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ARTHROSCOPY General Principles of Arthroscopy Arthroscopy of the Foot and Ankle Arthroscopy of the
Lower Extremity Barry B. Phillips and Marc J. Milhalko Arthroscopy of the Upper Extremity List of Techniques
Arthroscopy of the Foot and Ankle 50-1 Arthroscopic Examination and Debridement of the Ankle Joint, 2379
50-2 Posterior D6bridement for Ankle Impingement, 2382 50-3 Subtalar Arthroscopy, 2386 50-4 First
Metatarsophalangeal Joint Arthroscopy, 2389 Arthroscopy of the Lower Extremity 51-1 Resection of
Bucket-Handle Tear, 2403 51-2 Removal of Posterior Horn Tear, 2403 51-3 Treatment of Partial Depth Meniscal
Tears, 2405 51-4 Partial Excision of the Discoid Meniscus, 2406 51-5 Inside-To-Outside Technique, 2409 51-6
Outside-To-Inside Technique (Johnson), 2411 51-7 Lateral Meniscal Suturing, 2412 51-8 Repair of Radial or
Meniscal Root Tear, 2413 51-9 Preparation of Fibrin Clot (Port et al.), 2413 51-10 Meniscal Replacement, 2414
51-11 Removal of Loose Bodies, 2417 51-12 Resection of Plica, 2419 51-13 Arthroscopic Drilling of an Intact
Lesion of the Femoral Condyle, 2420 51-14 Arthroscopic Screw Fixation for Osteochondritis Dissecans Lesions in
the Medial Femoral Condyle, 2421 51-15 Osteochondral Autograft Transfer, 2422 51-16 Anatomical
Single-Bundle Endoscopic Anterior Cruciate Ligament Reconstruction Using Bone-Patellar Tendon-Bone Graft,
2427 51-17 Two-Incision Technique for Anterior Cruciate Ligament Reconstruction Using Bone-Patellar
Tendon-Bone Graft, 2432 51-18 Endoscopic Quadruple Hamstring Graft, 2432 51-19 Anatomic Double-Bundle
Anterior Cruciate Ligament Reconstruction (Karlsson et al.), 2434 51-20 Transepiphyseal Replacement of Anterior
Cruciate Ligament Using Quadruple Hamstring Grafts (Anderson), 2435 51-21 Physeal-Sparing Reconstruction of
the Anterior Cruciate Ligament(Kocher, Garg, and Micheli), 2438 51-22 Single-Tunnel Posterior Cruciate
Ligament Reconstruction, 2441 51-23 Double-Tunnel Posterior Cruciate Ligament Reconstruction (Clancy and
Bisson), 2442 51-24 Lateral Retinacular Release, 2445 51-25 Synovectomy, 2447 51-26 Drainage and D4bridement
in Pyarthrosis, 2448 (1 O Arthroscopy of the linnet Extremity
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O000 000 Quadriceps Tendon Graft. Fulkerson and Langeland,Shelton, and others have described
anterior cruciate ligamentreconstruction using a 10-mm-wide quadriceps tendon withan attached piece of patellar
bone. We have rarely used thisas a revision technique, but it is an attractive alternative.Anterior Cruciate Ligament
Injuries in Skeletally Immature Individuals. With athletic activities becoming morecompetitive at a younger age, the
incidence of anterior cruciate ligament injuries in skeletally immature individuals hasrapidly increased over the past
decades. These injuries presenta particularly perplexing problem with the potential forphyseal injury with reaming
of tunnels that is counterbalanced by the potential for meniscal damage from recurrentgiving way in these
individuals. Two principles must befollowed: (1) preserve menisci if possible, and (2) preventrecurrent giving way.
In some less active individuals withmild-to-moderate instability, reduction of activity level maybe all that is
necessary until they have had an appropriategrowth spurt and maturing of the physes. In active, youngboys,
sometimes this is quite hard to accomplish. In thesechildren when there is a meniscal tear or recurrent givingway, a
physeal-preserving, soft tissue graft procedure is best. A small central tunnel made in the tibia just above the
physiswith preservation of the physis in the femur seems to be asafe procedure. The benefit of stabilizing the knee
seems tooutweigh the small potential for growth disturbance if theseprocedures are done correctly. It is necessary to
use a softtissue graft to avoid bone or fixation across the physis. Thetunnel and the tibia can be drilled above the
physis, or a smallcentral tunnel through the physis probably is acceptable, particularly in Tanner stage 11, 111, and IV
patients. In youngerpatients, a procedure going around the physis or an over-thetop procedure as described by
Anderson and Kocher, Garg,and Micheli is recommended.
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