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Knee Arthroscopy in the Obese: A Case Report

Seung-Hoon Baek, M.D., Shin-Keun Kim, M.D.

Department of Orthopaedic Surgery, School of Medicine, Catholic University of Daegu, Korea

Scvcral reports have described the increased perioperative risks as well as surgical techniques for performing various procedures in
obese patients. However. few reports have addressed the effects of obesity on routine arthroscopic procedures known to be common
and safc. Describing the case of a partial meniscectomy performed in a 17-year-old male with a body weight of 120 kg, we review
literatures published to the present and provide technical problems and possible complications that can occur when performing rou-

tine knee arthroscopy in bariatric patients.
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The proportion of the Korean population that is
obese increased from 2.3% in 1998 to 4.1% in 2007 and
the Korea Ministry for Ilealth, Welfare and Family
Affairs cxpects this proportion to continue to
increasc”. Several reports have described the
increascd perioperative risks as well as surgical tech—
niques for performing various procedures in obesc
patientg!®**1214719 - Hoywever, few reports have
addressed the effects of obesily on routine arthro-
scopic procedures'™'". Describing Lhe case of a partial
meniscectomy performed in a 17-vear—old male with
a body weight of 120 kg, we review literatures pub—
lished to the present and provide technical problems
and possible complications that can occur when per—

[orming routine knee arthroscopy in bariatric patients.
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Case Report
1. Clinical and radiographic description

A 17-year—old male presented with right knece pain
after a decelcration injury incurred during a socccr
game one month prior to his visit. The patient was
177 cm tall and weighed 120 kg (body mass index
38.3 kg/m?) withoul comorbid medical conditions.
His weight made the physical examination difficult
to perform and it ultimately proved uninformative
with the exception of a positive squat test. Magnetic
resonance imaging (MRI} demonstrated a radial tear
in the lateral meniscus (Fig. 1}. Preoperative protocol
included weight reduction belore surgery, with a
continued program of wcight reduction and rehabili-
tation alter surgery.

2. Surgical Description and Progress

v

The paticnt received general anesthesia after fail-
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ure of spinal ancsthesia. Although it was tight, cir—
cumferential leg holder was used with padding (or a
better conirol over the knee and a 42 inch extra-
wide tourniquet cufl was inflated up to 350 mmHg.
Patella which was readily palpated was outlined with
a sterile marker and identification of other bony
landmarks was confusing. Knee arthroscopy was

performed using a 30" angled, 4 mm diameter

arthroscope wilh a working length of 170 mm.
Placement of anterolateral portal was too proximal
because of difficulty in identifying joint line and
anteromedial portal was made under direct visual-
izaltion through errant anterolateral portal. Before
making the anteromedial portal, we used an 18 gauge
spinal needle to confirm a trajectory parallel to the

tibial plateau. An adequate anterolateral portal was
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Fig. 1. Preoperative MR shows a radial tear (arrows) in the lateral meniscus on sagittal (A) and coronal views (B).

Fig. 2. Arthroscopic findings demonstrate fibrillation on the patellar cartilage (A) and lateral meniscus beflore (B) and after (C) par-

tial meniscectomy. After meniscectomy, iatrogenic chondral damage was detected on the lateral femoral condyle (D).



established alternatively using same technigue
through the anleromedial portal.

A posteromedial portal was made for thorough
cvaluation of medial meniscus in this patient with
tight medial compartment. Arthroscopic [indings
included fibrillation on the patellar surface and a
radial tear in the middle of the lateral meniscus. We
performed a partial meniscectomy with the assis-—
tance of finger pressure over the lateral joint line and
latrogenic cartilage damage was detected after the
procedure {Fig. 2). The procedure duration included
40 minutes to induce ancsthesia and 45 minutes to
complete surgery, which was about 40 minutes longer
than the average duration of routine meniscectomies.
We performed a routine postoperative protocol and
the patient was discharged uneventtully.

Discussion

According to the World Health Organization, obe—
sily 13 defined as body mass index (BM1) more than
30 kg/m* ', Obesity itself can impair pulmonary
[unction and increase the incidences of comorbidities
such as hypertension, diabetes, hyperlipidemia and
decreased antithrombin III level, which in turn con-
tribute to stroke and myocardial infarction’ %4,
Also, there have been many reports of surgical com—
plications and morbidilies in bariatric patients:
longer operation timc®? large incisions™™, wound
problems including infection™™'¥, excessive blood

6.8 9,1210.15)

loss . prolonged hospitalization*® and higher

rates of pulmonary atelectasis™™

, thromboembolic
events™, prosthetic loosening and implant failure',
16 1han in patients of normal body weight. However,
few reports have addressed the effects of obesily on
routine knce arthrascopy' .

