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Arthroscopic Labral Repair Using Knotless Suture
Anchors in the Setting of a 270� Labral Tear of

the Shoulder
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Abstract: Extensive glenoid labral tears, whether the result of repetitive instability or first-time dislocation, compromise
the mechanical stability of the glenohumeral joint due to disruption of the anterior, inferior, posterior, and/or superior
portions of the labrum. These lesions often result in recurrent multiplanar instability and pain that is nonresponsive to
conservative management and difficult to diagnose due to variability in clinical presentation and advanced imaging
findings. Arthroscopic repair techniques to address symptomatic shoulder instability have showed positive patient-reported
outcomes, low failure rates, and high return-to-sport rates. The evolution of knotless suture anchors offers a fixation
method that has proven to be functionally equivalent to knotted suture anchors while avoiding the risks of knotted anchors
(knot loosening, knot migration, articular abrasion) and allowing easier placement and decreased operative time. The
purpose of this technique is to describe our preferred method to treat a 270� labral tear through arthroscopic knotless
anchor repair and demonstrate the expanded application of this technique for extensive glenoid labral pathology.
Introduction
einforcing the stability of the glenohumeral joint is
Rthe glenoid labrum, a fibrocartilaginous structure

that encircles the glenoid to supplement concavity of
the shoulder.1,2 Despite its extensive network of dy-
namic and static stabilizers, the delicate architectural
anatomy of the glenoid labrum is inherently predis-
posed to injury.3,4 Disruption to the glenohumeral
balance can result in glenoid labral tears and sequential
glenohumeral instability. In the setting of 270� labral
tears, the anterior, inferior and posterior aspects of the
glenoid labrum are detached from the glenoid,
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rendering the antero- and posteroinferior regions of the
glenohumeral joint unstable.5,6

Open and arthroscopic techniques have been
described to address glenohumeral shoulder instability,
both producing positive patient-reported outcomes, low
risk of recurrence, and high return-to-activity rates.6-9

The modern mainstay of anterior instability treatment
involves capsulolabral plication using knotted and/or
knotless suture anchors. While knotted all-suture
anchors remain widely utilized, recent research has
supported the functional equivalence of knotless all-
suture anchors which offer the advantage of
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Fig 1. Sagittal fluid sensitive MRI of a left shoulder demon-
strating an anteroinferior and posteroinferior labral tear with
intact glenohumeral articular cartilage.

Fig 2. Arthroscopic view from the posterior portal using a 30-
degree arthroscope in a left shoulder in the lateral position
demonstrating an anterior and posterior labral tear.
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potentially quicker application, tensionability, with a
lower risk of subsequent soft-tissue and cartilage abra-
sions.10-13

Previously, the senior author has described a tech-
nique with knotless suture anchor fixation for
addressing recurrent posterior shoulder instability.14

The purpose of this Technical Note is to outline the
expanded application of the knotless suture anchor
technique to treat a 270� labral tear in order to address
multiplanar instability.

Surgical Technique
A narrated video with demonstration of the surgical

technique described in the following may be reviewed
(Video 1).

Patient Positioning and Anesthesia
Prior to transfer to the operating room, an inter-

scalene nerve block is placed by the regional anesthesia
team using ultrasound guidance and a catheter.
Following administration of anesthesia, the patient is
brought into the operating room and positioned in the
lateral decubitus position with balanced suspension
(10-15 pounds depending on patient size) utilized for
the duration of the case. The lateral decubitus position
is preferred to allow for optimal visualization and access
of the glenohumeral joint and reduction of the torn
labrum onto the glenoid face during repair.

Diagnostic Arthroscopy and Debridement
Following a surgical safety time out, a standard

diagnostic arthroscopy is performed utilizing three
working portals: a standard posterior portal, anterior
superior portal and mid-glenoid portal. Any
concomitant glenohumeral pathology including loose
bodies or synovitis is addressed and a complete diag-
nostic examination is performed. Attention is then
turned toward the labral repair. The preoperative im-
aging showed an anteroinferior labral tear (Figure 1).
The labrum is first mobilized using a series of specially
designed elevators (Arthrex, Naples, FL). Depending on
the size and extent of the tear, the arthroscope and
elevators are switched amongst the various portals to
gain the appropriate trajectory (Figure 2). Complete
mobilization of the tear is achieved once the labral tis-
sue falls at a resting position at the level of the glenoid
articular surface (Figure 3). Next, a Torpedo (Arthrex,
Naples, FL) and other zone-specific curved rasping
instruments are used to create a bleeding bony surface
for labral reattachment.

