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Arthroscopic Posterior Labral Repair and Capsular
Closure via Single Working Portal for Posterior

Shoulder Instability
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Abstract: Posterior shoulder instability (PSI) is a relatively less common form of instability that frequently affects young
overhead or contact athletes. The etiology of PSI may be traumatic or atraumatic, with establishment of the diagnosis
being more difficult in cases of atraumatic instability. Surgical management of PSI has evolved from open techniques to
arthroscopic techniques. Posterior stabilization has commonly been performed with 2 posterior working portals with the
patient in the lateral decubitus position. The objective of this Technical Note is to describe a technique for posterior labral
repair using all-suture anchors with the patient in the beach-chair position via 1 working portal with capsular closure.
osterior shoulder instability (PSI) is a relatively less
Pcommon form of instability, accounting for only
10% of shoulder instability cases.1,2 PSI most
commonly affects contact and overhead athletes,2 can
have a traumatic or atraumatic onset,3 and is often
overlooked, resulting in delayed diagnosis and treat-
ment.4 The sex- and age-corrected incidence is 4.6 per
100,000 person-years, with incidences varying between
subgroups.4 Risk factors for PSI include repetitive
microtrauma in throwing athletes,5 bony abnormal-
ities,3 and soft-tissue factors such as connective tissue
disease and hyperlaxity.6,7

Nonoperative physical therapy aims to strengthen the
dynamic glenohumeral muscular stabilizers such as the
deltoid and rotator cuff, as well as the global stabilizers of
the shoulder and scapula.8 If nonoperative treatment
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fails, patients undergo operative management. Various
open surgical techniques have been described, with
arthroscopic techniques increasing in use.9 Arthroscopic
posterior stabilization has commonly been performed
with 2 posterior working portals with the patient in the
lateral decubitus position. The objective of this Technical
Note is to describe an arthroscopic approach for the
management of posterior labral tears using all-suture
anchors with the patient in the beach-chair position
via 1 working portal with capsular closure (Video 1).

Surgical Technique

Required Materials
In addition to standard arthroscopy equipment, our

technique uses three 5-mm � 7-cm cannulas (Arthrex,
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Table 1. Pearls and Pitfalls

Pearls
A thorough standardized diagnostic arthroscopy assessing

concomitant lesions should be performed.
Five-millimeter cannulas provide excellent visibility, low cannula

interference, and access without creating large capsular
defects.

When the anterior labrum is torn, anterior stabilization should be
performed first.

A drill guide can be used as a lever to displace the humeral head,
allowing more access to the inferior labrum.

The appropriate trajectory for portal and cannula placement
should allow for excellent anchor placement and labral
visualization.

Use of an angled drill guide allows for easier anchor placement.
Pitfalls

Portal placement too inferomedial results in insufficient
visualization during posterior labral repair.

Not pulling on the shuttle sutures using an in-line trajectory can
result in difficult shuttling.

Anchor placement should occur not in the chondral layer but
rather in the cortical bone for strong fixation.

Fig 1. Arthroscopic view of right shoulder from ante-
rosuperior viewing portal showing posterior labral tear
(arrows). The posterior labrum can be seen shifted off the
glenoid (G) face. (HH, humeral head.)
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Naples, FL), a QuickPass Crescent Lasso device
(Arthrex), and knotless suture anchors (Arthrex). The
small-diameter cannulas inflict less tissue damage while
allowing excellent visualization and passage of arthro-
scopic tools (Table 1). The crescent-shaped tip of the
lasso loop enables the surgeon to pierce through the
capsule and labrum and shift a larger amount of tissue.
Finally, this technique uses 1.8 mm Knotless FiberTak
anchors with No. 2 sutures (Arthrex), which consist of a
suture anchor sleeve, a blue repair suture that is con-
nected to the suture anchor base, and a black-and-
white striped shuttling suture. The shuttling suture
has 2 unique ends, 1 looped and 1 blunt. The striped
suture is moved through the suture sleeve and func-
tions to shuttle the blue suture. A 15� FiberTak Guide
(Arthrex) with a 2.4-mm drill is used prior to anchor
placement.

