
 

Sports Medicine and Orthopedic Surgery 

Knee Arthroscopy Pre-Operative Packet 

Dr. Paul Novakovich MD 

 

Knee arthroscopy is a surgical procedure that allows doctors to view the knee joint without making 

a large incision (cut) through the skin and other soft tissues. Arthroscopy is used to diagnose and 

treat a wide range of knee problems. In fact, this is one of the most common procedures performed 

by orthopedic surgeons.  

During knee arthroscopy, a small camera, called an arthroscope, is inserted into your knee joint. 

The camera displays pictures on a video monitor, and these images are used to guide miniature 

surgical instruments throughout the knee.   

Because the arthroscope and surgical instruments are thin, minimally invasive techniques 

including small incisions can be used.  This results in less pain for patients, less joint stiffness, and 

often shortens the time it takes to recover and return to favorite activities.  

 

                                                                                                                                                                                                           

                     

 

 



ANATOMY: 

The bones that make up the knee include the lower end of the femur (thighbone), the upper end of 

the tibia (shinbone), and the patella (kneecap).  

 

 

 

Important structures that make up the knee joint include: 

• Articular cartilage. The ends of the femur and tibia, and the back of the patella are 

covered with articular cartilage. This slippery substance helps your knee bones glide 

smoothly across each other as you bend or straighten your leg. Think of it like a coating of 

Teflon on the end of your bones.  This structure can be injured acutely (ie. an injury) or 

may wear down over time.  The gradual wear and tear of the cartilage is known as 

arthritis.   

                   

 



• Synovium. The knee joint is surrounded by a thin lining called synovium. This lining 

releases a fluid that lubricates the cartilage and reduces friction during movement.  

Increased fluid in the knee occurs for many reasons, including injury, inflammation, and 

certain types of arthritis.   

• Meniscus. Two wedge-shaped pieces of meniscal cartilage act as "shock absorbers" 

between your femur and tibia. Different from articular cartilage, the meniscus is tough and 

rubbery to help cushion and stabilize the joint. It is often injured acutely during activities 

that involve cutting or pivoting.  When torn, it can lead to pain along the knee joint area, 

swelling, and locking/catching of the knee.  Some tears are also the result of ageing and 

wear.  These tears tend to be associated with arthritis and occur gradually over time.  

Treatment of tears is based upon the type of tear, the size of the tear, and the symptoms that 

you have.   

            

            In addition, the meniscus has a very poor blood supply.  Only the outer edge of the 

meniscus has any blood flow to it.  This is VERY important in terms of treatment for your tear.  

NOT ALL MENISCUS TEARS ARE FIXABLE!  IF your tear is in an area that receives good 

blood flow, I will generally make an attempt to fix it, however if the tear is in a no blood zone, it 

generally will need to be trimmed out.  This is called a resection or menisectomy 

 

 



• Ligaments. Bones are connected to other bones by ligaments. The four main ligaments in 

your knee act like strong ropes to hold the bones together and keep your knee stable.  

These include the ACL, PCL, LCL, and MCL.  Treatment for injuries to these ligaments is 

beyond the scope of this handout. 

• Patella:  The patella (kneecap) is a small bone that sits on the front part of the knee.  It 

has many ligaments and tendons that attach to it making it a very mobile bone.  

Sometimes, these ligaments and tendons can change the normal motion of the kneecap and 

lead to problems with motion and function of the knee.  Normally, the patella sits in a 

groove that supports it. If certain structures are too loose or too tight, it can lead to 

mal-tracking of the knee cap and cartilage wear.   

 

 

When is Surgery Recommended? 

If you have a painful condition that does not respond to nonsurgical treatment or is deemed 

surgically necessary, we may consider an arthroscopy. Nonsurgical treatment includes rest, 

physical therapy, and medications or injections that can reduce inflammation.  

Knee arthroscopy may relieve painful symptoms of many problems that damage the cartilage 

surfaces and other soft tissues surrounding the joint.  

