PHAU THUAT NOI SOI
PIEU TRI THOAI HOA KHOP
VA CACBENHLY KHAC

BUI HONG THIEN KHANH



PHAU THUAT NOI SOI KHOP

Uu diém : MIS phau thuat xam nhap t6i thiéu
Pudng vao nho t6i thieu < 1cm

- Tham my
- [t bi€n chiing nhiém trung,phuc héi van dong sé6m
- Chuan doan va diéu trj chinh xac va hiéu qua
- Luu trif hinh &nh c6 giéa tri trong chan doan va
nghién cuu

Nhung doi hdi dung cu may maéc hién dai va huan
luyén noi soi

BS.BUIHONG THIEN KHANH



Cac chi dinh dung PT ndi soi khdp

1. Noi soi khép dung dé chan doan
2. NOi soi trong diéu tri

Su phan dinh nay chi la tuong doi



NGi soi khép diing dé chan doan
Day la phuong phap tham kham dic biét cé
thé quan sat truc ti€p nhiing thanh phan trong
khép nhé vao 6ng ndi soi duge dua vao khép
théng qua man hinh véi mau sac thuc cho
ohép PTV :
- nhin,sd thay, danh giad chinh xac thuong tén,
- kiEm chiing cac phuong tién chan doan hinh
anh khac
- |y bénh pham (sinh thiét chan doan)
Cac khdp cé thé ndi soi : co tay, khlyu, vai,
hang gdi, cd chan, dugi sén.



No&i soi khép dung dé diéu tri

Su cai tién va sang tao nhiéu dung cu
ndi soi giup diéu trj t6t cac phau thuat tai
tao day chang khdp goéi, khau co chép
xoay KhGp vali.

O VN, Noi soi khép g6i va khép vai dang
phat trién manh



NOi soi khép dung trong diéu tri

Day la phuong phap tham kham dac biét c6
thé quan sat truc ti€p nhiing thanh phan
trong khép (khdép gbi : day chang chéo
trudc, day chang chéo sau, sun chém, sun
khép, bao khép..) NhG vao 6ng ndi soi dugc
dua vao khép géi, Bac si co thé phat hién

dudc cac tén thuong bat thudng néu co



Noi soi khép diung dé diéu tri

Noi soi khGp gbi c6 thé ho trg

- Gay xudng don gian : 16i cau,banh ché, mam
chay

- Pt day chang (DC) : tai tao DC chéo trudc
(DCCT), DC cheo sau (DCCS)

- Rach sun chém : cat sun chém,khau sun
chém,ghep sun chém

- Thodi hoa khép gd sém : cat loc tam thdi
ghép sun

- Viém hoat mac : cat loc

- Han ché van dong gobi sau chan thuong,
phau thuat ,viém thap khdp : gidi phong khép.



G

Color Plate 48-1 A, Suprapatellar pouch with view of undersurface of articularis genu

B, Tangential view of patellofemoral articulation. C, Normal medial parapatellar plica

D, Posteromedial compartment is seen by passing arthroscope through intercondylar notch after
viewing medial compartment. E, Posteromedial compartment as seen through posteromedial portal
which is made after completion of routine examination if complete posteromedial view is not
satisfactory. F, Medial meniscus and medial compartment. G, Cruciate ligaments with fatty
synovium covering posterior cruciate ligament. H, View of lateral meniscus and lateral
compartment. I, View of posterior horn of lateral meniscus and popliteal tendon though hiatus
J, Posterolateral view of knee with arthroscope in anterolateral portal showing popliteal tendon
insertion into femur in popliteal hiatus

Popliteal

tendon




T6nthUdng g <l
sun chém

Color Plate 48-2 A, Grade I medial capsular sprain in patient with torn anterior cruciate |

B, Grade II sprain of medial collateral ligament, with some mild laxity of meniscotibial ligament as
evidenced by abnormal elevation of meniscus off tibial articular surface when valgus stress is
applied

F

Color Plate 48-3 A, Complete tear of anterior cruciate ligament. B, Horizontal tear of

degenerative lateral meniscus. C, Oblique tear of posterior horn of lateral meniscus. D, Incomplete

radial tear of lateral meniscus. E, Degenerative tear of lateral meniscus. F, Resection of tear of lateral
meniscus. Remaining tissue shows fatty degeneration




Ton thuéng sun
chém : rach kiéu

Color Plate 48-4 A, Bucket handle tear of medial meniscus that has flipped into intercondylar

B C ket h a n d I e notch; in this position, meniscus may cause intermittent symptoms. B, Locked bucket handle tear of
l ‘ medial meniscus
J
handle,..

