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Background: Arthroscopic suture repair is the main treatment option for hip labral tears; however, anchor insertion and placement
from arthroscopic portals is difficult.

Purpose: To quantitatively evaluate the safety of various arthroscopic portals for suture anchor placement during hip labral repair.

Study Design: Descriptive laboratory study.

Methods: The computed tomography scans of 20 patients with normally developed hip joints were used to create 3-dimensional
models. The distances from the anchor to the articular cartilage (DAC) and from the acetabular insertion point to the cortical bone
(DCB) were measured in the anterolateral portal (AL), posterolateral portal (PL), midanterior portal (MAP), medial MAP, and 3 distal
anterolateral accessory portals (DALAs): DALA-proximal, DALA-middle, and DALA-distal. Labral tears were divided into anterior (4,
3, and 2 o’clock), lateral (1, 12, and 11 o’clock), and posterior (10, 9, and 8 o’clock) acetabular zones, and the Kruskal-Wallis and
Mann-Whitney U test were used to compare DAC and DCB in the zones. The success rate was defined as anchors placed with
DAC �1 mm and DCB �15 mm.

Results: The DAC was significantly smaller in the AL at 1 o’clock (0.68 ± 0.32 mm; P < .001) and 12 o’clock (0.37 ± 0.30 mm; P <
.001), and in the PL at 12 o’clock (-0.35 ± 0.38 mm; P< .001) and 11 o’clock (0.60 ± 0.24 mm; P< .001). The DCB was significantly
smaller in the DALA-P at 3 o’clock (8.93 ± 2.12 mm; P < .001) and 11 o’clock (9.59 ± 2.84 mm; P < .001), the MAP at 12 o’clock
(13.76 ± 3.89 mm; P < .001) and 11 o’clock (0.27 ± 0.27 mm; P < .001), and the MMA at 12 o’clock (5.96 ± 2.31 mm; P < .001) and
11 o’clock (0 mm; P< .001). Success rates were high for MAP and MMA between 4 o’clock and 1 o’clock, for DALA-proximal at 12
o’clock, for AL at 11 o’clock, and for PL between 10 o’clock and 8-o’clock.

Conclusion: There were significant differences in the success rate of anchor placement using different portals during hip
arthroscopic labral repair.

Clinical Relevance: MAP is recommended for labral repair between 4 o’clock and 1 o’clock, DALA-P is recommended between 2
o’clock and 12 o’clock, AL is suitable at 11 o’clock, and PL is suitable between 10 o’clock and 8 o’clock.
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Hip labral tears are caused by injuries, structural pro-
blems, or degenerative conditions and are associated with
pain, locking or clicking, limited range of motion, and joint
stiffness.11 Due to the histological structure of fibrocarti-
lage and poor acetabular labrum blood supply,19 arthro-
scopic surgery is often required for labral tears to restore
the sealing suction of the labrum,20,27 and prevent degen-
erative changes and osteoarthritis of the hip joint.15,23

Arthroscopic suture repair is the main treatment option
for labral tears; suture anchors provide reliable fixation for
suture repair and reconstruction of the labrum.8,10,15,17

However, unlike the shoulder joint, anchor insertion and
placement from arthroscopic portals is more difficult in the
hip joint due to the long soft tissue tunnel and limited oper-
ative range. Details regarding the safety and complications
of anchor placement in hip arthroscopy have been reported
in cadaveric studies.5,9,26 According to the results of some
studies, there is no difference in the safety of various por-
tals with the same placement position,5,9 while other
results have suggested that the safety performance of some
portals was better.26 However, the current literature lacks

The Orthopaedic Journal of Sports Medicine, 11(8), 23259671231189729
DOI: 10.1177/23259671231189729
ª The Author(s) 2023

1

This open-access article is published and distributed under the Creative Commons Attribution - NonCommercial - No Derivatives License (https://creativecommons.org/
licenses/by-nc-nd/4.0/), which permits the noncommercial use, distribution, and reproduction of the article in any medium, provided the original author and source are
credited. You may not alter, transform, or build upon this article without the permission of the Author(s). For article reuse guidelines, please visit SAGE’s website at
http://www.sagepub.com/journals-permissions.

https://doi.org/10.1177/23259671231189729
https://creativecommons.org/licenses/by-nc-nd/4.0/
https://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1177%2F23259671231189729&domain=pdf&date_stamp=2023-08-21


comprehensive evaluations of the safety and success rates
of anchor placement that would allow optimizing portals for
common labral tear regions.

The aim of this study was to evaluate the safety para-
meters of suture anchor placement using 3-dimensional (3-
D) models from hip computed tomography (CT) scans. It
was hypothesized that there will be differences in safety
parameters and success rates with different portals during
hip arthroscopic labral repair.

METHODS

3-D Model Reconstruction

Institutional review board approval was obtained for the
study protocol. A total of 20 CT scans (Energy Spectral
CT, Siemens) of patients with normally developmental hip
joints taken between June 1, 2021 and October 31, 2022
were included in the study. Inclusion criteria were acetab-
ular abduction angle of 35� to 55�, acetabular anteversion
angle of 5� to 25�, and femoral neck anteversion angle of 5�

to 20�. Exclusion criteria were Tönnis grade�2 osteoarthri-
tis, femoral-acetabular impingement, and developmental
dysplasia of the hip. The 3-D models were reconstructed
using Mimics (Version 19; Materialise) and optimized using
Geomagic Wrap (Version 2021; Geomagic).