Common arthroscopic procedures for the knee include: 

Removal or repair of a torn meniscus 

Reconstruction of a torn anterior cruciate ligament 

Removal of inflamed synovial tissue 

Trimming of damaged articular cartilage 

Removal of loose fragments of bone or cartilage 

Treatment of patella (kneecap) problems 



Day of Surgery: 

 

Nothing to eat or drink beginning midnight the day before surgery 

Have someone with you to drive you home afterwards 

Notify our office if you have developed any recent infections or changes in your medical 

conditions.  This could lead to delay or cancellation of your surgery! 

Wear lose, comfortable clothing that will fit over your bandages and your brace 

If you have a brace, bring it with you as we will place you in the brace immediately post-op 

We will also place you in to a cooling device post operatively 

Your follow up appointment will be 1-2 days after surgery 

Leave dressing in place until your follow up appointment 

 

 

Knee arthroscopy surgery generally takes between 30 minutes to one hour.  Sometimes it is a little 

quicker, sometimes it takes a little longer.  Often times, if I encounter other problems in the knee, 

we will spend extra time making sure that these issues are addressed as well.  This means that 

some surgeries may take longer than we initially thought.   

In general, it takes about 30 minutes to get in the room, go to sleep, and get positioned for surgery.  

The surgery will then take ½-1 hour.  It will then take another 15-30 minutes to wake up and be 

transported to recovery.  Most patients will spend 1-2 hours in recovery while the anesthesia 

wears off.   

For family and loved ones, this means that it may be three to four hours before your friend or 

family member is back in the room.  If it takes a little longer, do not worry.  Our staff will notify 

you of our progress throughout the procedure, typically giving you updates when we start, hourly, 

and when we finish.  Immediately after completion of the surgery, I will be out to talk to you.   

 

 

 

 

 

 



Arthroscopic Knee Surgery: 

Knee surgery is done on an outpatient basis meaning you go home the same day of surgery.  The 

surgery is done with an arthroscope (a small camera), and is minimally invasive. Once the camera 

is inserted, a full diagnostic viewing of the knee will be performed.  At this time, we will be able 

to look at all of the structures in the knee including your cartilage, meniscus, and other ligaments. 

Once a full diagnostic knee scope has been performed, we will then fix the pathology encountered.  

Below, you will find descriptions of the most commonly performed arthroscopic procedures.   

 

Menisectomy (Removal of torn Meniscus): 

When your meniscus is torn, it will be evaluated as to whether or not it is repairable.  As noted 

earlier, the meniscus has a very poor blood supply.  Numerous factors determine whether or not I 

will trim out the meniscus or attempt to fix.  For patients at high risk for non-healing (diabetics, 

advanced age, bad circulation, smoking), and for those whose tears involve the areas with poor 

blood supply, we will most likely trim out the torn portion of the meniscus using multiple 

instruments to debride out the bad tissue.   

 

 

Meniscal Repair: 

For those tears that are repairable, I will use small needles inserted into the knee to place stitches 

across the tears.  This is only applicable for certain patients with certain tears.  I often will not 

know whether or not we will fix or trim the meniscus until I am looking directly at the tear. 

 



 

Cartilage Procedures: 

 

Loose Body Removal: 

Sometimes, as cartilage breaks off due to wear and tear or injury, I will encounter loose pieces 

floating around in your knee.  These pieces need to be removed as they can get pinched in 

between the two bones of the knee and cause more pain and possibly damage.  This is done 

arthroscopically using special devices to take out the loose pieces.   

                    

 

Chondroplasty: 

As cartilage gets injured, it may not always completely break away from the bone.  Sometimes 
it will leave flaps of cartilage which are still partially attached.  Unfortunately, we usually 
cannot reattach many of these pieces, especially for arthritis.  When this is the case, we simply 
use a “shaver” to trim out and smooth out the flaps of loose cartilage.   

        

 



 

Microfracture: 

Often times, I may encounter cartilage injuries that go all the way down to the bone.  In this 
case, I will often perform a procedure known as a microfracture.  A small device called an 
“awl” is used to punch holes into the bone to allow bone marrow and stem cells to flow into the 
defect.  This will often times create a cartilage like substance that fills the defect. 

                          

 

There are numerous other cartilage procedures for these full cartilage defects, however, those 
will be described on a case by case basis to you if we will be proceeding with something more 
complex. 