B C

Color Plate 48-5 A, Unstable, 2-cm, peripheral tear of meniscus. Meniscus is being repaired with

stacked vertical mattress suture. B, Incomplete undersurface tear of medial meniscus: this can be

treated with abrasion to stimulate local healing followed by placement of one or two sutures
5

C, Complete 2-cm tear in avascular zone of meniscus; this type of tear generally is treated with

excision, but if repair is attempted, use of fibrin clot and other local stimuli should be considered

Color Plate 48-6  Meniscal repair with oblique mattress sutures, Color Plate 48-7 Loose body in posteromedial compartment

which are “stacked™ to obtain most secure fixation in meniscal Complete knee arthroscopy should always include examination of

tissue posterior medial compartment



Rach sun chém :
cat sun chém




Rach sun chém :
khau sun chém




but DCCT & DCCS :
Taitao DCCT & DCCS
bang gan got dong loai




XQ sau mé tai tao 2 DC chéo clng luc

Rox




may Arthometry
KT 2000
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Lay di vat

FIGURE 20.1 Loose or scaling fragments of articular cartilage,
demonstrated by probing, can be removed with manual or pow-
ered instruments.
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a4/0 MRI. ARTHROSCOPY. AND SURGICAL ANATOMY Ol

E KNEE

KNEE: MEDIAL COMPLEX, MEDIAL VIEW

Patella

Semimembranos

Medial collateral tendon

ligament, sectioned
Posteromedial
capsule

Capsule
Meniscofemoral

Window in joint ¢ ] i
w in joint capsule ligament

Bulge of medial

Medial meniscus ERISES
Anterior branch
semimembranosus tendon
Meniscotibial
ligament

Medial collateral
ligament, sectioned
Medial collateral
ligament branch of
semimembranosus

Pes anserinus tendon

Pes anserinus
bursa

FIGURE 5-75A

(A) Medial view of the knee with the pes anserinus cut and reflected. The tibial collateral ligament i
also sectioned to show the deep medial capsular ligament with meniscofemoral and l"L‘l;i\Cﬂ(ibl.
components and posteromedial capsule. For related MR, arthroscopy, and surgical anatomy image
see Figures 5-85 through 5-88. ' \

KNEE: MEDIAL COMPLEX, MEDIAL VIEW

Adductor
magnus
tendon

Quadriceps
tendon

Medial patellofemoral %

Semimembranosus
tendon

ligament
Capsule R ;
P Oblique popliteal
ligament

(/ Posterior oblique

ligament, medial arm

Medial collateral
ligament, split parallel to
its long axis

b

Posterior oblique
Anterior branch of the ligament, main arm
semimembranosus

tendon
Posterior tibial
Patellar tendon oblique ligamerit
Deep infrapatellar

bursa Medial collateral
ligament branch of the
semimembranosus
tendon

Pes anserinus

Pes anserinus bursa

FIGURE 5-75B CONTINUED

(B) The five arms of insertion of the semimembranosus tendon: (1) the attachment to the posteromedial

aspect of the tibia just distal to the joint line; (2) the anterior attachment (anterior branch) to the tibia,
deep to the tibial (medial) collateral and posterior oblique ligaments; (3) attachment of the tendon sheath
to the posteromedial capsule, including an expansion to the posterior oblique ligament and posterior horn
of the medial meniscus: (4) an oblique popliteal ligament attachment: and (5) a distal attachment to the fas-
cia of the popliteus muscle and expansions to the posterior and posteromedial tibia (medial collateral liga-
ment branch). Expansions to the oblique popliteal ligament, posteromedial capsule, anterior branch, and
medial collateral ligament branch are shown, as is the joint capsule. The posterior oblique ligament repre-
sents the connection between the capsular actachment of the semimembranosus tendon and tibial collateral
ligament. The fibers that extend over the semitendinosus tendon are also referred to as the posterior tibial
oblique ligament. The tibial collateral ligament is split longitudinally to show the medial capsular layer. For
related MR, arthroscopy, and surgical anatomy images see Figures 5-85 through 5-88.