Posterior Capsulolabral Repair
As many Bankart lesions tend to extend past the 6

o’clock position, in order to restore anatomy, the repair
begins at the posterior extent. Under most circum-
stances an accessory 7 o’clock portal is established us-
ing a percutaneous kit (Arthrex, Naples, FL) which
allows for initial spinal needle localization in order to
determine the desired trajectory. While viewing the
posterior labrum from one of the anterior portals, the
first anchor, a 3 mm knotless SutureTak (Arthrex,
Naples, FL), is placed at the 7 o’clock position. Then
using a crescent shaped REEL PASS device (Arthrex,
Naples, FL) through an 8 mm canula, the suture hook
is passed inferiorly through the capsule, then directly
under and hugging the labrum to avoid the axilliary
nerve and is used to shuttle the repair suture. Next,
both the repair suture and the shuttling sutures are
retrieved through the same cannula and the shuttling
suture is used to pass the repair suture. The repair
suture is pulled in order to tension the repair to the
desired degree. Three additional 2.9 mm knotless



Fig 3. Arthroscopic view from the posterior portal using a 30-
degree arthroscope in a left shoulder in the lateral position
demonstrating appropriate mobilization of the tear: the
resting position of the labrum should fall at the level of the
glenoid articular surface.

Fig 5. Arthroscopic view from the posterior portal using a 30-
degree arthroscope in a left shoulder in the lateral position
demonstrating the ideal position for the low anterior portal
(dashed circle) for anterior bankart repairs.
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PushLock Anchors 2-3 mm apart to the 11 o’clock
position (Figure 4A and B).

Anterior Capsulolabral Repair
Once fixed at 7 o’clock, the remainder of the anchors

utilized are 2.9 mm knotless PEEK PushLocks (Arthrex,
Naples, FL), which are placed while viewing from
posteriorly (Fig 5). For these anchors, a curved REEL
PASS device is used to first pass a #1 monofilament
suture through both capsule and labrum at the desired
location, near 5:30 o’clock, spacing 2-3mm from the 7
o’clock anchor. The monofilament is then used to
shuttle a 1.3mm FiberLink SutureTape with care to
keep the looped end of the SutureTape away from the
articular side of the repair in order to provide a broader
surface area of compression. This is then fixed onto the
articular margin with 0.5 mm of superior advancement
Fig 4. Arthroscopic view from the
posterior portal using a 30-degree
arthroscope in a left shoulder in
the lateral position demonstrating
posterior labral repair with place-
ment of 2.9 mm knotless Push-
Lock Anchors 2-3 mm apart at the
8 o’clock (A) and 9 o’clock (B)
positions.
from the SutureTape entry using a 2.9 mm PushLock
device (Fig 6). These steps are repeated for completion
of the repair with two additional anchors spaced every
2-3mm (Fig 7A, B).

Final Inspection and Closure
The final construct results in a 270-degree repair with

a total of seven knotless anchors to provide excellent
restoration of the labrum, contour anteriorly, inferiorly,
and posteriorly. Final images of the resulting stabiliza-
tion construct are taken, and range of motion is
assessed to present excellent abduction and external
rotation with stability to load and shift testing (Fig 8).
The wounds were closed with 3-0 Monocryl suture,
Dermabond, and Steri-strips. Sterile dressing is placed
and the shoulder is placed in a padded abduction sling.
The pearls and pitfalls of the described technique are
show in Table 1.



Fig 6. Arthroscopic view from the posterior portal using a 30-
degree arthroscope in a left shoulder in the lateral position
demonstrating the appropriate location and trajectory for
placement of anchors, on the glenoid rim.

Fig 8. Arthroscopic view from the anterior portal using a 30-
degree arthroscope in a left shoulder in the lateral position
demonstrating the final repair construct with 270-degree
restoration of the capsulolabral bumper.
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Postoperative Rehabilitation
The patient remains in the slingwith full elbow support

for 6weeks to decrease the tension on the reconstruction
while supporting the arm as the regional anesthesia
persists. During this period passive range ofmotion at the
elbow and wrist is initiated. Passive shoulder motion is
limited to less than 90 degrees of abduction and forward
flexion. Physical therapy begins immediately for guid-
ance on passive range of motion and restrictions. Active
assist range of motion begins at 6 weeks post-operatively
and strengthening begins at 3 months post-operatively.
The patient resumes full activities at 6 months or
earlier if cleared by the physician.

Discussion
This Technical Note highlights our preferred arthro-

scopic repair of a 270� labral tear with knotless suture
anchor fixation. Following traumatic dislocations,
should conservative treatment fail to resolve symp-
tomatic instability, especially in high-demand patients,
we recommend our technique to restore function
without the requirement of capsular plication, rotator
interval closure, or volume-reduction procedures.
Large lesions of the glenoid labrum, whether the

result of repetitive instability or first-time dislocation,
represent a unique subpopulation of shoulder insta-
bility due to the variability in clinical presentation and
advanced imaging findings, often challenging to di-
agnose until direct visualization with arthroscopy.9

These complex labral tears compromise the mechani-
cal stability of the shoulder leading to multiplanar
instability of the humeral head that is commonly
nonresponsive to conservative management. A sys-
tematic review by Ernat et al., including 128 patients
from 6 level IV studies, found improved outcomes and
return to work/sport was achieved with arthroscopic
repair of 270� and 360� glenoid labrum tears.6 Recently,
Fig 7. Arthroscopic view from the
posterior portal using a 30-degree
arthroscope in a left shoulder in
the lateral position demonstrating
anterior labral repair with synch-
ing of the repair suture (A) and
placement of a 2.9 mm knotless
PEEK PushLock Anchor (B) at the
4 o’clock position.



