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PREOPERATIVE CONSIDERATIONS

The diagnosis and management of posterior instability of the
shoulder can be challenging. Posterior instability may be easily
overlooked because the initial patient presentation can be confus-
ing; patients present relatively infrequently, and are often referred
with a diagnosis other than shoulder instability.! As always, obtain-
ing an accurate history and diagnosis and accounting for intraop-
erative pathology are prerequisites for a successful outcome in the
treatment of posterior instability of the shoulder.

Biomechanical and clinical studies have advanced our current
understanding of the pathophysiology of posterior shoulder in-
stability and of clinical symptoms and examination findings.
Additionally, the development of improved implants and ad-
vanced arthroscopic techniques have allowed the orthopedic
surgeon to provide relatively reliable surgical results in patients
with posterior shoulder instability.

ANATOMY AND PATHOANATOMY

Recent improvements in understanding the anatomy and biome-
chanics of posterior instability have led to an improvement in clini-
cal diagnosis and recognition of pathology. Posterior shoulder insta-
bility can be associated with bony glenoid retroversion, chondrolabral
retroversion,? and decreased posteroinferior capsular size.> Studies
have determined that the quality of the posteroinferior capsule is not
as robust as that of the anterior capsule (Fig. 12-1).*

Stabilizers
Dynamic Stabilizers

It should be noted that just as in anterior instability, the rotator
cuff muscles are the most important stabilizers in posterior
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FIGURE 12-1 Sagittal MR arthrogram in a 23-year-old man with
posterior instability, a very large posterior capsule, and a crack
(Kim lesion) in the posterior labrum.

shoulder instability. The subscapularis has been identified as the
primary dynamic stabilizer preventing posterior translation,>’
but all the rotator cuff muscles have been shown to be important
in providing concavity-compression of the shoulder joint.®® Dy-
namic inferior stability of the shoulder joint is maintained by the
supraspinatus and, some believe, by the long head of the biceps.’
The infraspinatus and teres minor serve as posterior compres-
sors.!? A critical component of the examination of a patient who
presents with posterior instability is scapular rhythm and con-
trol, paying particular attention to the individual rotator cuff
muscles, especially the subscapularis (Fig. 12-2).

Static Stabilizers

The primary static stabilizers of the glenohumeral joint are the bony
anatomy and capsulolabral ligamentous complex.>"® The most
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FIGURE 12-2 A 24-year-old patient with scapular winging caused by long
thoracic nerve dysfunction and serratus anterior weakness. Although this
was to the result of nerve injury, winging should be recognized and
optimized by physical therapy prior to surgical intervention.

important posterior ligamentous stabilizer in the provocative poste-
rior loading position of internal rotation and forward flexion is the
posterior band of the inferior glenohumeral ligament (IGHL) com-
plex. This positions the posterior band of the IGHL (PIGHL) in an
anterior-posterior orientation, enabling resistance to posterior sub-
luxation.® Stretch of the capsule and PIGHL beyond the initial rest-
ing length has been implicated as a cause of posterior and multidi-
rectional instability, and is present even without a labral tear.!!

The attachment site of the IGHL is usually well visualized
arthroscopically and ranges from 2 to 4 o’clock for the anterior
band and 7 to 9 o'clock for the posterior band (Fig. 12-3). In
normal shoulder mechanics, the anterosuperior capsule is under
tension and there is an obligate simultaneous laxity in the pos-
teroinferior capsule, and vice versa.” This principle is known as
the circle concept of glenohumeral instability. It states that to
have shoulder instability, both sides of the capsular mechanism
must be disrupted to some extent, although this concept has
been questioned by some.!?

The labrum influences glenohumeral stability by increasing the
concavity-compression mechanism of the humeral head in the
glenoid socket.”®13 The posterior capsule and PIGHL are much
less robust and able to sustain much less tensile force than the
anterior capsular structures, which underscores the principle that
posterior instability is much different {rom anterior instability.* A
loss of chondrolabral containment (both an increase in bony retro-
version and loss of posteroinferior labral height) has been demon-
strated in patients with clinically documented posterior instability.2
The principle of chondrolabral containment is important, given
the shallow depth of the bony glenoid, which is augmented by the
fibrous ring of the glenoid labrum (Fig. 12-4).