The 3-D hip models were used to test the safety of anchor
placement during hip arthroscopic repair under various
portals. The portals and their locations are shown in Figure
1. The anterolateral portal (AL), posterolateral portal (PL),
anterior portal (AP), midanterior portal (MAP), and distal
anterolateral accessory portal (DALA) were located using
anatomic marks, including the anterior superior iliac spine,
the lateral margin of the patella, and the tip of the greater
trochanter after rotation and traction of the femur.24 The
medial MAP (MMA) was 1 cm medial to the MAP. In addi-
tion, 3 typical DALAs distributed on the anterior margin of
the femur were located based on positions reported in the
literature: DALA-proximal (DALA-P),5,7 DALA-middle
(DALA-M),26 and DALA-distal (DALA-D).24

Surgical Procedure and Suture Anchor Placement

The positions of the acetabulum were described using the
clock face,1 and labral tears were divided into anterior (4, 3,
and 2 o’clock), lateral (1, 12, and 11 o’clock), and posterior
(10, 9, and 8 o’clock) zones (Figure 2A).21 A 3-mm anchor
was inserted 2 mm from the acetabulum cartilage to

simulate the surgical procedure.7 Safety data were mea-
sured in a plane formed by the insertion point, the hip
center, and the portal (Figure 2B).

Safety Parameters

The distance from the anchor to the articular cartilage
(DAC), which represents the risk of articular cartilage vio-
lation, and the distance from the acetabular insertion point
to the cortical bone (DCB), which represents the risk of
cortical bone penetration, were the 2 major safety para-
meters. The DAC is the smallest distance between the

Figure 1. Schematic diagram of portals used during hip arthro-
scopic labral repair. The horizontal dashed line indicates the line
from the anterior superior iliac spine to the lateral border of
patella. The AL is 1 cm superior and 1 cm anterior to the tip of
greater trochanter. The PL is 1 cm superior and 1 cm posterior to
the tip of greater trochanter. The AP is at the same level as the
AL and 1 cm lateral to the line between the anterior superior iliac
spine and the lateral margin of the patella. The MAP is the distal
vertex of an equilateral triangle composed of the AL, AP, and
MAP (dashed lines). The MMA is 1 cm medial to the MAP. Three
typical DALAs are distributed on the anterior margin of the femur:
DALA-P, DALA-M, and DALA-D. DALA-P is 5 cm distal to, but in
line with, the AL. DALA-M is the distal vertex of an isosceles
triangle composed of DALA-M, MAP, and AL; the distance
between MAP and AL is equal to the distance between MAP
and the DALA-M. The distance between DALA-D and AL is 1.5
times the distance between AL and DALA-M. AL, anterolateral
portal; AP, anterior portal; DALA, distal anterolateral accessory
portal; DALA-D, DALA-distal; DALA-M, DALA-middle; DALA-P,
DALA-proximal; MAP, midanterior portal; MMA, medial midan-
terior portal; PL, posterolateral portal.
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anchor and articular cartilage (Figure 3), while the DAC was
the maximum distance perpendicular to the anchor of the
articular cartilage when the anchor has passed through the
articular cartilage. Articular cartilage violation occurs when
the DAC is <1.0 mm. The DCB is the distance from the
acetabular insertion point to the cortical bone of the acetab-
ulum along the direction of the anchor (Figure 3). Cortical
bone penetration occurs when DCB is <15 mm.

Two supplementary safety parameters, the angle of
anchor deviation (AAD) and the length of operating path
(LOP), were also used. The AAD (y) is the angle between the
actual direction (da) and the ideal direction (di) of the anchor
perpendicular to the acetabular opening plane.13 It was com-
puted from the vector of orientations in the x, y, and z planes:
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The LOP is the distance between the portal (A) and the
insertion point (B) and was computed using the coordinates
the x, y, and z planes:

Aðx1; y1; z1Þ

Bðx2; y2; z2Þ

LOP ¼
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Smaller AADs represent greater safety, and shorter LOPs
have better handling.

Finally, we calculated the success rate of anchor place-
ment according to portal and acetabular zone, in which
successful placement was defined as a DAC of �1 mm and
a DCB of �15 mm.

Statistical Analysis

The sample size for this study was determined based on
previous studies with similar methodologies. Descriptive
statistics were reported as the means and standard devia-
tion. The Kruskal-Wallis method with Bonferroni correc-
tion was used to compare the safety parameters (DAC,
DCB, AAD, and LOP) of the portals (AL, PL, AP, MAP,
MMA, DALA-P, DALA-M, and DALA-D) in the anterior
and lateral acetabular zones, and the Mann-Whitney U test
was used to compare the safety parameters of the portals in
the posterior acetabular zones. Success rates were com-
pared using the Fisher exact test with Bonferroni correc-
tion. Statistical significance was determined using a 95%
significance level. Statistical analyses were performed
using SPSS statistics software (Version 25.0, IBM Corp).

RESULTS

Reconstruction of the 3-D Hip Model

Twenty 3-D hip models were reconstructed based on 1-mm
CT scans of patients. The 20 participants had a mean age of
67.3 ± 2.56 years (range, 37-82 years), mean height of
174.75 ± 8.16 mm (range, 150-178 mm), mean weight of
69.5 ± 12.52 kg (range, 51-96 kg), and mean body mass
index of 25.72 ± 4.75 (range, 18.34-33.25). Acetabular
abduction, acetabular anteversion, and femoral neck ante-
version were analyzed in the 3-D models; the results
showed that they were all within the normal range, with
mean values of 48.50� ± 0.53� (range, 43.85�-52.23�), 18.18 ±
0.84� (range, 12.45-23.66�), and 13.95 ± 0.60� (range, 10.30-
19.95�), respectively.

