
Developed in conjunction with
John Garrett, M.D., in Atlanta,
G e o rgia, this technique is 
f u rther described in the latest
s u rgical technique v i d e o
(VHS-1053) or CD ROM
(VCD-1053) by Dr. Garre t t
featuring hamstring Tr a n s F i x
II ACL re c o n s t ruction u t i l i z i n g
the Bio-TransFix implant. Call
an Art h rex Customer Serv i c e
re p resentative to ord e r.

Simplified Modular Joint Distractor

The Modular Joint Distractor and STaR Sleeve provide a 
simple method to
apply traction to the
upper extre m i t i e s
during open and
a rt h roscopic shoulder
p ro c e d u res with 
the patient in the 
lateral decubitus 
p o s i t i o n .

The universal
clamp allows multiple
planes of adjustment
for the upper boom
to control abduction
and forw a rd flexion
of the arm. Traction weights that control arm position are
hung off the single-pulley traction cable and can be adjusted
away from the operative field. This distractor also easily
attaches to a stand a rd O.R. table Clark Rail to provide a
s e c u re anchoring p o i n t .

The single-pulley distractor may also be utilized for elbow
a rt h roscopy in the supine position.  

HTO Bone Graft Harvest Te c h n i q u e s

As described by Robert Burks, M.D., Salt Lake City, Utah, in
A rt h roscopy: The Journal of Art h roscopic and Related
S u rg e ry, Vol. 17, No. 6 (July-August, 2001), obtaining intraar-
ticular bone graft art h roscopically with a modified OAT S
H a rvester is a safe and simple way to obtain an autogenous
bone graft in HTO, revision ligament surg e ry, OCD repair or
ORIF of fractures around the knee.

To avoid the morbidity of an iliac crest bone harvest, an
autogenous bone graft may be obtained with an AIT Tu b e
H a rvester used art h roscopically to extract autogenous bone
f rom the i n t e rcondylar notch and fill the defect created in
the tibia during an opening wedge osteotomy or other 
p ro c e d u re .

F e a t u r i n g : James P. Bradley, M.D., Univ. of Pitt., Pittsburgh, PA 

Q.  What diagnostic criteria (physical exam, MR and 
a rt h ro s c o pic findings) do you consider leading to the 
decision to art h roscopically repair a partial thickness 
rotator cuff tear?

A.  Ty p i c a l l y, patients with a PA S TA (Partial Articular Side
Tendon Avulsion) Lesion complain of activity-related pain or 
fatigue with overhead activities and little or/no night pain. 
Physical examination demonstrates tenderness at the 
supraspinatus insertion, positive flexion adduction internal 
rotation test, and pain at 90° of abduction with resistance 
which improves with empty can-testing (scaption). 
Radiographs are usually normal, but sometimes exhibit small 
cysts in the greater tubero s i t y. MR Art h rograms, especially 
the ABER view, are particularly helpful in determining the 
location and extent of the lesion. 

A rt h roscopic findings of a tear that is equal to 50% of the 
supraspinatus footprint, which is symptomatic, should be 
c o n s i d e red for re p a i r. The parameter I use is a tear of 6 mm 
o ff the greater tuberosity which is based on Alan Curt i s ’s 
study showing the average width of the supraspinatus foot
print to be between 12-24 mm. Controversy exists with 
whether the intact section of the cuff should be taken down 
prior to repair or use a trans-tendon repair without taking it 
down. I prefer a trans-tendon re p a i r.

Q.  What surgical steps, portals, instrumentation and 
implants do you use in the re p a i r ?

A.  Generally, I initially perf o rm an SAD (Art h ro s c o p i c
S u b a c romial Decompression) with bursectomy, then 
visualize the tear from within the glenohumeral joint, 
place a spinal needle to localize the correct attack-angle of 
45° to the footprint and make a small noncannulated working 
p o rtal. Utilizing the 5 mm Bio-Corkscrew system, a 
punch is used trans-tendon to create a pilot hole, which is 
tapped and a double loaded anchor is positioned, while 
viewing up from the articular side. Through the working 
p o rtal the cuff is pierced with a Penetrator or 22° BirdBeak 
and the sutures retrieved, one medially and one more 
laterally (repeat with another anchor, if necessary). Switch 
the scope to the subacromial space and retrieve the paired 
s u t u res through an 8.25 mm threaded cannula in the 
routine mid/lateral portal and tie on the top of the cuff. 
Then re i n s e rt the scope into the joint to evaluate the security
of the re p a i r.

Q.  What is your post operative treatment protocol 
following the pro c e d u re ?

A.  Postoperatively, patients are treated as if they had a formal 
full-thickness art h roscopic rotator cuff re p a i r. Initially, a sling 
is used and PROM for four weeks, then gradual AAROMs 
until two months. Formal strengthening begins at eight 
weeks with re t u rn to activity between three to four months, 
depending on desired activity and intensity.
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C o r k s c rew Suture L a s s oa n dC r a b C l a wKnot Pusher/Suture Retriever

The new Corkscrew SutureLasso in right and left curves allow the ability to pass suture in the lower regions of the shoulder joint as 
well as hard to reach areas in the rotator cuff. Suture exchange through tissue with the fine Nitinol wire loop of the SutureLasso is 
c a rried out to complete the stitch. The CrabClaw is the next generation knot pusher that incorporates an opening jaw design to save
time and eff o rt during knot tying by eliminating the "fiddle factor" associated with current closed single-hole knot pushers.

The Spear Guide is removed leaving the suture
strands. With a Crochet Hook, the suture
strands are separated by pulling the closest limb
to the lateral tissue out the superior anterior
c a n n u l a .

The left or right Corkscrew SutureLasso is
passed through the lower cannula with the tip
passing through the labrum below the anchor
p o s i t i o n .

The Nitinol wire loop of the SutureLasso is p u s h e d
into the joint and pulled through the anterior superior
cannula using a Suture Retriever or Crochet Hook.
The suture limb of the anchor is placed into the
Nitinol wire loop. The suture is then passed thro u g h
the labrum and out the lower cannula.

The labrum is advanced to the anchor and bone and
knots are tightened with the CrabClaw Knot Pusher.
The CrabClaw jaws open to allow faster and easier
advancement of half hitches. The FiberWi re Suture
Cutter precisely cuts the suture leaving 3 mm tails.

The Spear Guide is placed through the inferior
cannula with the dovetail tip positioned on the
glenoid rim. The Bio-Suture Tak implant is
advanced through the guide until the laser line
is flush to the bone, countersunk 2 mm in bone. 

AIT Tube Harvester for intraarticular bone graft harvest

C r a b C l awC o r k s c r ew SutureLasso

Final Fixation w/Bio-Tr a n s Fix and Delta Screw 