 

Patella Procedures: 
 

Lateral Release: 

When the patella has a significant amount of tilt, it is often due to tight ligaments on the 
outside part of the knee.  When this is the case, they can be released or cut to allow the 
patella to move back into the center of the knee.   

                 



Medial Plication/Reefing 

In addition to a lateral release, sometimes I will also tighten up the ligaments on the inside part 
of the knee to help support the patella.  Majority of the time, this is done through the scope 
using small needles to suture the tissue down.   

                         

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Risks of Surgery: 

No surgery is without risk and knee arthroscopy is no exception.  In general, knee arthroscopy   

is a good operation but there are a number of complications which can and do occur. 

General Risks of Knee Arthsocopy: 

INFECTION:  The overall infection rate after knee arthroscopy is very low, usually less than one 

in a hundred.  Fortunately, most patients will not have any problems related to infection; 

however, if you contract an infection (before, during, or after surgery) it can lead to failure, long 

term antibiotics, and multiple surgeries.   

STIFFNESS: As noted earlier, stiffness and loss of motion can and do occur.  This is usually 

preventable by early and aggressive therapy 

OTHER INJURY:  Often times, we will encounter other injuries at the time of surgery.  These 

can include cartilage and meniscal injuries that I will address while performing your planned 

procedure.  This can, however, slow down your recovery depending on the additional surgery 

performed 

FAILURE TO RETURN TO SPORT:  Not everyone makes it back to their prior level of 

competition.  Aggressive rehab and hard work can improve your chances of returning to sport, 

however certain injuries to the meniscus and cartilage are not always fixable. 

Blood Clots:  A small percentage of patients will unfortunately develop blood clots after 

surgery.  These can be life threatening if they travel to the lungs.  If you are at higher risk 

(someone in your family has had a blood clot, you have had a blood clot, you are on birth 

control etc.), we may place you on a blood thinner after surgery.  Please let us know if you or 

anyone in your family has had a blood clot in the past prior to your surgery 

 

Risks of Meniscus Procedures: 

VASCULAR/NERVE INJURY:  When fixing a meniscus, we often are aiming large needles in the 

vicinity of the major artery and nerve of the leg.  Unfortunately, we cannot see these major 

structures and we simply have to aim away and try to avoid them.  However the potential for 

injury to these structures is there.  Injury can lead to loss of function, loss of use, and loss of 

limb.   

Failure of the Meniscus to heal: Even if your meniscus tear is deemed fixable , they do not 

always heal.  If everyone, including you, myself, and your therapist perform their job perfectly, 

only 60-70 percent of meniscal tears will heal.  This means that sometimes you may not obtain 

full symptom relief and in some cases it means that we have to go back into the knee to 

re-repair or trim out the portion that does not heal.    



Failure to relieve pain:   Sometimes, we will encounter fairly substantial arthritis while 

scoping your knee in addition to the meniscus tear.  Knee scopes DO NOT help with arthritis 

pain.  If we encounter significant wear and tear in the knee, you may have only short term or 

in some cases no improvement of your symptoms.   

 

Risks of Cartilage procedures: 

Failure to relieve pain:  Cartilage injuries are one of the most difficult problems in 

orthopedics. We do not have great ways of restoring normal cartilage.  When we trim out the 

loose pieces, we are not replacing the cartilage.  When we perform a microfracture, we are 

hoping that it fills in with a cartilage like substance, but even that is not as good as what mother 

nature provided you with.  Sometimes, we have to perform more advanced cartilage 

procedures (OATS, ACI) if our initial treatment does not work.   

 

Risks of Patella Surgery: 

Failure to relieve pain:  The patella is a very complex joint with multiple tendons and 

ligaments attached to it.  Even when we lengthen and tighten up certain problem areas, it 

does not always improve pain.  Furthermore, if there is already damage to the kneecap 

cartilage, you may continue to experience pain, grinding, swelling, etc. 

