Arthroscopic repair of a
glenoid labral tear is a
common procedure and in cer-
tain cases of traumatic shoul-
der instability, a tear of the

posterior or posteroinferior la-
brum is encountered. Although
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a number of portals have been
described! that provide excel-

lent access to place anchors
and perform the capsulolabral
repair, preparation of the pos-
terior, and posteroinferior gle-
noid-labral interface may be
difficult. Classically, this por-
tion of the labrum has been
prepared using a direct poste-
rior or accessory posterolat-
eral portal.*° However, these
portals usually provide an un-
favorable trajectory that makes
insertion of an arthroscopic
labral preparation instrument
into the chondrolabral junction
difficult. This is due to the lack
of co-linearity of the cannula
relative to the posterior gle-
noid and labrum.>*1° Because
of this trajectory, the labrum
may be truncated or inadver-
tently torn if the posterior and
posteroinferior labrum prepa-
ration is performed from these
portals. This article describes

a technique that allows easy
access into the -chondrolabral
junction of this area of the gle-
noid labrum, without causing
damage to the circuinferential
fibers of the labral tissue.

TECHNIQUE

In a patient with a suspected
tear of the posterior labrum, the
lateral decubitus is preferred,
especially when the pathology
is in the posterior or posteroin-
ferior aspect of the joint; an arm
traction device provides suffi-
cient traction to easily visual-
ize and work in this area of the
joint (Figure 1). Glenohumeral
arthroscopy is initiated from a
standard posterior portal, which
is made slightly lateral than our
beach chair posterior portal,
such that the lateral edge of the
acromion and portal are nearly
in-line, and 1 cm inferior to the
edge of the acromion. This al-
lows the posterior portal to be
angled slightly inferiorly (ap-
proximately 15°-20° of incli-
nation) relative to the glenoid
rim. An anterosuperior portal
is made in the superior aspect
of a rotator interval and a clear
5-mm cannula inserted. After
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Figure 1: Patient in the lateral decubi-
tus position in an arm traction device
with approximately 65° abduction, 15°
forward flexion, and 10 Ibs of traction.

the diagnostic glenohumeral
arthroscopy is completed, a
mid-glenoid  (anteroinferior)
portal is made just superior to
the subscapularis tendon with
an 8.25-mm cannula to ensure
that the posterior labrum can
be accessed. The arthroscope
is placed in the anterosuperior
cannula over a switching-stick.
This then gives excellent visu-
alization to the posterior and
inferior aspects of the shoulder
joint. The original posterosu-
perior portal is replaced with
a 5-mm cannula over a switch-
ing-stick. Alternatively, another
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8.25-mm cannula can be placed
if a significant posterior plication
is warranted. The arthroscope
may also be left in the postero-
superior portal if viewing of the
posteroinferior quadrant of the
glenoid labrum is sufficient.
The posterior labral tear is
then identified and probed from
the posterosuperior portal (Fig-
ure 2). The chondrolabral junc-
tion is evident, as the labrum
has peeled off the glenoid. An
accessory posterolateral portal
may be made at this point and
an appropriately sized cannula
inserted if necessary. The tra-
jectories provided by both of
the posterior cannulas make
it difficult for a labral elevator
device to obtain access to the
chondrolabral junction without
causing additional damage to
the labral tissue (Figure 3).
Instead of using the posterior
portals to perform the posterior
labral preparation, the mid-gle-
noid, or anteroinferior portal is
used to identify the tear at the
chondrolabral junction, and
“peel up” and separate the labral
tissue from the glenoid surface
(Figure 4). In this manner, the
mid-glenoid portal allows the ar-
throscopic labral elevator to tra-
verse directly across the glenoid,
enter the chondrolabral junction
posteriorly, and elevate the la-
brum off of the glenoid, much
like lifting a pancake off a hot
griddle. Once the arthroscopic
elevator is sufficiently under
the posterior labral tissue, the
device can be manipulated in a
superior to inferior direction to
complete the separation of the
chondrolabral junction. A shav-
er can then be inserted through
the mid-glenoid portal to start
bony preparation. The bone in

Figure 2: The posterior labral tear
is probed from the initial posterior
portal. Note the difficult trajectory
that would be required to prepare
the chondrolabral junction. Figure
3: The posterolateral accessory por-
tal is made; again, note the difficult
trajectory for posterior chondrolabral
junction repair. Figure 4: Probing the
posterior labral tear from the anterior
portal (A), followed by elevation with
an arthroscopic elevator (B) (both are
viewed from the anterosuperior por-
tal). Figure 5: Final repair as viewed
from the anterosuperior portal.

this area of the glenoid extends
posteriorly from where the la-
brum normally sits, and can be
prepared with the shaver in this
manner, taking care not to injure
the normal articular cartilage.
After the posterior labrum is
sufficiently mobilized, addition-
al preparation may be performed
from one of the posterior por-
tals. The posterior and postero-
inferior capsulolabral repair can
then be accomplished as previ-
ously described>!"'2 (Figure
5). Incomplete tears or marginal
“cracks” in the posterior labrum
have also been described and are
also best addressed in a similar
fashion with an elevator device
from the anterior portal.!®
Preventing inadvertent trau-
ma to the labrum or articular

cartilage during the labral prep-
aration phase is an important
aspect of a capsulolabral repair
procedure. The trajectory of the
traditional posterior and acces-
sory posterolateral portals make

an adequate glenoid labrum
preparation difficult to perform.
By using an anterior portal for
labral elevator and shaver instru-
mentation, with the arthroscope
in the anterosuperior portal, the
posterior and posteroinferior
chondrolabral junction may be

safely prepared. ©
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