Excessive glenoid or humeral retroversion, glenoid hypopla-
sia, and loss of chondrolabral containment can all contribute to

FIGURE 12-3 The posterior band of the inferior glenohumeral ligament
(arrows) is the primary static restraint to posterior translation of the
glenohumeral joint with the arm in flexion and internal rotation.

posterior instability.>"8*15 However, it has not been shown
whether glenoid bony changes, such as retroversion, precede or
follow the development of posterior instability. In addition, if the
ability to maintain negative intra-articular pressure is compro-
mised (effusion, hematoma, repetitive trauma, and loss of capsu-
lar constraint), the humeral head will subluxate and also assume
a more inferior position with the arm at the side. '

FIGURE 12-4 The posteroinferior quadrant of the glenohumeral joint is
shown in a patient with posterior instability, loss of chondrolabral
containment and height of the posterior labrum (arrows).



Pathoanatomy

Three broad causative factors have been defined in posterior insta-
bility!”!%: traumatic, atraumatic, and cumulative microtrauma.

Patients with traumatic posterior instability usually can recall
an injury that immediately preceded their symptoms. Such an
injury may predispose the patient to recurrent episodes of poste-
rior instability. An example is a football lineman who sustains
a blocking injury and posterior instability event with the arm
forward-flexed and internally rotated.

Atraumatic posterior instability is uncommon and is predis-
posed in patients with generalized ligamentous laxity. The onset
of pain and a sensation of instability develop gradually in these
patients. Initially, symptoms will only be present in higher de-
mand activities or provocative positions. Progression of symp-
toms may lead to instability while performing activities of daily
living.

The most frequent cause of posterior shoulder instability is re-
petitive microtrauma to the posteroinferior shoulder complex.
Sporting activities that involve repetitive loading of the shoulder in
front of the body, such as repetitive bench press lifting, overhead
weight lifting, rowing, swimming, and blocking linemen in football,
are commonly implicated. In these activities, the shoulder is placed
in a flexed, adducted, internally rotated position, with a concomitant
posterior load resulting in stretch and injury of the posterior band of
the IGHL!71820.21 and the posterior labrum. The labrum and capsule
are repetitively injured, often present in conjunction with a dynamic
dysfunction of the shoulder (poor scapulothoracic mechanics).

Tears of the labrum, which can develop after acute trauma or
repetitive microtrauma, are important to recognize, because
those with labral pathology have demonstrated uniformly good
results with surgical treatment.??> In the cumulative micro-
trauma model, a Kim lesion may develop. This is thought to oc-
cur with cumulative rim loading secondary to persistent shoul-
der subluxation or microtrauma. This pathologic process leads to
a loss of chondrolabral containment, with subsequent develop-
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ment of posterior labral marginal cracks and undermining of the
labrum or partial avulsions of the glenoid labrum (Fig. 12-5).2*

HISTORY AND PHYSICAL EXAMINATION

The most frequent complaint in patients with posterior shoulder
instability is shoulder pain that is often accompanied by de-
creased athletic performance and loss of strength.!7-2%:2325 Pain is
often described as generalized throughout the shoulder or at the
deep posterior aspect of the shoulder. Subjective apprehension
in posterior instability is uncommon.!® When questioned, pa-
tients will describe a dramatic reduction in the amount of their
bench press weight, inability to do push-ups, and overall poorer
athletic performance. In the relatively young patient (younger
than 35 years) who presents with multiple vague complaints of
shoulder pain in the absence of other diagnoses, the diagnosis of
posterior instability is often present.

A unique finding in posterior instability is that patients may
be able to subluxate “voluntarily” their glenohumeral joint
posteriorly. There are two types of voluntary glenohumeral
instability—voluntary positional and voluntary muscular.?
Voluntary positional instability is common in posterior insta-
bility and is defined by subluxation in a provocative position
(flexion, adduction, and internal rotation). Voluntary muscular
instability occurs with the arm in an adducted (non—position-
dependent) position. Patients with voluntary positional insta-
bility who can positionally reproduce their instability should
not be excluded from surgical treatment?*” and should not be
associated with voluntary willful instability.

A comprehensive physical examination is essential for a pa-
tient with suspected posterior instability of the shoulder. Both
shoulders should be examined, observing any obvious disloca-
tion, asymmetry, abnormal motion, muscle atrophy, swelling,
and scapular winging and tracking. The asymptomatic shoulder
may be examined first to gain patient confidence and relaxation.

