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Abstract: Posteroinferior glenohumeral instability occurs in 10% of all instability cases but is observed increasingly more
often. Arthroscopic posterior capsulolabral repair is the current standard for surgical management if nonoperative treatment
fails. In contrast to the anterior inferior glenohumeral ligament (IGHL), the posterior IGHL inserts onto the glenoid surface
rather than onto the labrum. This implies that suture anchors should be placed on the glenoid rim when repairing these
defects. However, clinical studies demonstrate excellent clinical outcomes irrespective of the location of the suture anchor.
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ver the past 25 years, shoulder surgeons have
mainly focused on anterior shoulder instability.1
In general, repair of the capsulolabral-ligamentous
complex using arthroscopic techniques and suture
anchors is the primary goal of treatment.1-3 In contrast,
posterior glenohumeral instability is not that common
and represents only 10% of all instability events.3,4
However, posterior shoulder instability is increasingly
common and more often encountered in contact athletes.3,5 Repetitive and posteriorly directed loads can
induce posteroinferior labral tears.5 As with anterior
shoulder instability, the same principles of treatment
apply: if there is no bone loss observed, arthroscopic
posterior capsulolabral repair is the gold standard for
surgical management if nonoperative treatment is
unsuccessful.5
Labral studies have demonstrated that the labrum is not
a uniform structure and has different structural morphologies.6 In the posterior and inferior segments, however, labrum morphology is consistent, and a ﬁrm bond
between labrum and glenoid increasing the posterior
glenoid surface is the norm.6 In contrast to the anterior
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inferior glenohumeral ligament (IGHL), the posterior
IGHL inserts onto the glenoid articular surface rather than
onto the labrum.6 Histologically, the labrum is triangular
in cross section, and some ﬁbers also extend into the joint
space.7 The labrum between 6 and 8 o’clock normally
does not exceed the level of the cartilage layer.7
Kim and colleagues8,9 have taught us that patients
with posterior instability have a concealed lesion with
an apparent intact labrum and stripping of the labrum
at the junction between labrum and articular cartilage.
This lesion seems to correspond with the morphology of
the posteroinferior labrum as described by Barthel
et al.6 and Sager et al.7 Interestingly, Kim et al.9
described placement of a suture anchor onto the
articular surface of the glenoid 2 mm from the rim for
an anatomic repair. Now Koga, Itoigawa, Wada, Morikawa, Ichimura, Sakai, Kawasaki, Maruyama, and
Kaneko, in their article “Anatomic Analysis of the
Attachment of the Posteroinferior Labrum and Capsule
to the Glenoid: A Cadaveric Study,”10 used a slightly
different approach, measuring the height of the posterior IGHL attachment to the labrum and the depth of
the posteroinferior labrum, and investigated the
morphology histologically. The authors have shown
that the posterior IGHL inserts between 7 and 9 o’clock
in 96% of cases.10 In 98%, however, the labrum did not
attach to the articular surface but attached to both
articular cartilage and bone.10 Based on their ﬁndings,
they recommend repair of the posterior IGHL onto the
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glenoid neck at 7 o’clock.10 The anatomic ﬁndings
conﬁrm the earlier studies6,7 and are consistent with
the description of the Kim lesion.8,9
The question is, how important are these ﬁndings for
clinical practice? Kim and colleagues8,9 used articular
surface-based suture anchors and reported 95% success
rates. In contrast, Bradley et al.11 placed suture anchors at
the glenoid rim and reported 90% return-to-sports rates,
with high American Shoulder and Elbow Surgeons
(ASES) scores, at a mean follow-up of 36 months. These 2
studies serve as anecdotal evidence to strengthen my case:
anchor placement does not seem to matter here.
Furthermore, the Bradley et al. case series11,12 included
contact athletes who literally bump into each other all the
time on the pitch, continuously stressing these repairs.12
Obviously, other factors also play a role. Smaller glenoid
width seems a more important predictor of poor
outcome.11-13 The principle behind labral repair/reconstruction is to reduce glenohumeral translational movements, and surprisingly, it appears that repair does not
really correct glenohumeral translation. In a small case
series, Lädermann et al.14 demonstrated elegantly that
surgical stabilization does not restore glenohumeral
translation during functional range of motion.
Koga et al.10 have done a great job in describing the
anatomy of the posteroinferior labrum and capsule. In
their population, the labrum did not attach to the
articular surface, with the posterior IGHL attaching
between 7 and 9 o’clock. It is a well-done basic science
study; the clinical relevance is yet to be determined.
The recommendation that the posteroinferior labrum
should not be repaired to the articular surface is not
supported by their data or the currently available
clinical studies. To come back to the title of this
commentary: does the 7 o’clock anchor belong on the
glenoid neck? We do not know; this study does not
answer this clinically relevant question, but it probably
does not matter.
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