


















Clinic or office based arthroscopy is by no 
means a new idea  but it has previously 

failed to become widely used. 



This is probably due the difficulties in 
transferring the type of required 

equipment (which closely mirrored that 
used in operating theatres) to the clinic 

environment













The mi-eye 2™ is a fully integrated, 0° scope, thus 
the scope should be inserted horizontally as 

compared to the angled insertion of a traditional 
arthroscope.



Apply a topical aseptic solution to the location of 
the desired portal with a swab stick.

Using a sterile syringe, inject the shoulder capsule 
and surrounding dermal area with a local 

analgesic. 



Once the patient is comfortable, and the local 
analgesic has taken effect, the skin can  be re-

prepared with an aseptic solution prior to the mi-
eye 2™ probe placement.



Portal placement for the mi-eye 2™ differs from 
the approach for a  traditional arthroscope.



From the posterior aspect, locate the 
glenohumeral joint through palpation.

Place portal approximately 2 cm inferior and 1 cm 
medial from the edge of the posterior- lateral edge 

of the acromion.





There may be concern over the risk of infection 
when introducing a needle into the joint in a non 

theatre (operating room) environment. 



With adequate attention to sterility I do not 
believe this will be an issue, and the fact that we 

regularly inject steroid into joints in the clinic 
without infection problems should be reassuring.



Obtaining adequate analgesia may be a worry. I do 
not feel this will be a major issue. 

There is also some existing literature to suggest 
that the major complication rate from needle 

arthroscopy is small (0 to 1.2%) 



Will the views obtained be of diagnostic quality? 
From the pictures I have seen thus far, the answer 

is ‘yes’. mi-eye 2 is both more sensitive and specific 
than MRI, using full knee arthroscopy as the final 

arbiter of accuracy. 



Although there is no ability to change the viewing 
angle, the very wide angle lens should allow 

adequate visualisation of the important intra-
articular features. 



Will the subacromial space always be easily 
visualised?. I think, inevitably, the answer to this 

will sometimes be ‘no’. 



I base this on the fact that, on rare occasions, it is 
not possible to enter the bursa proper with a 

normal arthroscope without the need to perform a 
degree of debridement of the bursa.



















400 X 400 chip on tip sensor.

2.2 mm outer diameter of cannula.

1.9 mm Scope, Light and Optics 

Disposable camera head.

Buttons for software functionality, i.e. image capture.

Fluid lumen in between camera tube and cannula for 
introducing saline and aspirating.



2mm hand instruments (disposable).

Disposable nitinol probe for palpation.

‘Hands free Nano Arthroscopy’ – NanoPod*

Sensors on instruments*:
i.e. sensor on end of cannula or hand instrument.

30 degree NanoScope technology*