479



KNEE: CAPSULE, MEDIAL VIEW

KNEE: CAPSULE, POSTEROMEDIAL VIEW

FIGURE 5-76B CONTINUED

KNEE: POPLITEOFIBULAR LIGAMENT, LATERAL VIEW

KNEE: LATERAL COMPLEX, LATERAL VIEW

FIGURE 5-77B CONTINUED

FIGURE 5-77A




KNEE: CAPSULE, ANTERIOR VIEW
KNEE: ANTERIOR COMPLEX, ANTERIOR VIEW

FIGURE 5-78B CONTINUED

(B)

KNEE: JOINT INTERIOR, ANTEROSUPERIOR VIEW

KNEE: JOINT INTERIOR, ANTERIOR VIEW

N 6
\ ESE= A
FIGURE 5-798 CONTINUED

B)A
ACI

FIGURE 5-79A

(A P




KNEE: SUPERFICIAL DISSECTION, POSTERIOR VIEW KNEE: DEEP DISSECTION, POSTERIOR VIEW

FIGURE 5-80B CONTINUED

KNEE: TIBIA, ANTEROSUPERIOR VIEW
KNEE: DEEP DISSECTION, POSTERIOR VIEW

FIGURE 5-81

FIGURE 5-80B CONTINUED




KNEE: MENISCI, ANTEROLATERAL VIEW RNEE

POSTEROMEDIAL CORNER, SUPERIOR VIEW

FIGURE 5-82

KNEE: POSTEROLATERAL CORNER, SUPERIOR VIEW KNEE: ARCIFORM INTERMEDIATE OBLIQUE LAYERS

FIGURE 5-84A.B

(A
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P Thoai héa khép .

Knee joint opened anteriorly reveals
large erosion of articular cartilages of
femur and patella with cartilaginous
excrescences at intercondylar notch

Joint Pathology in Osteoarthritis

v

Further erosion of cartilages, Cartilages almost comp
pitting, and cleft formation. destroyed and joint sp
Hypertrophic changes of bone narrowed. Sul |
at joint margins irregular and el

£9 fc:rmaﬁona !

Viém dang thap
i : /-fa"" -
Joint Pathology in Rheumatoid Arthritis (e SN
. " . ‘ . \‘} Knee joint opened anteriorly, patella

reflected downward. Thickened synovial
membrane inflamed; polypoid outgrowths and
numerous villi (pannus) extend over rough
articular cartilages of femur and patella

1 5 ,

Progressive stages in joint pathology. 1. Acute inflammation of synovial membrane (synovitis)
and beginning proliferative changes. 2. Progression of inflammation with pannus formation;
beginning destruction of cartilage and mild osteoporosis. 3. Subsidence of inflammation; fibrous
ankylosis. 4. Bony ankylosis; advanced osteoporosis



Osteoarthritis
Rheumatoid Arthritis

Section through distal interphalqngeal Radiograph of distal interphalangeal E{r\‘ifgi;ﬁ!’é}:;ﬁfl)ws Lamlag_e thinoihg at proximal
joint shows irregular, hyperplastic joint reveals late-stage degenerative oo o (ﬁi()}(nnri,__erosnojnNOI Laszu_s and
bony nodules (Heberden’s nodes) changes. Cartilage destruction and » OSICODOROSE, Ve NN Cmon
at articular margins of distal phalanx. marginal osteophytes (Heberden’s

Cartilage eroded and joint space nodes)

narrowed

Stenosing Tenosynovitis (Trigger Finger)

d lley) of
ickening of fibrous sheath (pu

hnﬂammazjorzsﬁx?m fusifgorm nodular'enlarg'em.em 0
exor tendo tes line for incision

Latestage degenerative changes both tendons. Broken ine indica
. R s > g e i el DU“eY



















Phan loai ton thuong sun khép,

(Outerbridge cai tién)

10 R = 8 Modified Outerbridge Classification
of Cartilage Lesions

Gracga : Description

I Softening of articular cartilage

I Fibrillation or superficial fissures of cartilage
1] Deep fissuring of cartilage without exposed bong
\Y Exposed subchondral bone ’

From Outerbridge R: The etiology of chondromalacia pateliae. J B¢
Joint Surg Br 43:752-757, 1961.