Safety Profiles of the Different Portals

Table 1 presents the safety parameters of the portals for
anchor placement. The results showed that there was a
higher risk of complications in some portals during
anchor placement. Smaller DAC values, indicating the
piercing of the acetabular articular surface at these posi-
tions, were present in the AL at 1 o’clock and 12 o’clock
and in the PL at 12 o’clock and 11 o’clock. DCB values of
<15 mm, which indicated piercing through the cortex,
were present in the DALA-P, DALA-M, and DALA-D at
3 o’clock, in the MAP, MMA, DALA-M, and DALA-D at 12
o’clock, and in the MAP, MMA, DALA-P, DALA-M, and
DALA-D at 11 o’clock (Figure 4).

Conversely, there were preferable safety parameters in
some portals during anchor placement. MAP and MMA
were prominent for anchor placement in the anterior ace-
tabulum. There were longer DCBs in MAP and MMA at 4

Figure 2. (A) The position of the acetabulum was described
using a clock face, with 6 o’clock at the midpoint of the trans-
verse acetabular ligament and 3 o’clock at anterior acetabu-
lum. Labral tears were divided into anterior (4, 3, and 2
o’clock), lateral (1, 12, and 11 o’clock), and posterior (10, 9
and 8 o’clock) zones. (B) A 3-mm anchor was inserted 2 mm
from the acetabulum cartilage in the acetabulum model.
Safety data were measured in a plane formed by the insertion
point (cyan), the hip center (green), and the portal (yellow).
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o’clock and 3 o’clock. The DCB of the MMA was greater
than that of MAP at 3 o’clock, although the difference was
not statistically significant. DALA-P was advantageous for
anchor placement in the lateral acetabulum between 12
o’clock and 1 o’clock. There was a larger DAC in DALA-P,
MMA, and MAP at 1 o’clock. Furthermore, DALA-P was
advantageous for anchor placement at 12 o’clock because
the DAC of DALA-P was greater than that of AL and PL; in
addition, the DCB of DALA-P was greater than that of
MMA, MAP, DALA-M, and DALA-D. However, AL was the
only portal suitable for anchor placement at 11 o’clock due
to greater DAC than for PL and greater DCB than MMA,
MAP, DALA-P, DALA-M, and DALA-D (Table 1).

AL and PL are the portals used most commonly for
anchor placement at the posterior acetabulum. There were
greater safety parameters in PL than in AL, although the
difference was not statistically significant.

The results for the supplementary safety parameters,
AAD and LOP, were consistent with those of the DAC and
DCB between 4 o’clock and 12 o’clock. There were smaller
AAD and shorter LOP in MAP and MMA at 4 o’clock and 3
o’clock; AAD and LOP were likewise smaller and shorter,
respectively, in DALA-P, MAP, and MMA at 2 o’clock, in
DALA-P and MAP at 1 o’clock, and in DALA-P at 12 o’clock.
There was a smaller AAD in DALA-P and a larger LOP in
AL and PL at 11 o’clock. In the posterior acetabulum, there
were no significant differences in AAD and LOP between 10
o’clock and 8 o’clock.

Success Rates of Anchor Insertion
From Different Portals

The success rates and the frequencies of intra-articular
cartilage damage and cortex penetration are reported in
Table 2. MAP, MMA, DALA-P, AL, and PL had favorable
success rates for anchor placement from anterior to

posterior. At 4 o’clock, the success rates of MMA (100%) and
MAP (100%) were higher than those of DALA-P (75%),
DALA-M (75%), and DALA-D (70%), although the differ-
ence was not statistically significant. At 3 o’clock, MMA had
the highest success rate of 65%, which was significantly
greater than that of DALA-M (15%) and DALA-D (10%).
There were high success rates at 2 o’clock for MMA (95%),
MAP (95%), DALA-P (95%), DALA-M (100%), and DALA-D
(100%).

Most portals had satisfactory success rates (85%-95%) at
the 1-o’clock position except for DALA-D (50%), AL (55%),
and PL (60%) (Table 2). Remarkably, only DALA-P (75%),
whose success rate was significantly greater than that of
MMA (15%) and DALA-D (5%), had a suitable success rate
for anchor insertion at 12 o’clock. AL had the highest
success rate of 75% at 11 o’clock, which was significantly
greater than that of MAP (0%), MMA (0%), DALA-M (10%),
and DALA-D (5%). AL and PL were both suitable for anchor
placement at the posterior acetabulum. However, PL (85%,
95%, and 80%, respectively) performed better between 10
o’clock and 8 o’clock compared with AL (60%, 65%, and 60%,
respectively).

Figure 5 shows a summary of the success rates for each
portal according to acetabular clock face position. The high-
est success rates for the portals at 4 o’clock, 2 o’clock, 1
o’clock, and 9 o’clock were 100%, 100%, 95%, and 95%,
respectively. However, the highest success rates at 3
o’clock, 12 o’clock, and 11 o’clock were 65%, 75%, and
75%, respectively, indicating the difficulty of anchor place-
ment at these positions.

DISCUSSION

The primary finding of the study was that there were sig-
nificant differences in the success rate of anchor placement

Figure 3. Safety parameters. The DAC represents the risk of articular cartilage violation. DAC (white arrow) is the shortest distance
between the anchor and the articular cartilage. DAC is the maximum distance perpendicular to the anchor when the anchor has
passed through the articular cartilage. DAC <1.0 mm was considered articular cartilage violation. The DCB represents the risk of
cortical bone penetration. DCB (red arrow) is the distance from the insertion point to the cortical bone of the acetabulum along the
direction of the anchor. DCB <15 mm was considered cortical bone penetration. DAC, distance from the anchor to the articular
cartilage; DCB, distance from the acetabular insertion point to the cortical bone.
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TABLE 1
Safety Parameters of Portals at Insertion Positionsa