Obese paticnts may necessilale additional cfforts
during prcoperative evaluation and arthroscopic
procedures, cven for experienced arlhroscopic sur—
geons

111

. The inherent difficulties of performing reli~
able physical examinations in obese palients forces
clinicians to rely on MRI more often than for patients
of normal body weight, Spinal anesthesia is often
ineffective and converted to general anesthesia.
Regular—sized surgical tables may not accommodale
obese patients, requiring the use of adjacent surgical
tables placed side by side, When extra-wide tourni~
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quets will not sullice for adequale compression Ln
ohese patients, two must be taped together. On occa~
sion, the patient’s thigh is so large that the use of a
lateral post must be considered mstead of a circum-—
ferential leg holder. The placement of portals may be
complicated by eccentric distributions of fat tissue
and difficulty 1n palpating bony landmarks.
Sometimes, the patella is the only palpable structure.
Addilional portals may be necessary due to leg hold—
er ineffectiveness or crrant portals. Surgecons must
anlicipate prolonged operation times and complica-
tions such as spinal anesthesia headache, throm-—
boembolic events and prolonged portal drainage.
Even if their jobs are not physically demanding,
obesc patients may experience delayved return to
work or daily activity and worse outcomes related to
quality of life than those of normal weight after
arthroscopic procedures'™.

In conclusion, arthroscopic surgeons must consider
additional technical problems and unexpected surgi—
cal complications when performing procedures in
Lhese obese patients.

REFERENCES

1} Berg EE: Knee joint arthroscopy in the morbidly obese,
Arthroscopy, 14:321-324, 1998,

2} Byers T: Body-mass index and mortality. N Engl J Med,
342:286-287, 2000.

3) Choban PS, Weireter L}, Jr. and Maynes C: Obcsity
and increcased mortality in blunt trauma. J Trauma,
31:1253-1257, 1991,

4) Epstein AM, Read JL and Hoefer M: The refation of
body weight to tength of stay and charges for hospital ser-
vices for patients undergoing elective surgery: a study of
two procedures. Am J Public Health, 77:993-997, 1987,

5} Harrison MM, Morrell J and Hopman WM: Influence

of obcsity on outcome after knce arthroscopy. Arthroscopy,

20:691-695, 2004,

Jiganti JJ, Goldstein WM and Williams CS: A compari-

son of the perioperative morbidity in total joint arthroplas-

6

ty in the obese and nonobese patient. Clin Orthop Relar
Res, 175-179, 1993,

7) Korea Ministry for Health, Welfare and Family Affairs:

2007 Korea National Health and Nutrition Examination
Survey. pp. 56-57. Edited, 56-57, Korea Centers for
Disease Controf and Prevenrion, 2000,

8) Lehman DE, Capello WN and Feinberg JR: Total hip
arthroplasty without cement in obesc patients. A minimum

—31 —



CHEFEZREIR] A 143 W1 2 2010

two-year ¢linical and radiographic follow-up study. J Bone

foint Surg Am, 76:854-862, 1994,

Linner JH: A summary of 24 ycars’ experience with

surgery for morbid obesity. Am J Clin Nutr, 33:504-505,

1980,

Manson JE, Willett WC, Stampfer MJ, et al.: Body

weight and meortality among women. N Engl J Med,

333:677-685, 1995,

1) Martinez A and Hechtman KS: Arthroscopic technique
for the knee in morbidly obese patients. Arthroscopy,
18:E13,2002.

12) McKee MD and Waddell JP: Intramedullary nailing of

temoral fractures in morbidly obese patients. J Trauma,

36:208-210, 1994,

National Institutes of Health Consensus Development

Conference Statement: Health implications of obesity.

Ann Intern Med, 103:147-151, 1985.

9

—

10

—

13

—

14) Parvizi J, Trousdale RT and Sarr MG: Total joint
arthroplasty in patients surgically treated for morbid obesi-
ty. J Arthroplasty, 15:1003-1008, 2000.

15) Pasulka PS, Bistrian BR, Benotti PN and Blackburn
GL: The risks of surgery in obese patients. Ann Intern
Med, 104:540-546, 1986.

16) Pritchett JW and Bortel DT: Knee replacement in mor-
bidly obese women. Surg Gynecol Obster, Y13:119-122,
1991.

17) Sherman OH, Fox JM, Snyder 8], et al.: Arthroscopy-
“no-problem surgery”. An analysis of complications in
two thousand six hundred and forty cases. J Bone Joint
Surg Am, 68:256-265, 1986.

18) World Health Organization: Obesity: preventing and
managing the global epidemic. Report of a WHO consul-
tation. World Health Orgun Tech Rep Ser, 894:i-xii, 1-
253, 2000.

= =

H| ZHEERIORA) 7 =N 879 571”8
e FEo EH3FEI'.E71 o §l= 4¥oioh MXIE2
PR, @AMX| 2UE 2EES
7000 CiEt MR E A5t K BICE

421 EH: ST, HITH BEP S, VMU S AAE

B U ST ABYO OfE HIE
2 HF 120k02) 1741 HRHEIRIOIN HIBIA S REFHSE NE
TEEIT HIDIEAEA ST WHFS AWA RYB 4 U BEST RN 2

2 Aol vigto| 2EAH Algol o