FIGURE 18.3 Arthroscopic photographs of articular cartilage lesions using modified Outerbridge
classification. A: Grade | softening. B: Grade Il partial-thickness fissuring. C: Grade Ill full-thickness
fissuring and fibrillation. D: Grade IV articular changes with exposed bone centrally surrounded
by diffuse grade Il articular cartilage



Cat loc sun khép

DEBRIDEMENT OF ARTICULAR CARTILAGE IN THE KNEE IN A NUTSHELL

[ History:
Knee pain when ambulating stairs, rising from a low chair, and squatting or kneeling

Physical Examination:
Crepitus with full active range of motion of the knee; palpable effusion with compression of the suprapatellar pouch;
tenderness with palpation of the patellar facets

Imaging:
Standard and weight-bearing radiographs

Indications:
Continued pain that affects activities of daily living after failed conservative treatment

Surgical Technique: |
Initial diagnostic arthroscopy to inspect the entire articular surface of the knee, probing and looking for damaged articula
cartilage; the extent of chondral damage and whether it involves the weight-bearing surface should be noted
Arthrotome blade and basket forceps allow a controlled debridement without putting normal cartilage at risk
An accessory portal can be established to help reach difficult areas of damaged cartilage
After debridement, the lesion’s size is measured with a calibrated probe, and the location is noted

+ S — SN

Postoperative Management:
Range-of-motion exercises are begun immediately after surgery; a noncrepitant strengthening program is started, followed
by a progressive return to activities

Results:
Encouraging; surgery had a beneficial effect in 32 of 36 patients after a 59-month follow-up

Patients with traumatic chondrosis had a higher percentage of good or excellent results after surgery compared with
atraumatic cases

No significant correlation between the grade of chondral damage and improvement with surgery
Arthroscopic debridement of the knee may improve function and decrease pain but is not a curative procedure




FIGURE 20.4 Arthroscopic pictures of different cases representing progressively severe degener-
ation of articular cartilage, sometimes in association with meniscal disease. A, Stage |; B, Stage Ii;
C, Stage lll; D; Stage IV.




Figure
55-6 Grade lll chondral changes to the femoral trochlea. condyle.

n

Hom khép 16i cau dui dui

Figure 55-5 Femoral trochlea viewed from the superolateral
portal 5-8 Medial femoral condyle with knee in full extension.




Phac dé diéu tri tén thuong sun khép

Lesion size Lesion < 2-3 cm¥¢ Lesion > 2-3 cm?

| | | |

Physicai demand Low demand High demand Low demand High demand
e Debridement * Debridement * Debridement * Autologous chondrocyte
* Marrow-stimulating * Marrow-stimulating * Marrow-stimulating implantation
technique technique technique e Osteochondral allograft

» Osteochondral autograft » Osteochondral allograft
» Autologous chondrocyte
implantation

i e |

Qutcome Success Failure Success Failure Success Failure Success Failure

]
l '

Second-line Rx Second-line Rx
» Osteochondral autograft * Autologous chondrocyte
or allograft implantation
e Autologous chondrocyte * Osteochondral allograft
implantation

Figure 54-1 Treatment algorithm for articular cartilage lesions.



Figure 55-9 Establishing a superomedial accessory portal with

R. o 2o

Figure 55-10 Arthrotome blade debridement of sessile
fragments.

Cat loc

Figure 55-11 Patella after debridement with stable borders.




A B

Figure 54-2 A, Arthroscopic example of an unstable osteochondritis dissecans lesion of the medial femoral condyle considered

amenable to repair. B, Arthroscopic picture of the lesion repaired with two variably pitched headless screws.