FIGURE 12-5 A, B, Axial MR arthrogram of a Kim lesion, or posterior labral crack at the chondrolabral junction (white arrow). The dashed arrow
(12-5A) represents increased posterior capsular size. The posterior labral crack is shown in 12-58.
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FIGURE 12-6 Positive jerk test reproduces the symptoms of
posteroinferior instability.

The mainstay of diagnosis remains a finding of symptomatic
posterior instability in the office setting, which may be confirmed
by a translation examination under anesthesia.?®

Although an increase in external rotation and mild loss of inter-
nal rotation may be observed, range of motion testing in patients
with posterior is usually normal and symmetrical.'® Tenderness to
palpation at the posterior glenohumeral joint line is common.2®

Provocative maneuvers allow a determination of the direction
and degree of instability. Common posterior instability tests in-
clude the jerk test,?® posterior stress test,’® Kim test,*! and load
and shift test.’? The jerk test is performed while the examiner
stands next to the affected shoulder. The elbow is grasped in one
hand, and the distal clavicle and scapular spine in the other.
With the arm in flexion and internal rotation, the flexed elbow is
pushed posteriorly while the shoulder girdle is pushed anteriorly.
While these forces are applied, the shoulder is abducted. A sud-
den jerk associated with pain occurs as the subluxated humeral
head relocates into the glenoid fossa (Fig. 12-6).

The posterior stress test is also performed with the patient in
a seated position. The examiner stabilizes the medial border of
the scapula and uses his or her free hand to apply a posterior
force to the arm while it is held in a 90-degree forward-flexed,
adducted, and internally rotated position. Subluxation or dislo-
cation with reproduction of the patient’s pain or apprehension
signifies a positive test.

The Kim test is also helpful for diagnosing posterior instabil-
ity ! This test is performed with the patient seated and the arm
in 90 degrees of abduction. As the arm is passively elevated to
45 degrees of forward flexion, the examiner applies an axial load
to the elbow while a downward and posterior force is applied to
the upper arm. Pain and posterior subluxation signify a positive
test. Combining the Kim and jerk tests has been shown to have
97% sensitivity for posterior instability.

It should be noted that the primary direction of posterior insta-
bility is truly posteroinferior, between the 7 and 8 o’clock positions
(on a superimposed glenoid clock face for a right shoulder). This

FIGURE 12-7 Patient with a sulcus.If symptomatic in the inferior
direction, it is indicative of inferior instability. A significant sulcus finding
should be documented on examination.

is unidirectional posterior instability and is demonstrated with
posteroinferior loading maneuvers (Kim test, posterior jerk test). If
positive, this results in pain and occasional subluxation or palpable
clunk of the humeral head over the posterior rim of the shoulder.
The unidirectional posteroinferior instability should not be con-
fused with multidirectional instability, which manifests as symp-
tomatic instability in more than one direction, usually inferior.

Excessive inferior translation of the humerus on the glenoid
is often associated with posterior subluxation®*-* and may in-
dicate bidirectional or multidirectional instability if the infe-
rior sulcus test reproduces the patient’s symptoms. Inferior
instability may be demonstrated with the arm in 90 degrees
abduction and the application of a downward force on the
proximal humerus to cause inferior displacement. If the pa-
tient’s symptoms are reproduced, then the diagnosis of multi-
directional instability with an inferior instability component
should be made (Fig. 12-7).

DIAGNOSTIC IMAGING

Plain radiographs in posterior instability are usually normal but
may show a reverse Hill-Sachs lesion signifying a prior posterior
instability event. Axillary radiographs yield the most diagnostic
information with regard to posterior dislocation or subluxation.
This includes the direction and degree of displacement of the
humeral head relative to the glenoid, the presence and size of
humeral head compression fractures, and posterior glenoid rim
defects and the potential for increased retroversion.

Computed tomography (CT) is useful to evaluate glenoid
hypoplasia, glenoid bone loss, and glenoid retroversion. Mag-
netic resonance imaging (MRI) and magnetic resonance arthrog-
raphy (MRA) provide visualization of the inferior and posterior
capsulolabral structures, biceps anchor, rotator cuff, and rotator
interval. Incomplete avulsion of the posterior labrum, a Kim le-
sion, can be seen as a marginal labral crack on MRA. Findings
include a loss of posterior labral height, with incomplete extru-
sion of contrast into the posterior chondrolabral junction. As in
anterior instability, posterior instability may be rarely associated
with injury to the capsular insertion on the humerus (a posterior
humeral avulsion of the glenohumeral ligament [PHAGL]). In
addition, it has been shown that the posterior capsule is enlarged
on MRA in patients with posterior instability (Fig. 12-8).



