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Editorials

Arthroscopic Surgery

Diagnostic arthroscopy of the knee was described in 19181 but did not become
popular. The first arthroscopic meniscectomy was performed by Watanabe in
19622 but passed almost unnoticed. The full potential of arthroscopy was realized
by the late seventies and early eighties when the initial results of arthroscopic
surgery were published':' and in the past decade the traditional teaching of knee
surgery has been overtumed, the text books have been rewritten and arthroscopy of
the knee has become one of the most commonly performed of all surgical
procedures.

The technique has enormous advantages for patients as well as the community.
Meniscectomy, removal of loose bodies, synovectomy and joint debridement can
all be performed through puncture incisions under arthroscopic control. Only joint
replacement, patellectomy and ligament reconstruction still require arthrotomy.
Diagnostic accuracy approaches 100%, the operations are precise and patients
leave hospital within 24 hours. They can return to light work within five days and
to heavy work within ten days. Therefore, it is only a matter of time before this type
of practice becomes commonplace.

A number of hard lessons were learned during the development of arthroscopic
surgery and Indian orthopaedic surgeons are in the fortunate position of being able
to learn from the mistakes made by their counterparts abroad. The technique is now
well established in several centres in India and the Indian Arthroscopy Association
is very active in encouraging and promoting high standards of practice. The
prospect is exciting, but problems exist.

Firstly, if an operation does not work when done through an arthrotomy it will
not be more successful if done with an arthroscope. This point is illustrated by the
experience of prosthetic replacement of the anterior cruciate ligament. The first
failed anterior cruciate ligament prosthesis was reported over 70 years ago and
numerous unsuccessful prostheses have been introduced and discarded since then.
It is not difficult to insert and fix a prosthetic cruciate ligament by arthroscopic
surgery but there is no p4blished evidence to show that the knee remains stable for
much more than a year.) Despite this, anterior ,cruciate prostheses are still being
inserted by uncritical so/geons eager to perform arthroscopic surgery.

Secondly, there is-atemptation to do everything with the arthroscope just for the
sake of doing it. This is unsound, particularly when the pathology lies outside the
joint. Tragedies have been reported because surgeons relied so heavily on the
arthroscope that no preoperative radiograph was taken.

Thirdly, arthroscopy is not a panacea or 'miracle' surgery and is of limited value
in many conditions, including osteoarthritis. Joints can be debrided, loose bodies or
osteophytes removed and damaged menisci trimmed but the arthroscope cannot
cure degenerative joint disease. Arthroscopic lavage and debridement will produce
a useful improvement in symptoms and function in about 75% of knees with early
osteoarthritis and is especially helpful in countries where' nearly full flexion is
needed for activities of daily living.' The procedure is likely to fail if there is a
varus or valgus deformity and extensive radiological change.

Finally, a great deal of damage can be inflicted through two small incisions and
the technique is difficult to learn. It is far better to do a good operation through an
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open incision than a bad one with an arthroscope but not all surgeons have the
humility to abandon the arthroscopic procedure and open the joint.

Arthroscopic surgery need not be expensive but great pressure is applied by
instrument companies to purchase large amounts of costly equipment. Television is
useful for teaching but a luxury elsewhere and is no more essential for arthroscopy
than for sigmoidoscopy or any other endoscopic procedure. Powered instruments
are expensive, slow, unnecessary and do not overcome shortcomings of the surgical
technique. Complications of arthroscopic surgery can be spectacular and I am
aware of at least one popliteal artery having been divided in India with a powered
instrument as an out-patient procedure. Hand instruments are much less costly and,
when correctly used, are safer and quicker. Arthroscopic surgery need be no more
expensive or 'equipment intensive' than cystoscopy or laparoscopy.

I have no doubt that Indian orthopaedic surgeons will appreciate arthroscopic
surgery for its practical advantages and apply it to their own clinical circumstances.
Mechanical derangements of the knee will be managed as they are elsewhere but
much work has yet to be done on the treatment of septic arthritis and tuberculosis.
There are reports that prompt arthroscopic debridement is valuable in the manage-
ment of septic arthritis and allows a thorough irrigation of the joint with the
breakdown of loculi and removal of debris." There is little literature on the
management of tuberculosis and the role of arthroscopic synovectomy in this
condition has still to be established. The arthroscope is also· useful in restoring full
flexion of the knee=-essential in some countries but less so in the West.

Arthroscopic surgery is now being applied to the shoulder, elbow, ankle, hip,
wrist, interphalangeal joints and the intervertebral discs. Its role in these joints has
yet to be defined but seems likely to have much less impact than in the knee.

Arthroscopic surgery is one facet of the endoscopic revolution which is sweep-
ing through surgery and which many believe is an advance as great as the Listerian
antiseptic principle. It has brought great benefits but it has also brought commer-
cialism, complications and perhaps even a touch of charlatanry.
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The Trade in Human Organs

Kidney transplantation is now practised in many hospitals in India. In fact, it has
become a cottage industry, with the operation being done in many small nursing
homes. In the absence of a central registry of transplants the total number of such
procedures done in the country is not known. However, the general opinion of
workers in the field as well as the informed lay public is that kidneys bought from
live unrelated donors are being used more frequently than those gifted by related
donors. Is this 'trade in human organs' unethical?


