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Minimal Access Therapy Training Unit (MATTU) 
Arthroscopy Skills Workbook 
 
 
Objectives for developing arthroscopic skills 

- Gain an understanding of positioning, set-up and portal placement 
for knee and shoulder arthroscopy 

- Familiarisation with common arthroscopic instruments 
- Develop triangulation skills through basic activities 
- Learn how to perform a systematic diagnostic knee arthroscopy 
- Learn how to perform a systematic diagnostic shoulder arthroscopy 
- Develop basic arthroscopic instrumentation skills 
- Develop skills in placing suture anchors 
- Develop skills in arthroscopic suture passage and knot tying 
- Develop skills applicable to meniscal resection and repair 

 
 
Section 1: Simulator Instructions 
Dry Knee Arthroscopy Model Instructions 
Dry Shoulder Arthroscopy Instructions 
 
 
Section 2: Skills 
Skill 1: Position, set-up and portal placement for knee arthroscopy 
Skill 2: Position, set-up and portal placement for shoulder arthroscopy 
Skill 3: Familiarisation with common arthroscopic instruments 
Skill 4: Diagnostic knee arthroscopy 
Skill 5: Removal of a loose body (knee) 
Skill 6: Meniscal resection 
Skill 7: Meniscal repair 
Skill 8: Diagnostic shoulder arthroscopy 
Skill 9: Removal of a loose body (Shoulder) 
Skill 10: Rotator cuff repair (side-side) 
Skill 11: Rotator cuff repair 
 
Section 3: Training Workbook 
 
 
 
 
 
 
 
 



How to use this workbook 
 
This workbook is intended to provide guidance and structure to enable you 
to independently develop and practice your arthroscopic skills at the 
MATTU. Before using the arthroscopic training equipment at the MATTU 
you will need to have completed a mandatory induction. Once completed, 
you will be able to book sessions with the training equipment to begin 
developing your skills. 
 
The current trauma & orthopaedic syllabus specifies that a trainee must be 
able to perform an arthroscopy competently (evidenced by 3x consultant 
validated PBAs at level 4 and 40 arthroscopic procedures logged at 
STS/STU/P by CCT. The syllabus does not specify which joints or 
procedures. 
 
The skills listed in this workbook are designed to give you a broad and 
basic foundation in the arthroscopic skills required to achieve the 
competencies expected for CCT. Training is most effective when skills 
learned in the MATTU are then used and consolidated in theatre. 
 
The most effective way to use the workbook is to start at Skill 1 and work 
your way through once competent at each skill. Training and simulated 
competency can be evidenced and validated through the use of WBAs 
(CEX or PBA specifically). You would of course need to approach a 
trainer/supervisor who can watch you performing or demonstrating the skill. 
 
You can copy and use the training checklist at the end of the workbook to 
keep track of your progress. 
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Knee 
 

Arthroscopy Moodel Instructions 

 



 
2. Perform diagnostic arthroscopy 

o As per skill 8 
o Identify the tear.  
o Use the probe or tissue grasper to inspect the tear, ensure 

the rest of the cuff is intact. 
 

3. Suturing 
o create anchor pilot holes in the greater tuberosity 

using the punch. 1st a few mm lateral from the 
edge of the cartilage. 2nd approximately 1.2 cm 
anterior from the first 

o pass the sutures through the torn cuff using 
sutureLasso + advance wire loop 

o Use grasper to pull wire loop out of the portal 
o Shuttle fibre wire through torn tissue with wire loop 
o Take a second bite through the torn tissue + shuttle 

suture through in same way 
o Load suture tails into SwiveLock islet 
o Apply appropriate suture tension before advancing 

the SwiveLock driver into the pre-drilled and tapped 
anchor hole in the humeral head 

o Release suture tails whilst advancing.  
o ‘Hold the square, turn the pear’ to advance until 2nd 

laser line is flush with bone 
o Release the stay suture + pull to release 
o Cut suture ends with suture cutter 
o Test the repair using the grasper 

 
4. Finish 

o Remove the arthroscope and cannula 
o Disassemble the arthroscopy model 
o Put away in arthroscopy cupboard 
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- A side support is placed at approximately the level of the tourniquet 
on the operative side (to support the knee in flexion and to allow 
the surgeon to apply a valgus force intraoperatively). 