Cé dinh bang 6c khéng dau



Ky thuat tao 6 gay nho &
xuong dudi sun dé kich
thich tay xuong tao xo sun

Figure 54-3 Microfracture technique. A, An 8- by 10-mm grade IV
chondral lesion of the lateral femoral condyle seen arthroscopically. B
Microfracture awls are used to penetrate the subchondral bone to
allow the marrow elements to enter the lesion. C, The final prepared
lesion.




Ghép sun tu than
qua duéng mo nho

Figure 54-4 Autologous chondrocyte implantation. A, A 20- by 15-
mm grade IV chondral lesion of the medial femoral condyle seen via a
mini-arthrotomy before preparation for transplantation. B, The lesion is
prepared for transplantation. C, The periosteal patch is sewn in place
and sealed with fibrin glue, and the cells are injected




Figure 54-5 Osteochondral autograft transplantation. A, An 8mm
cylindric grade llI-1IV chondral lesion of the medial femoral condyle. &
The recipient site is prepared for a single osteochondral autograft pg
C, The final repaired lesion with the osteochondral autograft plug in

place.




Chuyén ghép sun déng loai

Figure 54-6 Osteochondral allograft transplantation. A, A 24- by
28-mm irregular grade IV lesion of the lateral femoral condyle. B, The
allograft hemicondyle is placed in the cutting jig for preparation of the
donor allograft plug. C, The osteochondral allograft plug fills the large
chondral defect.




Két qua 1am sang cta pp kich thich tay xuong

Table 54-2

Clinical Results of Marrow-Stimulation Techniques

Author (Date)

Friedman ¢ 1984)

Gill and MacGillivray
2001

Gill and MacGillivray

2001

Steadmar

200%

Technique

Abrasion arthroplasty

Abrasion arthroplasty

Abrasion arthroplasty

Microfracture

Microfracture

Microfracture

No. of Patients

28

100

Indications

Degenerative arthritis

Degenerative arthritis

Degenerative arthritis

Focal chondral defect

Focal chondral defect

Focal chondral defect

Mean Follow-up

3.8yr

60 mo

>6 Mo

6 yr

11 yr

Outcome

39% good/excellent
29% unchanged/fair
32% worse/poor

51% good/excellent
16% unchanged/fair
33% worse/poor

60% good/excellent
34% unchanged/fair
6% worse/poor

Significant reduction in
pain and swelling and
improved function

74% minimal or no pain
63% good/excellent

Lysholm improved
Tegner improved
(3.1-5.8, mean)




Table 54-3

Két qua LS cta pp phuc hdi sun khép

P Clinical Results of CartilaEe Restoration Techniques

Author (Date) Technique Type/Location No. of Patients Mean Follow-up
Hangody et al. (2001)° OC autograft Femur 461 >1yr
Patella, trochlea 93
Tibia 24
Kish et al. (1999 OC autograft Femur 52 >12mo
Bradley (1999) OC autograft — 145 18 mo
Hangody et al. (1998)" OC autograft Femur, patella 57 48 mo
Aubin et al. (2001)’ OC allograft Femur 60 10yr
Bugbee et al. (2000) OC allograft Femur 122 Syr
Chu et al. (1999) OC allograft  Femur, tibia, patella 55 6.3yr
Gross (1997)" OC allograft Femur, tibia, patella 123 7.5yr
Garrett (1994)° OC allograft Femur 17 3.5yr
Meyers et al. (1989)~ OC allograft Femur, tibia, patella 39 3.6yr
Peterson et al. (2002)~ ACI Femur 18 >5yr X
0oCD 14 >5yr f
Patella 17 >5yr
Femur, ACL 11 >5yr
Minas (2001) ACI Femur, tibia, patella, 169 >1yr
trochlea
Micheli et al. (2001)** ACI Femur, patella, trochlea 50 >3yr
Peterson et al. (2000) ACI Femur 25 >2yr
Patella 19 >2yr
Femur, ACL 16 >2yr
Multiple 16 >2yr
Gillogly et al. (1998)° ACI Femur, patella, tibia 25 >1yr
Brittberg et al. (1994)* ACI Femur, patella 16 39m
Patella 7 36m

