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Editorial

| have just returned from a 2 week visit to South America. It will be hard for me to give

up eating and drinking red wine with all my friends from around the world. | did manage

a |little recreation between the 2 meetings
all work. I am always amazed at the fact that after all this time | am still able to see

something that gets my attention, like the subcutaneous posterolateral reconstruction,

and the medial patellofemoral ligament reconstruction. (see descriptions below) Life is

one continuous learning curve.
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| arrived at about 3 pm and went directly to the hotel, showered and changed to give a
presentation on new concepts in ACL surgery. Unfortunately, it was the last talk in a
multi-ligament injury symposium and was a little out of sync with the other speakers who

spoke on multi-ligament injury management.

Thursday, May 08, 2008



| did a live surgical demo on a cadaver of meniscal suture repair and PCL trans-tibial
reconstruction in 25 minutes. The surgery was done at the anatomy department of the
university. The lab buildings were old, but adequate, and they had a good a-v team that
broadcast the procedures back to the Hilton hotel. There were no major glitches today

in the 3 procedures done by Buddy Savoie, Tom Sampson and myself.
The technique du jour for the transtibial PCL reconstruction is as follows.

The PCL Debridement



The remnant PCL is debrided from the femur through the anteromedial portal.

The tibial attachment of the PCL is removed using a rasp.



The tibial remnant is removed with a shaver inserted through a posteromedial portal.
The Tibial Tunnel

The tibial tunnel is created first to ensure that the posterior capsule remains distended

to allow visualization of the posterior aspect of the tibia.



The tibial tunnel guide wire is placed in the correct position using a guide with a depth

stop. This prevents overdrilling of the K-wire and injuring the popliteal artery.
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The position of the tibial tunnel must be 1 cm below the joint surface at the attachment
of the PCL on the tibia, as shown in this MRI.



The tip of the guide wire is prevented from penetrating with this cup device



The 11 mm drill is reamed up to the cortex with power, and the last portion is reamed by

hand to prevent over penetration.

The Femoral Tunnel