Table 1. Pearls and Pitfalls of 270-Degree Labral Repair with Knotless Sutures

Pearls Pitfalls

The lateral decubitus position is utilized for shoulder instability to
ensure circumferential access to the shoulder joint and to allow for
capsular shift.

Safe positioning in the lateral decubitus position requires protection
of neurovascular structures: an axillary roll and padding of the
peroneal nerves should be utilized in all cases to prevent
postoperative neuropraxias.

A well placed 7 o’clock portal is essential for safe proper trajectory.
The starting point is approximately 5-6 cm lateral from the
posterolateral corner of the acromion.

A spinal needle should be placed first through the expected 7 o’clock
portal before making an incision to ensure appropriate trajectory
for both capsulolabral suture passage and anchor placement.

For most anterior instability cases, the capsulolabral repair should
start posteriorly and progress anteriorly with progressive anterior
and superior shifting with each anchor.

Care should be taken at the 5:30 position when using a curved
suture passing device to only grab capsulolabral tissue as the
axillary nerve is close and can be entrapped.

Anchors should be placed on the rim of the glenoid and care should
be taken to ensure both the suture material utilized and the
anchor are seated beneath the cartilaginous surface.

Proud sutures and anchors can lead to mechanical abrasion, pain,
and early failure known as anchor arthropathy.

When using the FiberLink SutureTape for labral repair, the looped
end should always exit the capsular, not the glenoid, end of the
repair.

If the looped end FiberLink SutureTape exits on the glenoid end, the
sutures will be prominent, produce less compression across the
repair, and can potentially lead to mechical abrasion of the
humeral head cartilage and should be avoided.
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Pounder et al. published an outcomes study on 25
patients following arthroscopic repair of 270� labral
tears and found a high return to sport rate (76%), only
one case of recurrent subluxation, no recurrent dislo-
cation, and no revision surgeries required at mean
follow-up of 42.2 months.15 Therefore, arthroscopic
management of large labral tears proves to be the
favorable treatment option to restore stability of the
glenohumeral joint for patients with high functional
demand and recurrent symptoms.
While the use of suture anchors for glenoid labral

repair has become the gold standard, demonstrating
superior outcomes compared to other arthroscopic fix-
ation techniques, the evolution of knotless anchors has
unveiled a more essential debate whether any signifi-
cant difference exists between knotted and knotless
suture anchor methods. Advantages to knotless anchors
include minimized risk and avoidance of knot loosening
and migration while also preventing articular abrasion
from the knot prominence.11,14 Furthermore, use of
knotless sutures can decrease operative time as
advanced arthroscopic knot tying skills are not
required. Newer knotless anchor designs feature curved
drill guides and smaller profile for easier anchor
placement and preservation of glenoid bone stock.
When used with the patient in lateral decubitus posi-
tion, as described by the current technique, this offers
optimal visualization and access to all four-quadrants of
the glenoid, which is important for 270� and other
extensive labral tears that often involve the inferior and
posterior portions.
A disadvantage of knotless sutures is that some de-

signs prevent further tensioning after initial fixation.
However, a recent systematic review by Matache et al.
found conflicting evidence supporting knotless and
knotted anchors but no major differences in any
biomechanical outcomes across the majority of studies
reviewed, including load to failure and stiffness.11 This
study reported no significant difference in clinical out-
comes between use of knotless or knotted anchors for
Bankart, SLAP, or posterior labral repairs, but did find
operative time was reduced with knotless anchors.11

Similarly, Wu et al. published a matched cohort study
that found knotless anchor Bankart repairs have com-
parable patient-reported outcomes and revision rates to
knotted repairs at mean 4.8 year follow-up, but
demonstrated lower rates of recurrent subluxation.13 A
systematic review by Knapik et al. examined a total of
234 patients who underwent arthroscopic repair of
isolated type II SLAP lesions and showed patients
treated with knotted anchors were significantly more
likely to experience postoperative complications than
patients treated with knotless anchors.12

The current literature supports the use of knotless
suture anchors as an effective technique to repair gle-
noid labral tears. However, there is conflicting evidence
on the difference in complications and failure rates
between knotless and knotted anchor fixation methods
along with a paucity in clinical outcomes published on
the use of these techniques to repair extensive labral
tears. Future studies are needed with longer follow-up
time and evaluation of more complex glenoid labral
pathology in order to determine the viability of these
techniques in addressing multiplanar shoulder insta-
bility and better guide clinical application.
In conclusion, we recommend arthroscopic repair

with knotless suture anchor fixation for patients with
270� labral tears who present with recurrent shoulder
instability nonresponsive to conservative management.
Further research is required to validate the safety and
long-term efficacy of this procedure for treatment of
extensive glenoid labral tears.
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