Position DALA-D DALA-M DALA-P MAP MMA AL PL P

Anterior Zones

4 o’clock
DAC, mm 2 ± 0 2 ± 0 2 ± 0 2 ± 0 2 ± 0 – – >.999
DCB, mm 18.64 ± 1.42b 18.08 ± 1.17b 21.20 ± 1.45b,c 23.63 ± 1.24c 24.70 ± 1.04c – – <.001
AAD, deg 28.94 ± 2.90b 23.04 ± 1.5b 24.37 ± 1.16b 15.05 ± 1.90c 12.85 ± 1.57c – – <.001
LOP, mm 193.08 ± 5.07b 153.79 ± 3.66b 111.51 ± 1.32c 108.17 ± 1.97c 104.63 ± 2.17c – – <.001

3 o’clock
DAC, mm 2 ± 0 2 ± 0 1.98 ± 0.02 1.89 ± 0.07 1.85 ± 0.1 – – .130
DCB, mm 6.01 ± 1.61b 6.25 ± 1.63b 8.93 ± 2.12b,c 15.56 ± 2.08c,d 19.55 ± 1.82d – – <.001
AAD, deg 30.97 ± 2.78b 24.58 ± 1.45b 20.60 ± 1.26b 12.66 ± 1.42c 10.94 ± 1.2c – – <.001
LOP, mm 199.02 ± 5.28b 157.53 ± 3.92b 110.31 ± 1.17c 108.28 ± 2.04c 105.31 ± 2.24c – – <.001

2 o’clock
DAC, mm 2 ± 0 2 ± 0 1.98 ± 0.02 1.85 ± 0.08 1.86 ± 0.1 – – .041
DCB, mm 28.53 ± 1.47b,d 24.81 ± 1.25b,c 22 ± 1.23c 29.66 ± 1.63b,d 34.82 ± 2.01d – – <.001
AAD, deg 32.84 ± 2.69b 25.94 ± 1.46b 16.93 ± 1.43c 11.54 ± 1.43c 11.56 ± 1.59c – – <.001
LOP, mm 200.22 ± 5.83b 156.71 ± 4.49b 105.41 ± 1.12c 105.39 ± 2.39c 103.37 ± 2.59c – – <.001

Lateral Zones

1 o’clock
DAC, mm 2 ± 0b 2 ± 0b 1.83 ± 0.08b,c 1.88 ± 0.09b 1.89 ± 0.09b 0.68 ± 0.32d 1.08 ± 0.24c,d <.001
DCB, mm 23.15 ± 5.62b 37.64 ± 3.83b 43.13 ± 1.45b,c 69.61 ± 5.47c,d 90.55 ± 6.89d 37.92 ± 1.16b 31.34 ± 1.22b <.001
AAD, deg 33.05 ± 2.69b,c 25.43 ± 1.57c,d 12.19 ± 1.53e 11.42 ± 1.79e 15.33 ± 1.62d, e 29.60 ± 1.17b,c 39.17 ± 1.19b <.001
LOP, mm 202.83 ± 6.06b 158.07 ± 4.73b 104.78 ± 1.10c 107.44 ± 2.52c 106.68 ± 2.69c 78.43 ± 1.62d 83.42 ± 1.64d <.001

12 o’clock
DAC, mm 2 ± 0b 2 ± 0b 1.93 ± 0.04b 2 ± 0b 2 ± 0b 0.37 ± 0.30c �0.35 ± 0.38c <.001
DCB, mm 4.87 ± 3.63b 13.33 ± 4.91b 50.83 ± 7.41c 13.76 ± 3.89b 5.96 ± 2.31b 42.96 ± 0.68c 42.83 ± 0.70c <.001
AAD, deg 31.33 ± 2.83b 22.62 ± 1.77b,c 8.69 ± 1.38d 13.87 ± 1.72c,d 19.22 ± 1.53c 25.17 ± 1.46b,c 32.05 ± 1.30b <.001
LOP, mm 202.79 ± 6.15b 158.10 ± 4.81b,c 106.28 ± 1.28d 111.43 ± 2.57c,d 111.82 ± 2.71c,d 78.68 ± 1.76e 79.75 ± 1.80e <.001

11 o’clock
DAC, mm 2 ± 0b 2 ± 0b 2 ± 0b 2 ± 0b 2 ± 0b 1.53 ± 0.14c 0.60 ± 0.24d <.001
DCB, mm 2.52 ± 2.15b 6.88 ± 3.78b 9.59 ± 2.84b 0.27 ± 0.27b 0 ± 0b 37.74 ± 2.32c 39.05 ± 0.80c <.001
AAD, deg 28.70 ± 3.04b,c 19.06 ± 1.93c,d, e 10.05 ± 1.34e 16.54 ± 1.71d, e 22.00 ± 1.43c,d 29.38 ± 1.40b,c 31.95 ± 1.40b <.001
LOP, mm 200.22 ± 6.28b 156.74 ± 4.93b,c 108.67 ± 1.63d 114.94 ± 2.74c,d 115.85 ± 2.86c,d 83.95 ± 2.10e 82.10 ± 2.16e <.001

Posterior Zones

10 o’clock
DAC, mm – – – – – 1.97 ± 0.03 1.74 ± 0.11 .265
DCB, mm – – – – – 24.96 ± 4.35 34.74 ± 2.01 .820
AAD, deg – – – – – 35.70 ± 1.25 36.61 ± 1.35 .583
LOP, mm – – – – – 90.9 ± 2.14 87.71 ± 2.25 .369

9 o’clock
DAC, mm – – – – – 2 ± 0 2 ± 0 .999
DCB, mm – – – – – 21.21 ± 3.63 30.37 ± 1.88 .253
AAD, deg – – – – – 43.03 ± 1.17 44.07 ± 1.31 .445
LOP, mm – – – – – 97.35 ± 2.20 94.30 ± 2.33 .327