FIGURE 12-8 Preoperative CT scan demonstrating a patient with
chronic posterior shoulder instability and posterior glenoid bone
erosion. This patient was treated with a posterior glenoid iliac crest
bone graft.

INDICATIONS AND CONTRAINDICATIONS

Patients with limited function secondary to symptoms of pain
and/or instability and who have failed an adequate trial of con-
servative therapy may be candidates for surgical treatment.!®1°
Voluntary instability may not necessarily be a contraindication to
surgical treatment.

TREATMENT OPTIONS

Conservative Management

Physical therapy and rehabilitation remain the initial treatment of
choice for posterior instability.!83> Strengthening programs have
been shown to diminish pain and/or improve stability in ap-
proximately two thirds of patients with posterior and multidirec-
tional instability, and may be particularly beneficial for patients
with generalized ligamentous laxity and repetitive microtrauma. '
Nonoperative treatment is less likely to be successful in patients
with a history of a traumatic event. Studies have shown a success
rate of 70% to 89% for rehabilitation in atraumatic subluxators,
with only 16% success in traumatic sublaxators.®

Arthroscopic Treatment

Symptomatic patients who have failed nonoperative treatment
are candidates for surgical intervention. Although open proce-
dures are traditionally viewed as the gold standard for anterior
instability, open treatment of posterior instability has not fared as
well, with a 30% to 70% failure rate. This is likely caused by the
larger surgical dissection and biomechanical properties of the
posteroinferior capsule and labrum different from those of the
anterior structures of the shoulder.333638

Arthroscopic treatment of posterior shoulder instability with-
out significant bone loss is emerging as the treatment of choice.
This is the result of less operative dissection and the ability to
address concomitant pathology, with ease of access to the poste-
rior capsulolabral complex. However, these procedures can be
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FIGURE 12-9 Patient positioned in the lateral decubitus position
with the arm in balanced suspension in 45 to 50 degrees abduction,
10 to 15 degrees forward flexion.

technically demanding, and an understanding of the surgical
principles is paramount.

Positioning

Although the beach chair and lateral decubitus positions are both
effective, the lateral decubitus position more effectively opens up
the inferior and posterior quadrants of the shoulder,* providing
ease of access to the entire glenohumeral joint. In the lateral de-
cubitus position, the arm is abducted approximately 50 degrees
and flexed 15 degrees by means of balanced suspension with an
axillary pillow bump to open the posteroinferior aspect of the
shoulder further (Fig. 12-9).

Portal Placement

Ease of access to the posteroinferior aspect of the glenohumeral
joint is essential to a successful outcome. After diagnostic ar-
throscopy from the posterior portal, an anterosuperior portal
is made for the arthroscopic camera in the superior aspect of
the rotator interval.* A midglenoid portal is also made just
above the subscapularis and a 5- to 6-mm cannula inserted
(Fig. 12-10). The midglenoid portal is important for ease of
labral tear elevation and preparation. Two posterior portals are
used to address the posteroinferior pathology, one from the
original arthroscopic posterior portal and a second posterolat-
eral portal. The posterolateral accessory portal, also known as
the 7 o’clock portal is 2 cm lateral and 1 cm anterior to the
original posterior portal or just 2 ¢cm directly lateral to the pos-
terior corner of the acromion. The posterolateral portal is es-
sential for anchor insertion and instrumentation through a
cannula to facilitate capsulolabral repair.*!
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FIGURE 12-10 Arthroscopic portals in the lateral decubitus position—
posterior, midglenoid, and posterolateral (7 o'clock) portals.

Techniques

With the arthroscope in the original posterior viewing portal, the
posteroinferior labral tear is prepared with an elevator device in-
serted anteriorly from the midglenoid portal. Although this is not
necessarily intuitive, it is much easier to prepare the posterior la-
brum with an instrument inserted from the anterior midglenoid
portal for two reasons. First, the posterior labrum is attached on
the glenoid face and can be elevated from the front; using sharp
elevator instruments from the posterior can easily tear the la-
brum.*® Second, the midglenoid portal affords a flat trajectory
relative to the glenoid so that the instruments may be easily passed
without damaging the glenohumeral chondral surfaces. A shaver
or burr and capsular rasp may also be introduced from the anterior
midglenoid portal to complete the capsulolabral and bony prepa-
ration prior to posterior labral repair (Fig. 12-11).

