 
caudal approaches and attempts at creating joint distraction for access to the proximal tibia and 
meniscal structures, the central part of the joint remains essentially inaccessible unless the 
collateral ligaments are disrupted.   

Arthroscopy of the cranial pouches of the FT joint is performed most commonly, due to 
the preponderance of pathology when compared to the caudal pouches.  As a result, the 
arthroscopic approaches to and the intra-articular anatomy of the cranial pouches of the medial 
and lateral FT compartments are well described (4).  A caudal approach was first described for 
the treatment of a series of cases involving caudal femoral condylar lesions (5) and for a case of 
caudal osteochondral fragment removal from the proximal pouch of the lateral FT (6).  More 
comprehensive studies have described caudal approaches to both the lateral and medial pouches 
in normal horses (2, 7, 8).  Finally, a cranial approach to the caudal medial FT has also been 
described (9). 
 
Arthroscopic Approaches 
 Unlike cranial FT pouch arthroscopy, where some surgeons insert the arthroscopic 
cannula without prior joint distention, placement of the arthroscopic cannula within the caudal 
FT pouches via caudal approaches should be performed only after joint distention has been 
achieved.  Also, the caudal joint capsule is very flimsy and it is rare that penetration of the 
capsule with the arthroscopic cannula will be palpable.  The flimsy caudal joint capsule also 
results in significant fluid extravasation to the surrounding musculature and subcutaneous space 
in all cases.  This fluid extravasation will be less in chronically distended FT joints that have 
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developed a fibrotic capsule.   For approaches to the caudal medial and lateral FT pouches, the 
stifle is maintained in 90-100º of flexion while the horse is in dorsal recumbency.   

Caudomedial Approach: The medial FT is distended with 50-60 mls of saline via 18 
gauge, 1 ½ inch needle insertion between the medial and middle patellar ligaments. Two 
approaches to the caudal medial FT pouch have been described.  The approach described by 
Trumble et al, is 2.5cm proximal to the distal level of the medial meniscus and 3 cm caudal to 
the medial collateral ligament(2).  A more caudal approach has been described by Watts and 
Nixon(8).  In this approach, the skin incision for the caudal pouch of the medial FT joint is 
located 6-8 cm caudal to the medial collateral ligament 1 cm proximal to the level of a line 
between the palpable tibial tuberosity and tibial condyle, 1-2 cm cranial to the medial saphenous 
vein, and cranial-proximal to the palpable gracilis muscle while the limb was maintained in 
partial flexion.  In either approach, using the anticipated portal location for skin entry, insertion 
of an 18 gauge 3 ½ inch spinal needle should be performed to verify the direction and successful 
distention of the caudal pouch via fluid egress.  The spinal needle is directed axially, cranially 
and slightly proximally.  A 5 mm vertical stab incision is made through the skin, superficial 
fascia and aponeurosis of flexor musculature followed by insertion of the arthroscope sleeve with 
blunt trocar along the same direction the spinal needle had been directed.  Unlike most other 
joints, the joint capsule is thin.  It is rare that penetration of the capsule can be appreciated during 
cannula insertion and fluid egress from the cannula should be used to confirm intra-articular 
placement prior to camera insertion.  Once the sleeve is placed within the joint the trocar is 
replaced by the arthroscope and placement within the joint is finally confirmed by visualization 
of a cartilaginous surface.  Fluid distention of the joint is maintained through the cannula and the 
joint should be systematically explored.  Fluid egress from the joint should be maintained via 18 
gauge 1 ½ inch needle or small egress cannula inserted to the cranial pouch between the middle 
and medial patellar ligaments.    

If needed, an instrument portal is created 2.5 to 4 cm cranial to the arthroscopic portal 
using needle insertion to verify access to the caudal aspect of the femoral condyle prior to 
creation of the portal.  After skin incision, a blunt obturator is used to create an access portal and 
then a probe used to assess palpable structures.  If the more cranial approach to the caudal medial 
FT joint is used, the instrument portal may have to be placed proximally, to allow for adequate 
triangulation.  Alternatively, a second arthroscopic cannula could be placed caudally under 
arthroscopic visualization and the original arthroscopic entry point could be used for 
instrumentation. 

With both approaches to the caudal medial FT pouch, the caudal medial femoral condyle 
and caudal horn of the medial meniscus will be visualized.  The more caudal approach will allow 
visualization of the axial aspect of the caudal medial femoral condyle and caudal horn of the 
medial meniscus in addition to a portion of the caudal cruciate ligament.  Within the medial FT, 
there are 2 horizontal folds in the caudo-axial joint pouch which split the compartment into thirds 
going proximally.  These should not be confused with abnormal synovial plica.   