- A sandbag may be required under the ipsilateral buttock to prevent 
external rotation of the hip 

- The arthroscopic stack and monitor are positioned on the 
contralateral side in the line of the surgeon’s direct vision (and 
outside of the laminar flow). 

- The anaesthetic machine is at the head end of the table and 
outside of the laminar flow 

- Suction, irrigation and tourniquet are positioned and connected in a 
way where they allow the surgeon enough length and do not act as 
an obstruction to the surgeon or operative staff. 

- Scopes, light leads, shavers and ablators are secured and stored 
towards the head end to allow the surgeon to move the limb around 
and avoid cables tangling.  

- Prep solution is usually dyed chlorhexidine. The foot is either 
wrapped with a stockinet and crepe (picture above) or prepped. 
The patient is usually draped using a extremity drape pack (as 
above) 

- The tourniquet is either inflated following elevation or 
exsanguination. 

- Knee arthroscopy itself can be performed standing or sitting. 
 
Portal sites and anatomy 
The two most commonly used port-sites for knee arthroscopy are the 
anterolateral and anteromedial portals. The anterolateral portal is normally 
used as the primary viewing portal. 
 
Anterolateral 

- With the knee in 45-90 degrees of flexion identify a ‘soft spot’ just 
superior to the joint line which is adjacent to the patella tendon. 

- Make a skin incision large enough for the trocar. This can be 
horizontal/oblique/longitudinal orientation dependent on surgeon 
preference. 

- Advance the scalpel blade towards the intercondylar notch 
(pointing upwards, away from the meniscus) to make an 
arthrotomy. Spread the arthrotomy to make space for the trocar. 

- Advance the scope cannula whilst extending the knee to advance it 
into the patellofemoral joint. 

- The main structures at risk of injury are the patella tendon, 
meniscus and intraarticular cartilage 
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This skill is less practical and more theoretical. However, it is important to 
get into the practice performing these steps before using the simulator. This 
skill may be better validated with a CBD rather than CEX or PBA. 
 
See also 
 
Video 1 at https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4040008 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

o Practice moving it from one location to another, then 
dropping it again 

 
15. Removal of foreign body 

o Remove foreign body by grasping tightly then removing the 
whole grasper. 

 
16. Finish 

o Remove the cannula 
o Disassemble the arthroscopy model 
o Put away in arthroscopy cupboard 
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- The arthroscopic stack and monitor are positioned on the 
contralateral side in the line of the surgeon’s direct vision (and 
outside of the laminar flow). 

- The anaesthetic machine is at the foot end of the table and outside 
of the laminar flow 

- Suction, irrigation and tourniquet are positioned and connected in a 
way where they allow the surgeon enough length and do not act as 
an obstruction to the surgeon or operative staff. 

- Scopes, light leads, shavers and ablators are secured and can be 
stowed on a mayo table to allow the surgeon to move the limb 
around and avoid cables tangling.  

- Prep solution is usually dyed chlorhexidine. The hand is usually 
wrapped with a stockinet and crepe. The patient is usually draped 
using a extremity drape pack. 

 
Portal sites and anatomy 
The three most commonly used port-sites for shoulder arthroscopy are the 
posterior, anterior and lateral portals. The posterior portal is normally used 
as the primary viewing portal and the anterior the primary instrumentation 
portal. 
 
Posterior 

- With the arm rested on the patient’s lap, mark out the coracoid, 
acromion, clavicle and scapular spine. Identify the point 2cm 
inferior and 1cm medial to the posterolateral corner of the 
acromion. 

- Make a skin incision large enough for the trocar. This can be 
horizontal/oblique/longitudinal orientation dependent on surgeon 
preference. 

- Advance the trocar directly anteriorly towards the tip of the coracoid 
to make an arthrotomy. The trocar will pass between infraspinatus 
(suprascapular nerve) and teres minor (axillary nerve) or pass 
through the substance of infraspinatus. 

-  Spread the arthrotomy to make space for the trocar. 
- The main structures at risk of injury are the axillary nerve (7cm 

below tip of acromium) and the suprascapular nerve (if too medial). 
 
Anterior 

- Identify the point lateral to the coracoid process and anterior to the 
AC joint. 

- This portal is usually placed under direct vision using a white 
hypodermic needle. 

- Once optimal portal position is achieved with the needle, make a 
skin incision large enough for the trocar. This can be 

 
Triang

-

-

-

Skill

9.

