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Current diagnosis and treatment of posterior shoulder instability ZHAO Gang, WANG Jiang-tao ,LIU Yu-jie ,LI Chun-
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ABSTRACT The incidence of posterior instability of shoulder joint was significantly lower than that of anterior instability,
but the clinical diagnosis and treatment was difficult,and the misdiagnosis and missed diagnosis rate were high. Its etiology,
clinical manifestation and treatment strategy are totally different from the anterior instability. Therefore , the deep understanding
of the anatomical structure around the shoulder joint,the mastery of the examination method,and the classification of the
shoulder instability based on the anatomy and injury mode are of great importance to improve the accuracy of diagnosis. CT
three-dimensional reconstruction is helpful to evaluate the defect of humeral head and glenoid bone ,and MRA is helpful for the
accurate diagnosis of posterior glenoid lip and joint capsule. The treatment was divided into conservative treatment and surgical
treatment. Conservative treatment is recommended for muscular instability. Surgical treatment is recommended for traumatic

and dysplastic instability. Different operative methods should be performed according to the injury of glenoid side or humeral
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head side. According to the condition of bone defect, soft tissue operation, bone grafting or osteotomy were performed to recon-

struct the posterior stable structure of the glenoid injury; according to the area of the anterior bone defect,bone grafting or sub-

scapular muscle packing were performed to the head of humerus defect. The former has the advantages of short learning curve

and firm fixation,while the latter has the advantages of minimally invasive operation and the ability to observe the lesions from

multiple angles and accurately control the location of bone masses. This paper summarizes the above problems.

KEYWORDS Shoulder joint;  Arthroscopy;
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Fig.1 Anterior and posterior X-ray of the shoulder joint showing the dis-
appearance of the humerus neck contour (lightbulb sign) ,as shown by red
arrow. This is because the posterior dislocation of the humeral head causes
the direction of the trabecular bone to be the same as the X-ray direction,

which increases the light transmittance and forms a round lightbulb
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Fig.2 Anterior and posterior X-ray of the shoulder joint showing humeral
head compression fracture (trough line sign),as shown by red arrow.
When the posterior dislocation of the shoulder joint occurs,a compressive
fracture of the anterior medial side of the humeral head produces a trough
line ,which is located below the medial humeral head articular surface and

parallel to the medial edge of the humeral head articular surface. The

trough line sign disappeared
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Fig.3 MRI examination shows posterior labrum tear (reverse Bankart le-
sion ) ,as shown by red circle. When a posterior dislocation of the shoulder
occurs, the anterior medial side of the humeral head hits the posterior
glenoid , resulting in a compressive fracture of the anterior medial side of
the humeral head ,as well as a posterior labial tear, glenoid avulsion frac-

ture and reverse Bankart lesion
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Fig.4 CT shows reverse Hill -Sachs injury,severe compression fracture

of humeral head ,as shown by red arrow
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Fig.5 MRI shows posterior joint capsule loosening labrum injury,as

shown in the red ellipse
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Fig.6 POLPSA (posterior labrocapsular periosteal sleeve avulsion) ,as
shown by red arrow. The avulsed posterior lip is still attached to the
avulsed periosteal sheath of the posterior labial space,which is a recog-
nized reverse Bankart variation. This lesion is related to hind shoulder in-

stability and requires surgery
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Fig.7 CT shows Bennett’s injury (crescent ossification near the posterior
inferior labrum) as shown by red circle ,and the formation of osteophytes
near the posterior part of the inferior glenohumeral ligament complex near

the posterior inferior glenoid labrum
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Fig.8 CT three - dimensional reconstruction shows engaging posterior
dislocation. Severe bone defect in front of the humerus head,locked be-

hind the scapula during dislocation
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Fig.9 In the case of reverse Hill-Sachs injury,the y and 8 angles evalu-

ate joint stability
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Fig.10 MRI contrast showing relaxation and enlargement of the posterior
inferior joint capsule crypt,as shown by red circle. This is a common fea-

ture of noninvasive posterior shoulder instability
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Fig.11 CT shows Lazy J and delta shape in posterior scapula,as shown

by the red line. It shows that the posterior glenoid is hypoplastic
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Fig.12 Stanmore triangle single-term instability typing
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