Qutcome

92% good/excellent
81% good/excellent
88% good/excellent
100% good/excellent
43% good/excellent
43% satisfactory
12% poor

91% good/excellent
66% good/excellent
20% failure

91% successful

5% failure

76% good/excellent
16% failure

85% successful
94% successful
78% successful
22% failure

89% good/excellent
86% good/excellent
65% good/excellent
91% good/excellent
85% significant improvement

84% significant improvement
92% good/excellent
65% good/excellent
75% good/excellent
67% good/excellent
88% good/excellent
88% good/excellent
29% good/excellent

ACI, autologous chondrocyte implantation; ACL, anterior cruciate ligament; OC, osteochondral; OCD, osteochondritis dissecans.
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Tém tat quyét dinh pp chon lua cho ton thuong sun khép

Table 54-4

e summary of Decision Making in Articular Cartilage Injuries

Clinical Evaluation

History
Physical examination
Imaging

Classification
Associated injuries

Treatment Options

Nonoperative

Operative
Primary repair
Debridement and lavage

»
»

Marrow stimulation (microfracture) —

Osteochondral autograft

Autologous chondrocyte implantation ——»

Osteochondral allograft

v

v

Pain in ipsilateral compartment; recurrent effusions
Pain in ipsilateral compartment; rule out coexisting pathology

Standing radiographs, including 45-degree posteroanterior, and mechanical axis
views; magnetic resonance imaging commonly shows articular cartilage lesi

Outerbridge ciassification (see Table 54-1)
Evaluate for knee instability, meniscal deficiency, malalignment

Low-demand patients, small lesions (<1cm?)

Osteochondral lesions

Low-demand patients

Small to medium lesions (0.5-3¢m?)
Moderate-sized lesions (1-3¢cm?)

Low- or high-demand patients

Fibrocartilage repair tissue

Small to medium lesions (1-3cm?)
Autogenous tissue with normal hyaline architecture
Consider donor site morbidity and availability
Medium to large lesions (2-10cm?)
Hyaline-like tissue

Durable

Medium to large lesions (up to hemicondyle)
Allograft tissue

Good for lesions with bony defects

Postoperative rehabilitation

Protect repair tissue from weight bearing for 6wk
Immediate range of motion
Gradual return to weight bearing and activities based on technique




Bién phap diéu tri thodi hoa khdp

1. DPiéu chinh thé trong
2. Van dong diéu do
3. Diéu tri bang thubc
4. Piéu tri phau thuat



Bénh nhan dau xuong khép can cha y

Khéng ngbi x6m,ngdi bét xudng
dat

Khong di bo qua xa,di mot doan
ngan nghi

Khong leo cau thang

Khoéng lam viéc qua suc,rang qua
suc

Khdng mang,vac nang

Khéng cui khi khiéng hay lay do
vat bi rai

Khéng bat budc phai tap thé duc
tham my hay xai may moéc dé tap
Khéng diing hay ngoi qua 1 gid
30 phut

Nén thay déi tu thé

Nén tap thé duc nhe trén
giuong khi da baGt dau lung
Nén tap thé duc dudng sinh
Phai tap thé duc thudng
xuyén déu dan moéi ngay
S6 lan tap méi dong tac tuy
theo stic khoé ctiia moi bénh
nhan



Table 48-1 Bénh ly bao hoat dich

T——— Synovial Disorders

Rheumatoid arthritis

Piecmented villonodular svnovitis

Synovial nemangioma

E)". novial osteochondromatosis

ra-articular aghesions

Drotic ngamentum mucosum

I P T et 2 . s 1iryy st - 4 e Ta Vitdl=
p'.)\)i Taullliatlil 5‘!”‘_’.'.“,5




A

Figure 48-1 Magnetic resonance imaging scan of a 15-y
boy with diffuse pigmented villonodular synovitis. Note the sy
thickening in the suprapatellar pouch (arrow).

Viém hoat dich vi nhung mao sac té lan tda



Chapter 48 Arthroscopic Synovectomy in the Knee 491

Tu thé cat bao hoat mac qua noi soi
N
4%,

Figure 48-2 Arthroscopic setup and patient positioning.




uong vao ki

Figure 48-3

n

ien (truoc ngoal va trucc trong) cat bao hoat mac

| ’ }

Typical arthroscopic portals used for synovectomy.