 
10

 

gulation 
Triangulation in
the instrument 
Triangulation s
instrument, allo
increasing the f
Separation of th
perception and
and the surgica
 

 Set up loose bo
o Remov
o Insert l

the MA

0. Portals 
o Create

2). 
o Lock a
o Create
o Insert p

nvolves the use of
and the arthrosco
eparates the arthr

owing the viewing 
field of view. 
he instruments fro
 permits independ

al instrument. 

ody 
ve outer shell of m
oose body – sma

ATTU set for this p

 posterior portal a

rthroscope into ca
 anterior portal 
probe 

 

f one or more inst
ope forming the ap
roscope from the 
arthroscope to be

om the arthroscop
dent movement of

model  
ll pieces of foam a

purpose. 

and insert arthrosc

annula and start fl

truments, the tip o
pex of a triangle. 
operating 

e enlarged and 

pe improves depth
f the arthroscope 

are included in 

cope (as per Skill 

luid flow 

of 

h 



Skill 9: R
 
Goals 

- U
- D
- D
 

Theory 
 
Loose bo

- L
o
s

- T
ra

- T
th

- T
c

- C
 

 
Removal 

- T
s
b

- O
e

 

Removal of a loos

Understand the ind
Develop triangulat
Develop grasper te

odies 
Loose bodies in th
or bone that move
synovium. They of
They can hinder th
ange of motion  

The loose bodies c
he size of a small 
The fragments can
causing osteoarthr
Causes include: in

of loose bodies 
This task uses the
shoulder joint and 
body and remove 
Occasionally loose
enlarged to accom

se body (Should

dications and ana
tion skills 
echnique 

he shoulder joint a
 freely around the
ften also occur in 
he joint moment b

can vary in size fr
pill) to a few cent

n lead to damage 
ritis. 

njury, osteoarthritis

e arthroscope to lo
then a grabber is
it from the joint.  
e bodies are very 

mmodate extricatio

der) 

atomy of loose bod

are small fragment
e shoulder in joint 
the subacromial s
y getting caught d

rom a few millimet
timetres (the size 
to the articular ca

s, inflammatory co

ocate a loose body
s used to ensnare 

large and the por
on. 

dy removal 

ts of cartilage 
fluid, or 

space. 
during the 

tres (such as 
of a 10p).   

artilage, 

onditions 

 

y within the 
the loose 

rtal has to be 

-

-

 
Latera

-
-

-

-
-

 

horizontal/obliq
preference. 
The trocar will p
pectoral nerves
The main struc
deltopectoral g
to tip of coraco

al 
Identify the poin
This portal is us
hypodermic ne
Once optimal p
skin incision lar
horizontal/obliq
preference. 
The trocar will p
This is usually 

que/longitudinal or

pass between pec
s) and deltoid (axi
ctures at risk of inj
roove) and the mu
id). 

nt 1-2 cm distal to
sually placed und
edle. 

portal position is a
rge enough for the

que/longitudinal or

pass through the 
used to perform a

  

rientation depende

ctoralis major (me
llary nerve). 
ury are the cepha
usculoskeletal ne

o the lateral edge 
er direct vision us

chieved with the n
e trocar. This can 
rientation depende

deltoid (axillary ne
a subacromial dec

 

ent on surgeon 

edial and lateral 

alic vein (in 
rve (2-8cm distal 

of the acromium 
sing a white 

needle, make a 
be 

ent on surgeon 

erve). 
compression 



Skill 
1) When setting up the shoulder arthroscopy simulator, visualise and 

verbalise the theatre set up and positioning. Visualise where you, 
the patient and the equipment would be. 

2) Run through the steps of patient positioning, prepping and draping 
3) Before placing the camera into the simulator, run through the steps 

of creating the posterior and anterior portals considering the 
structures at risk 

4) With the camera in the posterior portal, run through the steps of 
inserting a hypodermic needle into the anterior portal. Adjust the 
needle position until you have achieved optimum position. 

5) Place the camera into each of the three common portals and 
identify structures that can be visualised. 

 
This skill is less practical and more theoretical. However, it is important to 
get into the practice performing these steps before using the simulator. This 
skill may be better validated with a CBD rather than CEX or PBA. 
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Skill 8: Diagnostic Shoulder Arthroscopy 
 
Goals 

- Learn a structured, step-by-step approach to diagnostic shoulder 
arthroscopy 

- Develop techniques for accessing each structure. 
- Use the probe to inspect structures. 
 