Anesthesia, Patient Positioning, and Physical
Examination
Local and general anesthesia is administered, and the

patient is positioned in the beach-chair position for
sterile preparation and draping. A physical examination
assessing pathologic glenohumeral laxity is performed
using the posterior load-and-shift and jerk tests, the
findings of which confirm the diagnosis. Using 5-mm �
7-cm cannulas, we establish a standard posterior
viewing portal, in addition to 2 anterior portals: the first
directly inferior to the clavicle beneath the biceps
tendon and the second in the rotator interval. A stan-
dard diagnostic arthroscopy is performed, visualizing
the labral tear (Fig 1) and any concomitant pathologies.
A switching stick is used to place the viewing camera in
the anterosuperior portal to evaluate the posterior
labral injury.
Thoughtful portal placement is integral to gain access
to the entire posterior labrum. The posterolateral
working portal is established 2 cm inferior and lateral to
the standard diagnostic portal with a 5-mm cannula.
The position and trajectory of the cannula are crucial:
More medial placement allows for easier passage
through the capsule and labrum, whereas more lateral
placement allows for easier anchor placement (Fig 2).
The anteroinferior portal is placed so that it is parallel to
the glenoid to facilitate shuttling back to front. Via the
posterolateral working portal, the labrum is mobilized
with an elevator and an arthroscopic shaver is used to
debride the glenoid bone for an improved healing
response.

Anchor Placement
The arthroscopic repair is performed using a 15�

angled drill guide with a 2.4-mm drill, drilling first into
the subcortical bone at the most inferior, 6-o’clock po-
sition. The drill guide may be used as a lever against the
humeral head when access is difficult. It is crucial to
stabilize the drill guide and to have the proper trajectory
to avoid drilling or anchor placement within the
chondral tissue (Fig 3A). Without movement of the drill
guide, the first 1.8-mm suture anchor is placed through
the drill guide and secured with a mallet (Fig 3B). The
blue repair suture is then pulled out of the ante-
rosuperior portal with a tape retriever.
Through the posterior working portal, the crescent

lasso loop is advanced through the capsule and the
chondrolabral junction. A large amount of tissue is
grasped, which shifts the capsule during labral fixation.
The shuttling wire is then shuttled through the ante-
roinferior portal out of the body, and the blue repair
suture is shuttled through the capsulolabral tissue. The



Fig 2. With the patient in the
beach chair position and viewing
through an anterosuperior portal,
an 18-gauge spinal needle
demonstrating the trajectory of the
posterior working portal that will
allow for posterior labral repair and
capsular shift of the right shoulder
(A). On the external view, the tra-
jectory and location of theworking
portal are illustrated. The portal
location is impactful, with more
medial placement allowing for
easier lasso-loop passage through
the capsule and more lateral
placement allowing for easier
anchor placement (B).
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shuttling suture is used to shuttle the repair suture back
through the self-locking mechanism of the anchor. It is
important to ensure an in-line trajectory through the
shuttling process. The blue repair suture is then pulled
to tension the soft tissues and secure the repair. Finally,
the suture is cut flush with the labrum. The second,
third, and fourth anchors are placed in the same fashion
at the 7-, 8-, and 9-o’clock positions, respectively. The
probe is used to confirm restoration of a sufficient
posterior “bumper” (Fig 4).

Posterior Capsular Closure
The tip of the cannula is retracted so that it is just

superficial to the capsule, the QuickPass Lasso is used to
pierce through the capsule medial to the defect, and the
shuttling wire is shuttled out through the anteroinferior
portal (Fig 5A). A No. 1 polydioxanone suture (PDS) is
passed through the loop, and the lasso is pulled back
through the capsule. A 22� angled suture retriever
(BirdBeak; Arthrex) is advanced through the capsule
lateral to the defect, and the suture is retrieved in an
extracapsular manner, tied, and cut, securing the pos-
terior capsule without defect (Fig 5B).
Postoperative Rehabilitation
A postoperative sling is used for 6 weeks. Initially, the

repair is protected, pain is managed, and mobility is
maintained. Physical therapy begins with passive range
of motion after surgeon clearance at 2 weeks post-
operatively for the prevention of secondary frozen
shoulder. The patient progresses to active strengthening
and stabilizing exercises with full active range of motion
and weight bearing commencing after 3 months.10
Discussion
Historically, open techniques were performed for