¥



Viém hoat
mac/ Viém
kKhdp dang
thap

FIGURE 21.13 Rheumatoid synovi
of synovial hypertrophy is progressively re
the normal underlying tissues

13 In rheumatoid synovitis

g resected. The area

ected to

2Xpose more

FIGURE 21.12 Rheumatoid synovium being resected. The small
area of shiny normal tissue is seen below the margins of the syn

ovium

FIGURE 21.17 Diffuse pigmente

anag posterior

2d villonodular synovitis. A com-
rectomy is warranted



FIGURE 22.5 Arthroscopic view of a nodule of scar located an
terior in the notch (cyclops lesion) after anterior cruciate liga
ment reconstruction

FIGURE 22.1 Isolated suprapatella adhesion, representing local-

ized scarring, not arthrofibrosis

Xo hoa

FIGURE 22.8 Significant chondromalacia of the patella and
femoral trochlea groove resulting from arthrofibrosis with
patella baja.




X3 hoa khoang trén banh che

FIGURE 22.6 A: Marked obliteration of the suprapatella pouch by scar. B: Restoration of the
rapatella pouch by resection of the thick adhesive bands.




Figure 48-5 Arthroscopic view from the superolateral portal with ‘
the shaver inferomedial e 48-4 Initial scope appearance, with brownish synovium

Hinh nhin tu phia trén ngoai véi shaver & phia duéi trong Hoat dich ¢6 mau hgi néau

Figure 48-6 Arthroscopic view from the inferolateral portal with fgure 48-7  Blunt-tipped trocar used to enter the posterior
shaver in the intercondylar notch. @mpartment. The thin arrow indicates the posterior cruciate
Mament, and the thick arrow depicts the medial femoral condyle




B

Figure 48-8 Arthroscopic view of the posteromedial compartment before (A) and after (B) synovial resection

Khoang sau trong truéc (A) va sau (B) cat hoat mac

collected with total

Thé tich dién hinh hoat mac thu thap khi cat toan bé hoat ma



N&i soi khdp dung dé diéu tri
N6i soi khép vai c6 thé hé trg :
- Trat khép vai tai hoi : khau tang cudng bao
kKhép truGe va sau
- Céac ton thuong sun vién 6 chdo (SLAP) :
khau lai sun vién
- Rach chop xoay : khau lai chop xoay
- H6i chiing chén ép dudi mom cung vai : giai
ap va tao hinh mom cung vai
- Viém dinh khdp vai : cat loc giai phéng khép
- X3 hoa khép vai bang nhiét
Ngoai ra PTNS céac khdp con lai chl yéu : gx
don gian,cac di vat nhu trong viém xuong sun
boc tach,sinh thiét boc tach,..



FIGURE 3-4. Insert the anterior-superior Crystal cannula (Arthrex, Inc., Naples, FL)
fitted with an obturator along the path of the spinal needle.



SHOULDER: GLENOHUMERAL LIGAMENTS, LATERAL VIEW

Day chdng 6 chao canh tay,nhin bén ngodai

FIGURE 1-49B CONTINUED

For related MR, arthr




NOI sol
kKhGp val

FlGURE 3-8 Use the probe

|

sUuperio abrum 10 the gi




C

Color Plate 49-2  Labral tears. A, Type III. B, Type IV. C, Repair of type

~?
O I l t ud I I S u I l Color Plate 49-3  Completed SLAP repair using suture anchors
[] placed at base of biceps and at posterior extension of lesion
V I e , , EER

khép val

F

A, Fraying of labrum. B, Bucket-handle type labral tear. C, Chondromalacia of
vith chronic instability. D, Bankart disruption of capsuloligamentous complex

with disruption of capsuloligamentous complex. F, Arthroscopic stabilization
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Color Plate 49-8 A, View of medial side of elbow with coronoid process on right and trochlea
on left. B, Anterior aspect of elbow viewed from medial portal with coronoid and trochlea in
foreground and radiocapitellar joint in background with shaver just proximal to radiocapitellar joint
Annular ligament is clearly seen. C, Radiocapitellar joint with varus stress applied to expose
undersurface of radial head. D, With elbow flexed 90 degrees, patient supine, and 2.7 arthroscope
in direct lateral portal, articulation of three bones is seen. Radial head is superior left, ulna superior
right, and capitellum inferior. E, Bare area of olecranon is right inside with trochlea on left. Scope

in direct lateral portal. F, Posterior compartment viewed through posterolateral portal. Tip of

olecranon is superior, trochlea is inferior, and olecranon fossa is in foreground. G, Medial gutter