8 o’clock
DAC, mm – – – – – 1.89 ± 0.11 2 ± 0 .799
DCB, mm – – – – – 17.00 ± 3.32 21.61 ± 2.56 .383
AAD, deg – – – – – 49.13 ± 1.09 50.98 ± 1.22 .265
LOP, mm – – – – – 102.25 ± 2.15 100.79 ± 2.24 .678

aData are reported as mean ± SD. Boldface text indicates values with DAC �1 mm and DCB �15 mm. Dashes indicate areas not
applicable. AAD, angle of anchor deviation; AL, anterolateral portal; DAC, distance from the anchor to articular cartilage; DALA-D, distal-
anterolateral accessory portal-distal; DALA-M, distal-anterolateral accessory portal-middle; DALA-P, distal-anterolateral accessory
portal-proximal; DCB, distance from the insertion point to cortical bone; LOP, length of the operating path; MAP, midanterior portal;
MMA, medial midanterior portal; PL, posterolateral portal.

b-dSuperscripts with the same letters indicate a lack of statistical difference on pairwise comparison.
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using different portals during hip arthroscopic labral
repair. The success rates of MAP (100%) and MMA
(100%) were higher at 4 o’clock (P ¼ .003). The success rate
of MAP (45%) and MMA (65%) were higher at 3 o’clock (P ¼
.001). The success rate of DALA-P (95%), MAP (95%), and
MMA (95%) were higher at 1 o’clock (P < .001). The success
rate of DALA-P (75%) was higher at 12 o’clock (P < .001).
The success rate of AL (75%) was higher at 11 o’clock (P <
.001). And the success rate of PL (85%, 95%, and 80%,
respectively) was higher at 10 o’clock (P ¼ .157), 9 o’clock
(P ¼ .048), and 8-o’clock (P ¼ .177).

Articular cartilage injuries and cortex penetration are
complications of labral repair that surgeons seek to avoid
during hip arthroscopy. The effectiveness of utilizing vari-
ous portals in improving success rates and reducing com-
plications during hip arthroscopic labral repairs has
previously been documented. Stanton et al26 reported that
placement using DALA rather than MAP and AL improved
safety in the anterior acetabulum. However, previous stud-
ies either lacked indicators for evaluation or were not
designed for investigating commonly used portals. In the
present study, we optimized portal selection by quantita-
tively assessing their safety for suture anchor placement in
3-D hip models.

There was higher safety for anchor placement in MAP
between 4 o’clock and 1 o’clock, in DALA-P between 2

o’clock and 12 o’clock, in AL at 11 o’clock, and in PL between
10 o’clock and 8 o’clock. However, the highest success rate
was only 45% when the placement was with MAP at 3
o’clock due to articular cartilage damage (1/20) and cortex
penetration (10/20). The anchor tended to perforate the
medial cortex at 3 o’clock; this perforation could lead to
persistent hip pain and reoperation.4 Therefore, we
attempted to modify the MAP by moving 1 cm medially and
found a neoportal, MMA, which was a soft spot of the thigh
that provided a gap between the rectus femoris and gluteus
medius. It was easier to breach the capsule and enter the
joint through this gap. This was supported by the finding
that there was a longer DCB of 19.55 ± 1.82 mm and a
higher success rate of 65% in MMA at 3 o’clock. Thus, MMA
may be a better alternative to MAP for labral repairs
between the 4-o’clock and 1-o’clock positions to reduce the
risk of medial cortex penetration.

There was higher safety for anchor placement in MAP
between 4 o’clock and 1 o’clock. This observation was in
agreement with the finding reported by Degen et al,5 who
demonstrated that MAP had a higher success rate than
DALA at 3 o’clock and 4 o’clock, although the difference was
not statistically significant. There were no significant dif-
ferences between MAP and DALA from the anterior 2-
o’clock position to the posterior 9-o’clock position. The alter-
able distances between the anchor and chondrolabral

Figure 4. Safety parameters of portals at the insertion position: (A) DAC, (B) DCB, (C) AAD, and (D) LOP. Data are presented as
means, with shaded areas representing standard deviations. AAD, angle of anchor deviation; AL, anterolateral portal; DAC,
distance from the anchor to the articular cartilage; DALA-D, distal-anterolateral accessory portal-distal; DALA-M, distal-
anterolateral accessory portal-middle; DALA-P, distal-anterolateral accessory portal-proximal; DCB, distance from the insertion
point to the cortical bone; MAP, midanterior portal; MMA, medial midanterior portal; LOP, length of the operating path; PL,
posterolateral portal.
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junction (from 0.1 ± 0.40 to 3.4 ± 1.55 mm) in their study,
differing from fixed distances in the present study, may be
the reason for reduced difference in success rates. In addi-
tion, Foster et al9 reported that the distance from the thin
drill bit (1.4 mm) to the articular surfaces, similar to DAC
in the present study, was not significantly different
between MAP and DALA at 3 o’clock and 4 o’clock. Their
findings were consistent with those of the present study.
Moreover, Foster et al9 demonstrated that PL was safe for
anchor placement from posterior 11 o’clock to 8 o’clock. AL
(75%) was safer than PL (40%) at 11 o’clock, and PL was
safer from 10 o’clock to 8 o’clock in the posterior acetabulum
in the present study. This difference may be explained by
the underestimation of anchor size and the lack of contrast
in the Foster et al9 study.