As the posterior shoulder volume is progressively diminished
after each capsulolabral repair stitch, it becomes progressively
more difficult because of the decrease in working space. There-
fore, it is critical to address the most inferior aspect of the gleno-
humeral joint first, followed by any remaining posterior, anterior,
and finally any concomitant repairs, such as superior labrum
anteroposterior (SLAP) tears. In general, for isolated posterior

labral and/or capsular pathology, between two and four suture
anchors are usually sufficient, placed approximately 5 mm apart
on the posterior glenoid edge. For more extensive tears, addi-
tional plication and/or glenoid anchors may be necessary. How-
ever, usually fewer anchors are required for a posterior instability
repair than for an anterior instability repair.

A capsular plication®® imbricates and closes down the patulous
pouch of the shoulder with a suture (absorbable or nonabsorbable)
and generally uses an intact glenoid labrum as the fixation point.
A capsulolabral repair with anchors uses the glenoid anchor as the
fixation point. Patients with an intact labrum are amenable to cap-
sular plication without anchors if the posteroinferior glenoid la-
brum is completely intact, although this has not been clearly de-
termined. Whereas the labrum has been shown to be a solid
fixation point,42 concerns of an unrecognized Kim Lesion,** suture
breakage, small labral tear propagation, and shear stress may serve
as indications for anchor fixation. In patients with posterior insta-
bility, one should have a low threshold for anchor repair given the
high frequency of labral injury and pathology present, which may
compromise capsular repair strength.

Determining the amount of capsular plication is one of the
biggest challenges in surgical management of posterior instabil-
ity. Although there is no universally accepted amount, it is gener-
ally though that a 1-cm plication results in adequate correction
of the underlying pathology.”® The important areas to address
with a posterior instability repair are the posteroinferior aspects
of the glenohumeral joint, with most of the repair within the
posteroinferior quadrant (Fig. 12-12).

Once the labrum, capsule, and bony glenoid interface are
prepared for capsulolabral repair, the arthroscope is introduced
into the anterosuperior portal. This allows excellent visuali-
zation of the posteroinferior glenohumeral joint and allows
maximal working space in the posterior shoulder by freeing
up cannula space. The posterior repair is now accomplished
with the original posterior portal, which is replaced with an
8.25-mm clear cannula. Although a cannula may be placed
in the posterolateral portal, a percutaneous incision for the
anchor insertion device is all that is required. The capsulolabral
repair is then performed from the posterior portal through the
8.25-mm clear cannula.

FIGURE 12-11 A posterior labral tear is visualized (A) and prepared from the anterior midglenoid portal with an elevator device (B), followed by a
shaver to débride the bone (C).
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FIGURE 12-12 A, The posterolateral portal is obtained with a spinal
needle and the original posterior portal is replaced with an 8.25-mm
cannula. The anchors are placed with a sharp anchor inserter guide.

B, A repair is performed starting inferiorly with a hook and shuttle system.

The first anchor is inserted through the posterolateral portal
via a percutaneous insertion of the sharp anchor guide device.
This anchor is positioned at 6 o’clock and placed on the glenoid
rim. The capsulolabral repair, of approximately 1 cm of tissue,
including the labrum, is then performed and the sutures appro-
priately shuttled. There are a variety of capsular repair devices
and shuttling techniques with which the surgeon should be fa-
miliar prior to attempting this in vivo. This process is repeated
until three or four anchors have been placed or until the labral
tear and capsular pathology have been adequately addressed
(Fig. 12-13).

When repairing the posteroinferior capsule, care must be
taken to avoid injury to the axillary nerve. The closest point be-
tween the glenoid rim and the axillary nerve is approximately
12.5 to 15 mm at the 6 o'clock position.* Placing the arm in
abduction and external rotation with balanced suspension in-
creases the zone of safety during arthroscopic plication.* The

FIGURE 12-13 A, B, Examples of final arthroscopic repairs as viewed
from the anterior midglenoid portal. Three or four anchors are used for
most posterior instability repairs.

use of thermal devices should be avoided; injuries to the axillary
nerve caused by these devices have been described.*®

