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Anything one chooses to discuss within this topic is, without question, likely to generate 

dispute.   “Complicated” arthroscopies are usually those that are simply done less frequently so 
the surgeon has less comfort with the procedure.  In surgery,	 familiarity	 breeds	 content.			
Difficult	 arthroscopies	 in	 general	 are	 those	 that	 have	 difficult	 (unfamiliar)	 anatomy.			
Simply	 stating	 that	doing	more	of	 anything	makes	 the	next	 one	 easier	 is	 not	 too	helpful,	
however.	 	 In	 my	 opinion,	 the	 most	 important	 tool	 in	 the	 surgeon’s	 kit	 to	 deal	 with	
unfamiliar	anatomy	is	to	always	do	arthroscopic	procedures	with	a	consistent	and	logical	
approach.		If	you	always	arrange	the	image	on	the	monitor	such	that	the	right	hand	side	of	
that	image	exactly	matches	the	right	hand	side	of	your	mental	image	of	the	limb	in	front	of	
you,	things	get	easy.		If	you	are	in	a	difficult	location,	do	your	very	best	to	get	a	needle	in	the	
same	synovial	structure	and	find	the	needle.		Once	you	find	it,	re‐arrange	the	picture	on	the	
screen	so	that	the	image	on	the	screen	exactly	matches	your	mental	image	looking	directly	
at	the	limb.			If	you	are,	as	am	I,	less	than	fully	ambidextrous	you	generally	want	to	see	the	
needle	come	in	from	the	right	side	of	the	monitor.		If	you	maintain	your	camera	alignment	
and	make	the	portal	 there,	everything	will	match	up	and	you	can	easily	 figure	 things	out	
from	 there.	 	 This	 approach	 is	 particularly	 valuable	 in	 tendon	 sheaths	 and	 other	 areas	
without	unequivocal	anatomic	features	such	as	are	readily	recognized	in	the	dorsal	carpus.		
It	 is	 also	 valuable	 to	 use	 this	 principle	 when	 one	 is	 forced	 into	 having	 a	 very	 narrow	
triangle	for	your	triangulation,	i.e.	when	your	scope	portal	and	instrument	portal	are	very	
close	together,	e.g.	the	palmar	lateral	carpus.	

Something	 else	 that	 can	make	 the	 difference	 between	 “simple”	 and	 “complicated”	
arthroscopies	 is	 the	presence	of	abundant	synovial	 tissue	(or	 fibrin	 in	a	septic	case)	or	a	
fragment	 with	 dense	 and	 extensive	 connective	 tissue	 attachments,	 e.g.	 lateral	 malleolar	
fractures	and	patellar	fractures.			Use	of	a	motorized	resector	is	invaluable	in	such	cases.		I	
prefer	 the	 motorized	 resectors	 over	 thermal	 techniques	 because	 of	 the	 tactile	 feedback	
they	afford.		The	most	important	technique	tip	in	removing	large,	embedded	fragments	is	to	
maintain	the	plane	of	dissection	as	close	as	possible	to	the	fragment.		This	helps	minimize	
unnecessary	trauma	to	other	structures,	helps	keep	you	oriented	and	minimizes	the	size	of	
fragment	to	be	removed.	

Some	relatively	common	more	challenging	arthroscopic	procedures	 include	 lateral	
malleolar	 fracture	 removal,	 patellar	 fragment	 removal,	 some	 proximal	 intertarsal	 joint	
fragments,	 arthroscopically	 guided	 lag	 screw	 fixations	 (e.g.	 C3,	 sesamoid)	 and	 palmar	
middle	carpal	and	radiocarpal	arthroscopies.	 	Some	examples	will	be	discussed	but	some	
salient	key	points	are:	

Proximal	intertarsal	fragments:	Make	your	portals	as	distally	so	that	both	the	scope	
and	the	instrument	can	be	slid	transversely	into	the	PITJ.	 	This	makes	it	relatively	easy	to	
grasp	fragments	without	transecting	capsular	attachments.	

Lateral	malleolar	 fragments:	Start	with	two	dorsolateral	portals.	 	The	scope	portal	
should	be	as	distal	and	axial	as	possible	in	the	dorsolateral	pouch.		The	instrument	portal	is	
slightly	more	proximal	and	abaxial.		Find	an	edge	to	the	fragment.		It	is	usually	covered	in	
very	dense	 ligamentous	 attachment.	 	Dissect	what	 is	 clearly	 visible	with	 an	 arthroscopic	
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scalpel.		The	Beaver	6400	is	valuable	because	it	has	a	cutting	tip	and	a	cutting	side	so	it	can	
be	pushed	or	slashed.			When	necessary,	switch	to	a	motorized	resector	and	again	stay	right	
on	 the	 fragment	 with	 the	 dissection.	 	 Finally,	 be	 prepared	 to	 make	 a	 plantar	 portal	 to	
complete	the	dissection.		It	is	often	necessary	in	the	larger	fragments.	

Palmar	middle	carpal	arthroscopy	can	be	done	medially	or	 laterally	but	the	lateral	
space	 is	 easier.	 	 If	 you	 know	 you	 are	 scoping	 the	 palmar	 carpus,	 always	 start	 with	 it.		
Maximal	distention	 is	difficult	 if	 you	 already	have	dorsal	 portals.	 	 Always	use	needles	 to	
check	portals	 so	 that	 you	 can	 separate	 them	as	much	as	possible.	 	A	 synovial	 resector	 is	
invaluable,	especially	medially.	 	 	Keep	an	eye	on	 things.	 	Fragments	 in	 the	palmar	 lateral	
pouch	 have	 a	 tendency	 to	 flush	 out	without	 being	 grasped.	 	 Presumably	 this	 is	 because	
most	 of	 them	 had	 to	 be	 loose	 to	 get	 there	 in	 the	 first	 place.	 	 	 Palmar	 radiocarpal	 joint	
arthroscopy	is	much	easier	from	the	lateral	side.		There	is	a	surprising	amount	of	room	in	
the	central	palmar	part	of	this	joint	that	can	be	accessed	from	two	lateral	portals	proximal	
to	the	accessory	carpal	bone.		

Patellar	 fragments:	 	 Learn	 to	 use	 suprapatellar	 portals.	 	 One	 way	 to	 make	 them	
easier	is	to	use	two	arthroscopic	cannulas	(or	a	switching	stick).		Use	a	3	inch	spinal	needle	
to	define	an	acceptable	location	then	insert	the	second	cannula	with	the	conical	obturator	
until	 it	 is	 clearly	 seen	 in	 the	 joint.	 	 Switch	 the	 scope	and	 	obturator	 in	 the	 two	cannulae.		
Also,	start	the	dissection	of	the	medial	femoropatellar	ligament	from	the	fragment	with	an	
arthroscopic	scalpel.	 	Cut	down	to	the	fragment	surface	then	use	the	resector	to	shave	off	
the	attachments.	

Large	apical	sesamoid	fragments:		Try	some	different	approaches.		Try	placing	both	
scope	and	instrument	portals	contralateral	to	the	lesion.		If	you	make	the	instrument	portal	
very	 proximal	 in	 the	 palmar/plantar	 pouch	 you	 can	 complete	 the	 necessary	 dissections	
with	straight	instruments	(scalpel/resector).		Having	the	scope	contralateral	also	makes	it	
much	easier	to	see	what	you	are	doing.		
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