This study has not confirmed the research by Stanton
et al,26 who indicated that DALA was safer than MAP from
2 o’clock to 3 o’clock and AL from 1 o’clock to 12 o’clock on
account of the larger distance between the pin and the

articular surface, which was similar to DAC in the present
study. There are several possible explanations for our seem-
ingly paradoxical result. First, their study compared the dis-
tance between the pin and the articular surface at the same
depths of insertion. While the smallest distance between the
anchor and the articular surface was compared at all depths
of insertion in the present study. Second, the DAC at the
same insertion point in the present study differed from the
average distance from 2 o’clock to 3 o’clock in their research.
Finally, there were only 6 cadaveric hip specimens and 4
insertion positions in the study by Stanton et al.26 Therefore,
morphological differences between specimens could account
for the conflicting results. In contrast, morphologic differ-
ences between the groups were entirely removed using a
series of uniform 3-D models in the present study.

In addition to portal selection, researchers in previous
studies have attempted to develop guidelines for anchor
placement to enhance safety. The results of several studies
have suggested that a small anchor is a good alternative due

TABLE 2
Success Rates and Complications of Portals According to Acetabular Zone for 3-mm Anchor Insertiona

Position DALA-P DALA-M DALA-D MAP MMA AL PL P

Anterior Zones
4 o’clock 75%b 75%b 70%b 100%b 100%b – – .003

ACV, n 0 0 0 0 0
CBP, n 5 5 6 0 0

3 o’clock 25%b,c 15%c 10%c 45%b 65%b – – .001
ACV, n 0 0 0 1 1
CBP, n 15 17 18 10 6

2 o’clock 95%b 100%b 100%b 95%b 95%b – – >.999
ACV, n 0 0 0 1 1
CBP, n 1 0 0 0 0

Lateral Zones

1 o’clock 95%b 85%b,c 50%c 95%b 95%b 55%b,c 60%b,c <.001
ACV, n 1 0 0 1 1 9 8
CBP, n 0 3 10 0 0 0 0

12 o’clock 75%b 30%b,c, d 5%d 35%b,c, d 15%c,d 35%b,c, d 15%c,d <.001
ACV, n 0 0 0 0 0 13 17
CBP, n 5 14 19 13 17 0 0

11 o’clock 35%b,c, d 10%c, d 5%c,d 0%d 0%d 75%b 40%b,c <.001
ACV, n 0 0 0 0 0 4 12
CBP, n 14 18 19 20 20 1 0

Posterior Zones

10 o’clock – – – – – 60% 85% .157
ACV, n 0 2
CBP, n 8 1

9 o’clock – – – – – 65% 95% .048
ACV, n 0 0
CBP, n 7 1

8 o’clock – – – – – 60% 80% .177
ACV, n 1 0
CBP, n 8 4

aBoldface text indicates success rates of�60%. Dashes indicate areas not applicable. ACV, articular cartilage violation; AL, anterolateral portal;
CBP, cortical bone penetration; DALA-D, distal-anterolateral accessory portal-distal; DALA-M, distal-anterolateral accessory portal-middle;
DALA-P, distal-anterolateral accessory portal-proximal; MAP, midanterior portal; MMA, medial midanterior portal; PL, posterolateral portal.

b-dSuperscripts with the same letters indicate a lack of statistical difference on pairwise comparison.
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to the larger safe angle of insertion and smaller margin for
error regarding articular perforation,12,25 especially at 3
o’clock. The performance of the small anchor (1.8 mm) was
no less than that of the common anchor (2.9 mm) in cyclic
load testing and ultimate failure strength.3,6 We analyzed the
success rate of using smaller anchors (1.8 mm) based upon
the current data (Supplemental Table S1). The use of small
anchors slightly increased the success rate of partial portals.
However, the conclusions of the present study were not
affected. Furthermore, curved suture anchor drill guides
were recommended by Nho et al,22 who found that curved
guides had a greater angle of insertion and longer distance
to the articular cartilage at the 1-o’clock position. However,
the use of a curved or straight drill guide did not make a
statistically significant difference in perforating the subchon-
dral bone and breaching the outer cortex at the 3-, 2-, 1-, 12-,
and 11-o’clock positions, which was reported by Dumont
et al.7 Further work is required to establish the value of
curved suture anchor drill guides for anchor placement dur-
ing hip labral repair.

The anatomic characteristics also influenced the safety of
anchor placement.18 The opening direction of the acetabu-
lum, impacted by coxa vara, coxa valga, and acetabular ante-
version, is a key factor for locating the portals. The location of
portals may change with the opening direction of the acetab-
ulum in patients with abnormal anatomy. In addition, there
are some risks of injuring blood vessels and nerves around
the hip during hip labral repair procedures.24 The major risk
comes from the AP, which is close to the lateral femoral cuta-
neous nerve. There is also a risk of injury to the small termi-
nal branch of the ascending lateral circumflex femoral artery,
which is close to the MAP and AP. Thus, modifying the MAP
by moving 1 cm medially may increase the injury risk of the

small terminal branch of the ascending lateral circumflex
femoral artery. It is advisable to start an arthroscopic proce-
dure with classic portals and perform complementary portals
according to intraoperative requirements.28 However, hip
arthroscopy complications are rare. The rate of complication
was 1.4% to 1.6% during hip arthroscopy. In addition, a direct
injury to the structures is less reported during hip arthros-
copy compared with complication due to distraction.2,14 There
is an anatomic study will be performed in the future to ensure
the safety of MMA portals.