Theory 
 
Indications: 

- Diagnostic surgery 
- Loose body removal 
- Rotator cuff repair or debridement 
- Labral/SLAP and instability repair 
- Subacromial decompression 
- AC joint pathology 
- Distal clavicle resection 
- Release of suprascapular nerve entrapment 
- Release of scar tissue/contractures 
- Synovectomy 
- Biceps tenotomy/tenodesis 

 

Skill 

1. Portals 
o Create a posterior portal and insert arthroscope (as per Skill 2). 
o Lock arthroscope into cannula and start fluid flow 
o Create anterior portal – an arthroscopic probe can be inserted 

to allow for examination of structures. 
 

2. Rotator interval (formed by biceps tendon, superior edge of 
subscapularis, and glenoid) 
o Once the rotator cuff interval is visualised, examine the 

superior labrum and biceps anchor for tears, instability and 
unstable SLAP lesions 

Contro
-

 

 
Probe

-

 
 

ol Boxes 
Most motorized
implement is pl

es 
A basic instrum
 

d tools will have a 
lugged in, and als

ment that allows a 

 

control box wher
so some settings w

sense of touch 

re the handheld 
will be changed. 

 

 



Graspers
- U

 

 
Cutters  

- C
 

 
 

s 
Used to grasp loos

Can be used to cu

se bodies, as well

ut tissue, as well a

 

l as mobilise tissu

as suture material

ue 

 

 

5. Finish 
o Turn th

cannula
o This al

that the
o Remov

model
o Put aw

he water off and re
a in the knee. 
lows any arthrosc
e patient will have
ve the cannula an

way in arthroscopy

emove the arthros

copic fluid to drain
e a faster recovery
d Disassemble th

y cupboard 

scope, leaving the

n out of the joint so
y.  
e arthroscopy 

 

e 

o 



 
 

Motor
 

 
-
-
-

-

-

 
Radio

-

-

-

-

ised Shavers 

Allow removal o
Disposable and
“Aggressivenes
hand. 
Different oscilla
attachment. 
Principles of us
brush the mate
results. 

frequency Device
Use radiofrequ
tissues – cuttin
The cutting mo
which heats the
destroyed, seve
The coagulatio
mode, deliverin
without being s
Can be used fo
meniscal edge 
tissue off bone,
condyle in ACL

of unwanted mate
d available in a va
ss” of blades shou

ating speeds can b

se: see the shaver
erial you are shavi

es 
ency (RF) energy
g and coag mode
de delivers a con
e tissue so strong
ering the tissue. 
n mode delivers h

ng a lower energy 
severed. 
or shrinking synov
or cartilage edge 
, for example whe

L surgery. 

erial in the joint 
ariety of sizes and
uld be determined

be utilised depend

r, and what is bein
ng. Direct contact

y to deliver therma
e. 
tinuous high-frequ
ly that the cells ar

high-frequency cu
such that the tiss

vial tissue, smooth
with fibrillations, 

en preparing the la

 

 shapes 
d based on task at

ding on tissue and

ng shaved. Rub o
t yields the best 

al ablation to 

uency current, 
re explosively 

rrent in pulsed 
sue dries out 

hing out a rough 
and dissecting 
ateral femoral 

t 

d 

or 



 

 
Skill 
 

1) P
c

2) S
m

3) Id
a

4) S
s

 
 
This skill 
get into th
skill may 
 
 
 
 

Practise setting up
connecting all com
Set up a cannulae
models, set up a fl
dentify the differe
about what tool wo
Set up a motorized
switch and setting 

is less practical a
he practice perfor
be better validate

p the arthroscopic
mponents together
e and pump system
low loop from pum
nt hand tools ava
ould be useful for 
d shaver and cont
different oscillatin

and more theoretic
rming these steps 
ed with a CBD rath

 

 stack and arthros
r and switching th
m. Using one of th
mp to suction. 
ilable in the MATT
what skill? 
trol box. Practise 
ng speeds. 

cal. However, it is
before using the 

her than CEX or P

 

scope, 
em on.  
he knee trainer 

TU. Think 

using the hand 

 important to 
simulator. This 

PBA. 

 

 
 

 



 
3. P

 
4. S

 

o Create ant
o Insert prob

Perform diagnostic
o As per ski
o Identify the
o Use the pr

structures 

Suturing 

teromedial portal 
be 

c arthroscopy 
ll 4 
e tear.  
robe to inspect the
are intact. 

e tear, ensure othher meniscal 

 

Skill 4: Diagnostic knee arthroscopy 

Goals 

- Learn a structured, step-by-step approach to diagnostic knee 
arthroscopy 

- Develop techniques for accessing each compartment. 
- Use the probe to inspect structures. 
 