Instability:  On rare occasions, the lateral release can cause the kneecap to actually become 

unstable in the other direction leading to medial (inside) patella dislocation 

 

 

 

THIS LIST OF COMPLICATIONS IS NOT MEANT TO BE ALL INCLUSIVE BUT RATHER A LIST OF THE 

MORE COMMON PROBLEMS.  FOR MORE INFORMATION, VISIT www.orthoinfo.org AND 

BRING ANY OTHER QUESTIONS OR COMMENTS YOU MAY HAVE TO MY ATTENTION PRIOR TO 

SURGERY 

 

 

 

 

 

http://www.orthoinfo.org/


COMMON QUESTIONS AFTER SURGERY 

 

What about A brace?  Brace wear is dependent on the procedure performed.  In general, 

meniscal repair and microfracture patients will be placed into a brace that locks.  Other 

procedures may not require a brace at all.  I will often make that determination after the 

procedure is complete.   

Ice:  You may be contacted by a vendor regarding an ice and compression device.  He/She 

will run it through your insurance to determine what your out of pocket expense will be.  If it 

is reasonably priced, I recommend spending the additional money for the compression as this 

can significantly help with pain and swelling post op.  (I have no financial interest in this device 

and I receive no compensation if you choose to rent the compression cryotherapy machine.)  

If not, the hospital will provide you a machine that will provide ice/cryotherapy without 

compression.  Always keep a towel between your skin and the machine.  Usually therapy is 

provided in 20 minute sessions as tolerated.  

When do I start Physical therapy?  Physical therapy is to begin within 1-2 days of surgery.  I 

will typically see you within 1-2 days of your surgery and will provide you a prescription for 

physical therapy as well as a post-operative protocol to be adhered to.  THE PHYSICAL 

THERAPISTS WILL NOT CONTACT YOU!  YOU MUST CONTACT THEM TO SCHEDULE YOUR 

FIRST APPOINTMENT! 

What kind of pain medication will I need?  Most patients will be discharged home on 

Hydrocodone for pain.  This is to be taken every 4-6 hours.  Occasionally, if you need 

breakthrough pain medicine, it is ok to break a tablet in half to help get you through until it is 

time for your next dose.  Do not drive while on pain medication.  Take only as directed and 

take as little as possible.  Remember, surgery hurts, and no amount of pain medicine will 

make you pain free.  Pain medicine will usually be discontinued completely by 4-6 weeks.   

Can I bear weight on my leg?  Most of the time…yes.  IF there are no other injuries noted, I 

will generally allow you to fully weight bear.  However, if we have to fix a meniscus or 

cartilage, I may keep you off of it for 4-6 weeks. 

When can I go back to work?  Return to work is based upon many factors.  If your work can 

allow sedentary duty (ie. Desk work) you can return once your pain is at a reasonable level and 

you are off pain medicine.  Patients who have high job demand such as construction or police 

work may miss 2-4 months of work depending on which procedure is performed.  We will 

work with you to help get you back to work quickly but safely. 

 



When can I drive?  If your operation was performed on your left leg and you drive an 

automatic car, I will usually allow you to drive in 1-2 weeks post op.  However, if your surgery 

was on the right leg, it will usually be 2-4 weeks before we can safely allow you behind the 

wheel.  In addition, you must not drive while taking narcotic pain medicine.   

When can I shower?  Showering may begin when your incision has been dry for 24 hours.  

This is usually 3-5 days after surgery.  The easiest way to think about your incision is this:  If 

blood and fluid is leaking out of the incision, then bugs and bacteria can still leak in.  You 

therefore want to keep it covered, clean, and dry until there has been no further drainage.  In 

addition, no soaking or pools for 4 weeks after surgery.  

 

INCISIONAL CARE: 

Upon discharge, you will be sent home in a large ace wrap covering your entire leg.  This is to 

remain in place until you see me in the office.  (Usually the next day)   

At your first post-op visit, we will change your dressing and make sure there are no signs of 

infection.   

After your first post-op visit, you will be changing the dressings yourself.  For the first few 

days, place sterile gauze over the incisions and cover with an ACE wrap.  Once the drainage 

has stopped, you can simply cover with Band-Aids or with the ace wrap.   

Showering can begin when there has been no leakage for 24 hours from your incisions. 

 

Signs of infection are to be reported to our office immediately these include the following: 

• Persistent fever >100.4 

• Persistent drainage from the incision 

• Redness around the incision 

• Worsening swelling 

• Loss of range of motion 

• Major changes in pain levels 

• Feeling sick (like you have the flu) 

 

 

 