>wed through posterolateral portal with posterior aspect of ulnar collateral ligament on right and

distal humerus on left
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Color Plate 49-11 A, Arthrofibrotic joint with coronoid on left and trochlea on right and extensive
fibrosis superiorly. B, After resection of fibrotic tissue and release of distal capsular insertion onto
humerus. Note that coronoid fossa is filled by large osteophyte. C, Coronoid fossa after resection of

osteophyte and recreation of fossa to allow elbow flexion

Ton thudng xo hoa & khdp khuyu

Color Plate 49-12  Extensive synovitis of anterior compartment
in retired Major League pitcher with persistent pain, popping, and
swelling of elbow. Partial synovectomy and removal of loose

bodies were performed



Deltoid ligament

Color Plate 48-14 A, Posterior gutter viewed from posterior portal. B, Central talus. C, Medial
tibiotalar articulation. D, Deltoid ligament and medial gutter. E, Lateral gutter. F, Tibiofibular
articulation showing posteroinferior tibiofibular ligament and more inferior and laterally transverse
ligament. G, Lateral talomalleolar articulation



on thuong
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Color Plate 48-12 A, Localized nodular synovitis of posteromedial compartment of knee
B, Arthroscopic excision of localized nodular synovitis with arthroscope in posteromedial portal and
probe through intercondylar notch to palpate posterior cruciate ligament. Synovial attachment
of nodular synovitis is just superior and posterior to probe.

Color Plate 48-13 A, Loose body in posterolateral gutter of ankle joint has been ex
pressed from behind posteroinferior tibiofibular ligament. Transverse ligament can be seen
inferior to loose body. B, Area of soft tissue impingement in lateral gutter after recurrent
ankle sprains. C, After previous open repair of ankle ligaments. Calcaneofibular liga

ment is evident, as is extensive synovitis. D, Stage IV osteochondritis dissecans of ankle
with loose osteochondral fragment



Bi€n chiing trong phau thuat noi soi

N.ctiu Bac My : 0,56-2,4% / kh&u sun chém ; 1,8%
tai tao dc ; 5,3%/ khau bao khép truéc khGp vai
- B/c trudc mo :

- bc gay meé

- bc tai cho :

- TK : khép géi (nhanh dudi banh ché Tk hién
trong,ga r6 lau,..),vai (dam roi,..),khtyu (Tk
quay,tru..),c6 chan (Tk hién ngoai),hang (Tk toa)

- ¢d hoc : do co kéo,dang khép géi,.. : ton thuong
dc,sun chém,sun khap,..

- gay dung cu



Bi€n chiing trong phau thuéat noi soi

- Bc sau mo :

- Thuyén tac mach

- bc tai cho : nhiém trung khép,viém khdp
khéng nhiém trung, tran mau trong khép,do
hoat mac, hoi chung chen ép khoang

- bc ving : hc RLDD ( mé lau,ki€u pt,khép
bi pt,nhiéu dudng vao,ga r6 hci & yéu to tam
ly)



Cham séc bénh nhan phau thuat noi soi

Ciing cé nguy caG pt nén chuan bij ky,nhat |a

md trong ngay

- Chan doan chinh xac & xac dinh pp diéu tri
- Gidi thich bn : tinh trang,bénh tat,cach mo,
nguy caG va bc pt

- XNTPva kham tién mé nhu mé hd

-Soan mo6 chi nhu moé hé

- Sau m6 can theo ddi bc sau mé

- thay bang dé dang haon

- gidm dau tuy it nhung van co6

- VLTL theo tung loai pt

- Tai kham va danh gia két qua cho bn
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