The characteristics of the acetabulum itself also pose
challenges for anchor placement. The present study dem-
onstrated that inserting anchors at 3 o’clock, 12 o’clock, and
11 o’clock was not uneventful, with maximum success rates
of 65%, 75%, and 75%, respectively. This was consistent
with previous studies, in which a high risk of complications
at the 3-o’clock position was reported.4,5 Structural charac-
teristics of the acetabulum may contribute to cortical per-
foration and articular damage. Two depressions were found
on the anterior and posterosuperior walls.16 Furthermore,
the anterior acetabulum corresponded to the psoas valley.29

The thin, low bone walls may increase the risk of complica-
tions at the 3-o’clock position during hip arthroscopic labral
repair.4,5,18,25 Notably, the maximum success rates for the
portal were 65%, 75%, and 75% at the 3-, 12-, and 11-o’clock
positions, respectively, which were lower than those
reported by Degen et al5 (100%, 100%, and 88%, respec-
tively). The anchor was inserted at a point 2 mm from the
chondrolabral junction, and, considering the deviation of
labral repair operation, a 1 mm safe distance was main-
tained between the anchor and the articular cartilage in
the present study, which may explain this difference. The
actual situation in clinical practice may be more optimistic.

Figure 5. Success rate of the portals for anchor insertion from the anterior 4-o’clock to the posterior 8-o’clock positions. The
success rate was proportional to the distance between the portal and the center: 0% near the center and 100% for the portal
farthest from the center. The maximum success rate (%) for each position is marked. AL, anterolateral portal; DALA-D, distal-
anterolateral accessory portal-distal; DALA-M, distal-anterolateral accessory portal-middle; DALA-P, distal-anterolateral
accessory portal-proximal; MAP, midanterior portal; MMA, medial midanterior portal; PL, posterolateral portal.
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We also investigated the relationship between the portal
and anchor insertion points. The orientation of the acetabu-
lum, which depends on the abduction and anteversion
angles, greatly affects the safety of portals for anchor place-
ment. We set up a Cartesian coordinate system in the open-
ing plane of the acetabulum with its rotational center as the
origin. Portal distribution was closely related to the safety of
placement positions (Figure 6). For example, MMA was dis-
tributed anteriorly in the coordinate system, approximately
3 o’clock, which may account for the maximum high success
rate in this position. Meanwhile, DALA-P was distributed
superiorly at approximately 12 o’clock, which made it more
advantageous in this position. PL was distributed more pos-
teriorly than AL and was advantageous in the posterior ace-
tabulum. However, the underlying mechanisms of anchor
placement require exploration in future studies.

Limitations

There were some limitations to this study. First, the normally
developed acetabulum was involved in the present study. The
results may be discrepant in patients with hip deformities,
which include pincer lesions, acetabulum defects or abnormal
acetabular anteversion. Second, there were 20 samples tested
in each group. Using a larger number of samples is likely to
provide results that are close to the actual situation. Third,
the impact of body shape and soft tissue anatomy were not

analyzed in the present study. The results of this study may
not apply to patients who are extremely obese or thin. Fourth,
the mean age was significantly greater than that of patients
who generally undergo arthroscopic labral repairs. This may
limit the generalizability of these results. Finally, the 3-mm
anchor and an error distance of 1 mm were used for anchor
placement in the hip model although smaller anchors and
lesser error distances were available.

CONCLUSION

The present study provides an appropriate portal for
anchor placement, which may reduce the risk of complica-
tions. The primary finding was that MAP, DALA-P, AL,
and PL are suitable for anchor placement in the anterior
4- to 1-o’clock, anterosuperior 2- to 12-o’clock, posterosuper-
ior 11-o’clock, and posterior 10- to 8-o’clock positions,
respectively. In addition, MMA may be a risk mitigation
alternative for MAP at the 3-o’clock position.

Figure 6. A Cartesian coordinate system was established on the opening plane of the acetabulum in the supine position, with the
acetabular rotation center as the origin. The orientation from the origin to 3 o’clock was the positive x-direction (anterior acetab-
ulum), while the orientation from the origin to 12-o’clock was the positive y-direction (superior acetabulum). The radius of each
acetabulum was taken as a 100-unit length. The portals were projected onto this plane along the direction of the opening plane. The
MMA (blue) was distributed anteriorly in the coordinate system, at approximately 3 o’clock, and the DALA-P (red) was distributed
superiorly, at approximately 12 o’clock. AL, anterolateral portal; DALA-D, distal-anterolateral accessory portal-distal; DALA-M,
distal-anterolateral accessory portal-middle; DALA-P, distal-anterolateral accessory portal-proximal; MAP, midanterior portal;
MMA, medial midanterior portal; PL, posterolateral portal.

Supplemental material for this article is available at
https://journals.sagepub.com/doi/full/10.1177/23
259671231189729

The Orthopaedic Journal of Sports Medicine Portal Selection for Hip Labral Repair 9

https://journals.sagepub.com/doi/full/10.1177/23259671231189729
https://journals.sagepub.com/doi/full/10.1177/23259671231189729


REFERENCES

1. Blankenbaker DG, De Smet AA, Keene JS, Fine JP. Classification and

localization of acetabular labral tears. Skeletal Radiol. 2007;36(5):

391-397.

2. Brand JC, Rossi MJ, Lubowitz JH. Hip arthroscopy complications are

rare, but there is room for improvement. Arthroscopy. 2019;35(5):

1297-1299.

3. Byrd JWT, Jones KS, Loring CL, Sparks SL. Acetabular all-suture

anchor for labral repair: incidence of intraoperative failure due to pull-

out. Arthroscopy. 2018;34(4):1213-1216.

4. Degen RM, O’Sullivan E, Sink EL, Kelly BT. Psoas tunnel perforation -

an unreported complication of hip arthroscopy. J Hip Preserv Surg.

2015;2(3):272-279.

5. Degen RM, Poultsides L, Mayer SW, et al. Safety of hip anchor inser-

tion from the midanterior and distal anterolateral portals with a straight

drill guide: a cadaveric study. Am J Sports Med. 2017;45(3):627-635.