posterior shoulder stabilization. Various techniques
have been described, with most requiring an incision in
the infraspinatus tendon for access to the joint and
visualization.11 The neurovascular structures that are
placed at risk are primarily the suprascapular nerve and
the axillary nerve.11 The benefits of arthroscopic
treatment of PSI include its less invasive nature, ability
to leave the infraspinatus tendon intact, greater dis-
tance to at-risk nerves, better visualization, ability to
access other areas of the joint, and faster recovery.5,9,12
Fig 3. With the patient in the
beach chair position, placement of
the first anchor at the 6-o’clock
position is visualized via an ante-
rosuperior viewing portal during
repair of a right posterior labral
tear. On both the arthroscopic (A)
and external (B) views, the anchor
trajectory can be visualized. It is
important that the trajectory is
somewhat obtusely oriented in
relation to the glenoid to ensure
that the anchor is deployed in
subchondral bone rather than
chondral tissue.



Fig 4. Arthroscopic view of right shoulder via an ante-
rosuperior viewing portal showing completed right posterior
labral repair using 4 knotless, all-suture anchors (arrows). In
this view, the posterior bumper that has been re-created by
the arthroscopic posterior labral repair and capsular shift may
be seen. (G, glenoid; HH, humeral head.)
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Despite increasing literature on recurrent PSI, a rela-
tive paucity of clinical outcomes literature on posterior
capsulolabral repair remains. In 1 case series using a
singleeworking portal arthroscopic repair with double-
loaded absorbable suture anchors with patients in the
beach-chair position for the treatment of PSI, significant
improvements in the American Shoulder and Elbow
Surgeons score were observed, with all patients
returning to their previous level of athletic activity with
no surgical revisions.12 Moreover, improved pain and
function were reported in a retrospective study of 32
baseball players after arthroscopic posterior labral repair
with a single working portal, resulting in a 94% rate of
patient satisfaction and a 94% rate of return to sport,
with 61% of patients returning to their previous level of
play.13

Park et al.5 published a singleeworking portal tech-
nique in which posterior stabilization was performed
with the patient in the lateral decubitus position and
conventional PEEK (polyether ether ketone) suture
anchors were used. In comparison, the illustrated
technique has the advantage of using knotless, all-
suture anchors, which have been shown to result in
excellent fixation14-18 while reducing the operating
room time.19 In addition, performing the procedure
with the patient in the beach-chair position allows for
easier and quicker patient positioning than the lateral
decubitus position. When compared with techniques
that use multiple working portals, the presented tech-
nique results in decreased violation of the posterior
capsule, which may reduce the risk of recurrent insta-
bility. One theoretical limitation of the singleeworking
portal technique is decreased access to the posterior
labrum. However, with proper portal placement, as
illustrated in Figure 2, it is feasible to perform the
posterior labral repair and capsular shift via the single
working portal. The presented singleeworking portal
technique carries the aforementioned advantages while
maintaining the same risk profile as other arthroscopic
approaches to posterior labral repair. Risks associated
with this procedure include neurovascular injury,
infection, cartilage injury during anchor placement, and
repair failure.
Various Technical Notes have focused on posterior

capsular closure. The objective is to limit the possibility
of recurrent posterior instability without clear evidence.
Compared with the illustrated 1-suture technique, most
published studies have used 2-suture techniques.20,21

The presented technique is advantageous because it is
technically straightforward, it is reproducible, and it
uses only 1 suture to effectively close the posterior
capsular defect, which may reduce posterior capsular
deficiency.
Another historical technique is thermal capsulor-

rhaphy; however, with unsatisfactory results and high
complication rates, this procedure is no longer
used.22,23 The major limitation of the presented surgical
technique is the isolated focus on soft-tissue repair.
Fig 5. Arthroscopic visualization
of posterior capsular defect created
by 5-mm cannula of working
portal. (A) A No. 1 polydioxanone
suture (PDS) can be seen passing
just medial to the defect. (B) The
suture is retrieved from the medial
aspect of the defect. After retrieval,
the suture is tied, effectively closing
the defect in the posterior capsule,
which reduces laxity in the poste-
rior capsule.
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Bony malformations, which most commonly occur in
the posteroinferior quadrant,24 may be corrected with
procedures such as augmentation with iliac crest auto-
graft or a bony Bankart bridge technique.25,26 In
conclusion, the presented surgical technique illustrates
a feasible arthroscopic approach using a single posterior
working portal with the patient in the beach-chair
position for the treatment of PSI.
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