Caudolateral Approach: The caudal pouch of the lateral FT compartment is distended 
with 60-70 mls of saline via needle insertion between the lateral collateral ligament and the 
tendon of the long digital extensor muscle while the limb was in partial flexion.  Because of the 
risk for damage to the peroneal nerve, the portal for arthroscopic cannula insertion should be as 
cranial as possible.  The surgeon should keep in mind that the peroneal nerve moves farther 
caudad with increasing stifle flexion, and is closest to the caudal pouch of the lateral FT in 
extension.  The portal location is 3 cm caudal to the lateral collateral ligament for the proximal 
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pouch (proximal to the tendon of the popliteus muscle) and 1 ½ cm caudal to the lateral collateral 
ligament for the distal pouch (distal to the tendon of the popliteus muscle).  Insertion of a 3 ½ 
inch 18 gauge spinal needle prior to the skin incision and arthroscopic sleeve insertion should be 
performed, inserting at the proposed skin portal location, to verify the direction and successful 
distention of the caudal pouch via fluid egress.  A 5 mm vertical skin incision is made through 
the skin and superficial fascia and the arthroscopic cannula and blunt trocar is inserted axially, 
cranially and slightly proximally.   

Because the arthroscopic cannula is placed relatively cranially within the compartment, 
triangulation with an instrument is difficult.  If needed, a proximal or distal instrument portal can 
be used.  As always, verification of the portal location should be performed by visualizing a 
spinal needle inserted at the proposed location for the instrument portal. 

Cranial Approach (medial FT): The arthroscopic cannula is inserted to the cranial aspect 
of the medial FT via a routine cranial approach between the middle and medial femoropatellar 
ligaments.  This position is used to guide a second arthroscopic cannula via a switching stick into 
the caudal medial FT pouch.   A spinal needle is placed adjacent to the middle femoropatellar 
ligament for the second arthroscopic portal to the caudal medial FT pouch.  The needle is placed 
into the intercondylar space between the caudal cruciate ligament and medial femoral condyle.  
The needle should enter this area at a slightly proximal to distal angle.  Once the appropriate skin 
entry site is selected, a 5 mm vertical skin incision is made and a 4 mm diameter smooth conical 
obturator (switching stick) is inserted.  Under arthroscopic visualization this instrument is placed 
lateral to the intercondylar eminence and between the caudal cruciate ligament and the medial 
femoral condyle.  The instrument is then advanced medially to caudal cruciate ligament and 
axially to the medial femoral condyle into the caudal pouch of the medial FT joint.  The 
instrument is passed just beyond the limits of the intercondylar space to avoid puncturing the 
caudal joint capsule.  Once the switching stick is placed, the arthroscopic sleeve is passed over it 
and the stick is withdrawn and replaced with the arthroscope, followed by joint distention and 
exploration.  

The cranial approach allows visualization of the caudal cruciate ligament, the caudal 
ligament of the medial meniscus (not visualized with either of the other approaches to the caudal 
medial FT pouch), and more axial portions of the caudal horn of the medial meniscus and the 
caudal femoral condyle. An instrument portal can be placed using the caudomedial approach 
described above for the caudomedial approach.  Although movement of the arthroscope is 
extremely limited and the field of view can only be manipulated via arthroscope rotation, 
triangulation is improved compared to the other two approaches to this pouch. 
 
Discussion   

The synovial lining and joint capsule of the caudal pouches of the FT joints are especially 
thin and easily disrupted resulting in fluid extravasation.  Because of the thin caudal capsule and 
depth of the soft tissues, subcutaneous fluid accumulation is almost inevitable.  Despite moderate 
to marked fluid accumulation, it is rare to have difficulty maintaining adequate joint distention.  
However, accumulation of fluid will impede manipulation of the arthroscope and instruments 
due to the increased thickness of the soft tissues.  

Despite experience in arthroscopy of the caudal FT pouches, their arthroscopic 
exploration remains a challenge.  Considerable joint distention will improve arthroscopic sleeve 
placement and positioning.  Cannula placement, triangulation and maneuverability are difficult 
due to the depth of the joint surface from the skin.  However, caudal arthroscopy of the FT joint, 
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especially the medial compartment, is becoming routine for many surgeons for a more complete 
exploration and accurate diagnosis of caudal FT pathology, especially in cases of meniscal 
injury, cruciate injury and lesions on the medial femoral condyle.   
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