6. Douglass NP, Behn AW, Safran MR. Cyclic and load to failure prop-

erties of all-suture anchors in synthetic acetabular and glenoid can-

cellous bone. Arthroscopy. 2017;33(5):977-985 e975.

7. Dumont GD, Money AJ, Thier ZT. Acetabular subchondral and cortical

perforation during labral repair with suture anchors: influence of portal

location, curved versus straight drill guides, and drill starting point.

Arthroscopy. 2019;35(8):2349-2354.

8. Espinosa N, Rothenfluh DA, Beck M, Ganz R, Leunig M. Treatment of

femoro-acetabular impingement: preliminary results of labral refixa-

tion. J Bone Joint Surg Am. 2006;88(5):925-935.

9. Foster AD, Ryan J, Ellis T, Flom J. Safe suture anchor insertion for

anterior and posterior hip labral repair. J Hip Preserv Surg. 2015;2(2):

170-174.

10. Fry R, Domb B. Labral base refixation in the hip: rationale and tech-

nique for an anatomic approach to labral repair. Arthroscopy. 2010;

26(9 Suppl): S81-89.

11. Groh MM, Herrera J. A comprehensive review of hip labral tears. Curr

Rev Musculoskelet Med. 2009;2(2):105-117.

12. Hernandez JD, McGrath BE. Safe angle for suture anchor insertion

during acetabular labral repair. Arthroscopy. 2008;24(12):1390-1394.

13. Ismailoglu AV, Ozdogmus O, Karaman MI, Kayaalp A, Kocaoglu B.

Perpendicular drill bit alignment provides a practical guidance to

determine the appropriate suture anchor insertion angle during ace-

tabular labral repair. J Hip Preserv Surg. 2021;8(2):185-191.

14. Jamil M, Dandachli W, Noordin S, Witt J. Hip arthroscopy: indications,

outcomes and complications. Int J Surg. 2018;54(Pt B):341-344.

15. Kelly BT, Weiland DE, Schenker ML, Philippon MJ. Arthroscopic lab-

ral repair in the hip: surgical technique and review of the literature.

Arthroscopy. 2005;21(12):1496-1504.

16. Kohnlein W, Ganz R, Impellizzeri FM, Leunig M. Acetabular morphol-

ogy: implications for joint-preserving surgery. Clin Orthop Relat Res.

2009;467(3):682-691.

17. Larson CM, Dean RS, McGaver RS, Seiffert KJ, Giveans MR. Arthro-

scopic debridement versus refixation of the acetabular labrum asso-

ciated with femoroacetabular impingement: updated mean 7-year

follow-up. Am J Sports Med. 2022;50(3):731-738.

18. Lertwanich P, Ejnisman L, Torry MR, Giphart JE, Philippon MJ.

Defining a safety margin for labral suture anchor insertion using

the acetabular rim angle. Am J Sports Med. 2011;39 Suppl:

111S-116S.

19. Lewis CL, Sahrmann SA. Acetabular labral tears. Phys Ther. 2006;

86(1):110-121.

20. Maldonado DR, Monahan PF, Domb BG. Restoration of labral func-

tion in primary hip arthroscopy from labral repair to labral reconstruc-

tion. Arthroscopy. 2021;37(10):3013-3015.

21. McGovern RP, Christoforetti JJ, Kivlan BR, et al. Allocation of

anchors during labral repair: a multicenter cohort analysis of labral

treatment in hip arthroscopy. Orthop J Sports Med. 2021;9(2):

2325967120981983.

22. Nho SJ, Freedman RL, Federer AE, et al. Computed tomographic

analysis of curved and straight guides for placement of suture

anchors for acetabular labral refixation. Arthroscopy. 2013;29(10):

1623-1627.

23. Philippon MJ, Schroder e Souza BG, Briggs KK. Labrum: resection,

repair and reconstruction sports medicine and arthroscopy review.

Sports Med Arthrosc Rev. 2010;18(2):76-82.

24. Robertson WJ, Kelly BT. The safe zone for hip arthroscopy: a cadav-

eric assessment of central, peripheral, and lateral compartment portal

placement. Arthroscopy. 2008;24(9):1019-1026.

25. Shah A, Kay J, Memon M, et al. What makes suture anchor use safe in

hip arthroscopy? A systematic review of techniques and safety pro-

file. Arthroscopy. 2019;35(4):1280-1293 e1281.

26. Stanton M, Banffy M. Safe angle of anchor insertion for labral repair

during hip arthroscopy. Arthroscopy. 2016;32(9):1793-1797.

27. Suppauksorn S, Beck EC, Chahla J, et al. Comparison of suction seal

and contact pressures between 270 degrees labral reconstruction,

labral repair, and the intact labrum. Arthroscopy. 2020;36(9):

2433-2442.

28. Thorey F, Ezechieli M, Ettinger M, Albrecht UV, Budde S. Access to

the hip joint from standard arthroscopic portals: a cadaveric study.

Arthroscopy. 2013;29(8):1297-1307.

29. Vandenbussche E, Saffarini M, Taillieu F, Mutschler C. The asymmet-

ric profile of the acetabulum. Clin Orthop Relat Res. 2008;466(2):

417-423.

10 Chen et al The Orthopaedic Journal of Sports Medicine


	Portal Selection for Suture Anchor Placement During Hip Arthroscopic Labral Repair: A Study Based on 3-Dimensional Model Reconstruction
	METHODS
	3-D Model Reconstruction
	Surgical Procedure and Suture Anchor Placement
	Safety Parameters
	Statistical Analysis

	RESULTS
	Reconstruction of the 3-D Hip Model
	Safety Profiles of the Different Portals
	Success Rates of Anchor Insertion From Different Portals

	DISCUSSION
	Limitations

	Conclusion
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