Although closure of the rotator interval has been frequently sug-
gested as a useful adjunct in posterior instability, arthroscopic clo-
sure of the rotator interval may not be as biomechanically robust
as its open counterpart. Many surgeons have not closed the ro-
tator interval in posterior instability and have obtained excellent
results. 22137 The main issue with an arthroscopic rotator interval
closure lies in the fact that arthroscopic closure imbricates different
structures than in the open technique described by Harryman and
coworkers.*” Arthroscopic techniques shift the middle glenohu-
meral ligament to the superior rotator interval capsule (superior
glenohumeral ligament), and do not necessarily imbricate the cora-
cohumeral ligament as described for an open approach. Recent
biomechanical evidence®* has suggested that arthroscopic rotator
interval closure is not very beneficial for improving posterior stabil-
ity of the shoulder and is not routinely performed on our cases.
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PEARLS & PITFALLS

® The lateral decubitus position generally allows better visualiza-
tion and easier access to the posteroinferior quadrant of the
shoulder than the beach chair position.

® An anterior portal (vice a posterior portal) facilitates posterior
labral preparation at the chondrolabral junction with an eleva-
tor device and shaver.

® A posterolateral accessory portal is essential for percutaneous
anchor insertion or instrumentation via a cannula to provide ease
of access to the posterior and inferior areas of the shoulder.

® The primary pathology inferiorly and posteriorly should be
addressed first because each repair progressively diminishes
the glenohumeral working space.

e |f the posteroinferior glenoid labrum is completely intact, a
capsular plication without anchors may be performed.

® |abral cracks or tears should prompt the use of suture anchors
for fixation.

® (Capsular plications provide predictable losses of rotation. Bal-
ance should be maintained and overconstraint avoided.

® The potential loss of internal rotation in a posterior instability
repair should be discussed with the patient preoperatively.
This can be an issue, especially for females, who need to reach
up the back for clothing purposes.

® The role of a rotator interval repair in posterior instability re-
mains controversial. Current literature does not support the
routine use of arthroscopic rotator interval closure in posterior
instability.

® The axillary nerve is closest to the glenoid from the 5 to
6 o'clock position (approximately 12 mm), with an increasing
distance in the posterior quadrant. Thermal and suture plica-
tion injuries to the nerve have been described.

POSTOPERATIVE REHABILITATION PROTOCOL

Postoperatively, patients are immobilized in a 30-degree abduction
pillow in neutral rotation for 4 to 6 weeks, during which time they
perform active elbow and wrist motion, passive pendulum exer-
cises, and gentle passive scaption. Passive motion is started at
postoperative day 2, with passive flexion to 120 degrees, abduc-
tion to 90 degrees, and avoidance of combined flexion and internal
rotation. Depending on the magnitude of injury and repair, active
motion of the glenohumeral joint and strengthening of the rotator
cuff and scapular stabilizers is started at 4 to 6 weeks. Internal
rotation and adduction are restricted for a total of 6 weeks. At the
6-month point, patients are allowed unrestricted return to full ac-
tivities after a sports-specific training program.

OUTCOMES

Although the results of arthroscopic treatment of posterior shoul-
der instability has not been as encouraging as those treated for
anterior instability, recent results of arthroscopic treatment are
encouraging.?0212337.50 Because of the relative infrequency of the
condition, studies with more than 40 patients are rare, which
makes clinical interpretation somewhat difficult. However, clini-
cal studies have demonstrated that the arthroscopic treatment of
posterior instability is an effective means to return even high-
demand patients back to unrestricted activities.

In 1998, Wolf and Eakin reported results of arthroscopic cap-
sular plication with suture anchors in 14 patients, of which only
1 patient had continued instability.*” Since then, other authors
have published similarly encouraging results. In a series of 33
patients by Provencher and colleagues,?! stability was achieved in
88% of patients, with a mean follow-up of 39 months. Bradley
and associates?® have published successful results in 100 athletes,
with 89% return to full sports activity and no recurrence of in-
stability.

SUMMARY AND CONCLUSIONS

Posterior instability of the shoulder presents a diagnostic and
clinical challenge for orthopedic surgeons because of the relative
infrequency of the condition, few reports in the literature, and
lack of clear superiority of surgical techniques. It is critical to
understand the pathoanatomy, perform careful patient selection,
and adhere to techniques designed to address the pathology to
obtain a successful outcome. One should carefully assess for
posterior shoulder instability in the relatively young athlete who
presents with vague complaints of shoulder pain and decreased
athletic performance. As arthroscopic stabilization procedures
and techniques are refined, improved results for this challenging
problem will be forthcoming.
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