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Editorial  

Numbness after knee surgery.  

It is amazing how often there is numbness after arthroscopic knee surgery. This may 

seem like a minor complication for the surgeon, but for some patients, it can be very 

disconcerting, and annoying. Sometimes it is just from making the medial portal. This 

may persist with pain, numbness and a positive Tinel sign for many months after the 

procedure. Recently, we saw a patient with prolonged symptoms around the medial 

portal that responded to injection of local and steroids. I have often seen patients who 

complain of lateral distal numbness after the horizontal incision for hamstring harvest. I 

think that there is less chance of numbness with a horizontal incision compared to the 

vertical incision.  

 

Fig 1. The infrapatellar branch of the saphenous nerve crosses over the medial 

compartment of the knee and ends over the patellar tendon.  

 

Avoiding damage to the saphenous nerve during autogenous patellar tendon 

harvest. 
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Fig 2 The pre-operative marking for an autogenous patellar tendon graft harvest.  

An e-poster presented this year at AANA by Akhaven and Goodfellow from Cleveland 

confirmed what I have felt for many years: that the 2 transverse incision is superior to 

the single longitudinal incision in preventing damage to the infrapatellar branch of the 

saphenous nerve.  

They retrospectively examined 60 patients who had the 2 transverse incisions as shown 

above and found an incidence of numbness of 3.3%. This is compared to 60% of 

damage to the nerve reported by Portland in Arthroscopy in 2005 with the single 

longitudinal incision.  

The incisions are in Langers lines and are more cosmetically pleasing.  

Kartus reported in AJSM in 2000 that 2 separate vertical incisions allowed the patients 

to walk on their knees better than the single incision group of patients. He did not state 

how common numbness was after either type of incision.  

After looking at the photo above, remember to mark your site to avoid operating on the 

wrong side.  
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Whip Stitching of the Hamstring Graft in ACL reconstruction 

 

Fig 3. The XtraLok screw system. 

I have been asked if the screw cuts the graft when I insert an XtraLok screw that is one 

size larger than the tunnel. I have done several hundred XtraLok screw insertions 

without rupture of the graft. My routine on selection of the screw is to use one size 

larger for most cases, except the teenage males. In that situation of young hard bone I 

usually use the same size screw. Remember that the screw flares to one size larger at 

the distal end. 

I think that the tendon only ruptures when the graft has not been inadequately whip 

stitched. In fig 4 the graft is protruding too much, and there is not enough whip stitching.  

 

Fig 4. The improper way to insert the screw.  

 

I cut my grafts to 22 cm, and then fold them over to make 11mm. I whip stitch the ends 

of each tendon for 5mm, placing sutures every 2 mm. I then put 2.5 cm in the femoral 

tunnel, 2.5 cm in the intra-articular region, 5cm in the tibial tunnel, and that leaves 1 cm 
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outside of the tibial tunnel. If you look at the gracilus tendon in fig 3, you can imagine 

that this could be cut off if it did not consist of mostly braided suture! I donôt think that 

you can very easily cut the No 2 Tycron.  

 

Fig 5. The very small gracilus tendon.  

 

The sutures should be placed about the same distance apart as the screw threads. Fig 
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Fig 6 The proper method of whip stitching. 

Fig 7 and 8 demonstrate the proper 1 cm of length protruding from the tunnel and the 

screw inserted up the middle of the fully suture graft. This prevents the screw from 

cutting off the small thin grafts. The tensioner also ensures that the screw will be 

inserted up the middle of the tunnel.  
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Fig 7. There should only be about 1 cm of fully stitched graft protruding from the tibial 

tunnel.  

 

Fig 8. The XtraLok screw is inserted up the middle of the graft.  

 

 

Functional braces for post ACL rehab.  
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Fig 9. The Breg X2K functional ACL brace.  

In the last issue, I quoted several studies that showed no benefit of brace use to prevent 

re-injury of the graft in the rehab stage. In spite of the science to the contrary, we still 

use braces post-op. The patients feel a little better jumping over our snow drifts during 

the winter months trying to get into physiotherapy! 

If you are going to use a brace make sure that it is one that you can apply a couple of 

weeks after surgery. The patient above is 2 weeks post-op and the tibial strap does not 

cross over the hamstring harvest incision. Fig 9.  

Cyclops Lesions 
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Fig 10 and 11. The Cyclops lesion of the torn ACL. (the hemorrhoid of the knee) 

Often after an ACL tear, the ligament will ball up at the front of the knee and act as a 

door jam to prevent extension. This mimics a bucket handle tear of the meniscus. You 

can see by the amount of hemorrhage in the lesion that it has been very painful for the 

physio the attempt to gain full extension. An MRI should be able to diagnose this lesion 

and eliminate the pain of attempting to regain full extension before surgery. I think that 

both the displaced bucket tear and this lesion can usually be dealt with at the time of 

ACL reconstruction. The only situation in which I might consider staging the 

reconstruction is when the patient presents with the knee jammed at 40* and is on 

crutches unable to weight bear.  
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Removal of a loose body from the posterior compartment of the knee. 

 

 

Figs 12 and 13. A loose body is visualized in the posteromedial compartment of the 

knee.  

These 2 x-rays show a loose body in the back of the knee. Every arthroscopist should 

be comfortable at placing the scope into the posterior compartments and making a 

secondary portal to remove these loose bodies.  

 

 

Fig 14. The grasper inserted into the posteromedial compartment.  

It is important to have access to the posterior compartment. If necessary we lower the 

end of the bed to have enough room to manipulate the instruments and remove the 

loose body.  

The arthroscope is placed in the anterolateral portal, and wiggled under the PCL with 

some valgus stress on the knee in 60* of knee flexion. This will usually allow the tip of 