Theory 
 
Indications: 

- Meniscal tear – for repair or resection 
- Anterior and posterior cruciate ligament tears – for reconstruction 
- Loose bodies – for removal 
- Osteochondritis dissecans 
- Septic arthritis – for debridement and washout 
- Inflammatory arthritis – for assessment of the joint and occasionally 

synovectomy 
- Osteoarthritis – for assessment, resection of degenerate tears of 

the meniscus and a washout 
- Diagnosis of unexplained knee pain; also offers the possibility of 

obtaining a synovial biopsy 
- Tibial plateau fractures; allows intraoperative assessment of the 

articular surface while fixing these difficult fractures  
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2. Portals 

o Create anterolateral portal and insert arthroscope (as per 
Skill 1). 

o Lock arthroscope into cannula and start fluid flow 
o Create anteromedial portal 
o Insert probe 

 
3. Perform diagnostic arthroscopy 

o As per skill 4 
o Identify the tear.  
o Use the probe to inspect the tear, ensure other meniscal 

structures are intact. 
 

4. Cutter 
o Replace probe with cutters 
o Use cutter to resect the loose section of tear to debride 

down to a stable base 
 

5. Shaver 
o Replace cutter with shaver 
o Set level of suction applied through the shaver to low 
o Set the shaver to … oscillations 
o Apply the shaver to the edges of the defect to create a 

smooth edge 
o Remove the shaver once done 

 
6. Finish 

o Turn the water off and remove the arthroscope, leaving the 
cannula in the knee. 

o This allows any arthroscopic fluid to drain out of the joint so 
that the patient will have a faster recovery.  

o Remove the cannula 
o Disassemble the arthroscopy model 
o Put away in arthroscopy cupboard 
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8. Finish 
o Turn the water off and remove the arthroscope, leaving the 

cannula in the knee. 
o This allows any arthroscopic fluid to drain out of the joint so 

that the patient will have a faster recovery.  
o Remove the cannula 
o Disassemble the arthroscopy model 
o Put away in arthroscopy cupboard 
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o Insert loose body – small pieces of foam are included in 
the MATTU set for this purpose. 

 
2. Portals 

o Create anterolateral portal and insert arthroscope (as per 
Skill 1). 

o Lock arthroscope into cannula and start fluid flow 
o Create anteromedial portal 
o Insert probe 

 
3. Perform diagnostic arthroscopy 

o As per skill 4 
o Identify the number, size and shape of loose bodies.  
o Use the probe to inspect structures to identify a defect from 

which the loose body could have detached 
 

4. Grasper 
o Locate the grasper from the set and ensure it will open and 

close properly before it is inserted into the joint. 
o Either swap the probe for the grasper, or (if you have an 

assistant) create a superomedial portal and insert the 
grasper in addition to the probe. 

o Practice opening and closing the grasper 
 

5. Triangulation 
o To begin triangulation, the arthroscope should be at a 

distance from the area to be probed to give a wide field of 
vision.  

o When the instrument is located, the scope and instrument 
are advanced together toward the intended area, reducing 
the field of vision while increasing the magnification. 

o If the surgeon becomes disoriented and has difficulty in 
triangulation, the accessory instrument may be brought into 
the joint to contact the sheath of the arthroscope. By sliding 
the instrument down the sheath to the arthroscope tip, the 
surgeon may bring the instrument into the field of vision. 

  

 
6.

 
7.

 
8.

 Moving foreign 
o Pick up
o Practic

droppin

 Removal of fore
o Remov

whole g

 Finish 
o Turn th

cannula
o This al

that the
o Remov
o Disass
o Put aw

body 
p the foreign body
ce moving it from o
ng it again 

eign body 
ve foreign body by
grasper. 

he water off and re
a in the knee. 
lows any arthrosc
e patient will have
ve the cannula 
emble the arthros

way in arthroscopy

y with the grasper
one compartment

y grasping tightly t

emove the arthros

copic fluid to drain
e a faster recovery

scopy model 
y cupboard 

 

 

t to the next, then 

then removing the

scope, leaving the

n out of the joint so
y.  

e 

e 

o 


