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Abstract  

Background: Glenohumeral joint is the most mobile and  
most commonly dislocated joint in the human body. The  
patient's age at the time of injury is inversely related to the  
incidence of dislocation recurrence rate. Recurrence rate in  
athletes younger than 20, may be as high as 90%. Arthroscopic  

stabilization is usually successful in preventing the recurrence  
of shoulder dislocations leads to reduced recurrence, improved  
functional outcome.  

Aim of Study:  The aim of this study is to asses the benefits  
of Bankart repair using suture anchors in treating patient with  
first time anterior traumatic shoulder instability.  

Patients and Methods:  This prospective study was per-
formed on 30 patients having anterior primary shoulder  
dislocation. All cases were managed by arthroscopic repair  
of the anterior labral lesion using suture knotted anchors.  

Results:  Patients were assessed pre and post operatively  
by modified Rowe scale and ASES (American shoulder and  
Elbow disability system).  

Conclusion:  Primary arthroscopic repair for first-time  
traumatic anterior shoulder dislocation provided satisfactory  
functional outcomes and improved quality of life. Primary  

arthroscopic stabilization can be considered best treatment  
option in patients younger than 30 years with first time shoulder  
dislocation.  
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Introduction  

THE  most common mode of this injury is the  
anterior dislocation when the head of humerus  
dislocates anteriorly and medially in relation to its  
normal anatomical position. Following the first  
dislocation, chronic anterior instability of the  
glenohumeral joint might occur. The most common  

cause of shoulder instability is a traumatic injury,  
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in 95% of all anterior shoulder dislocations. Patient  
age at the time of injury is the most important  
predicting factor for recurrence. Other risk factors  
include early return to competitive contact sports  
and poor compliance to rehabilitation program.  

Patients and Methods  

This study was performed on 30 patients having  
anterior primary shoulder dislocation. Patients  
were managed between 1/1/2013 till 1/6/2015 and  

all were done at Cairo university hospitals. All  
patients had a single episode of dislocation. Patients  
suffered the injury during participating in sports  
activities, eight patients during catching the arm  
from behind in handball playing, three patients  
during throwing, seven patients during lifting heavy  
weights and eight patients after a falling down in  
running activities and four patients experienced  
their injury during daily activities like falling on  

staircase. All cases were managed by arthroscopic  
repair of the anterior labral lesion using suture  
knotted anchors. Fourteen patients were done after  
one month of 1 st  episode of dislocation and eight  
patients were done after three months while six  
patients were done after 6 months and two patients  
had surgery after eight months of 1 st  dislocation.  
Inclusion criteria's include: Acute traumatic primary  
anterior shoulder dislocation, young adult patients  
younger than 40 years, MRI evidence of Bankart  
lesion, persistence of pain and instability in a  
shoulder with history of single dislocation, athletic  
patients. Exclusion criteria's were: Age above 40  
years, recurrent anterior shoulder dislocations,  
associated comorbidity and unfitness for surgery,  
epileptic patients unless controlled for "1" year,  
prior shoulder girdle fracture, bony bankart lesion,  
absence of bankart lesion in the MRI.  
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Surgical technique & post-operative management:  

All patients received general anesthesia. All  

patients were positioned in beach chair position  

with head tightened to the beach chair head piece.  

Anesthesia tube was tilted to the contralateral side.  

Elastic bandages were wrapped around both legs.  

Examination under general anaesthesia with pro-
vocative tests was done for all patients before  

starting the procedure. After sterile drapping, two  

portals named the posterior portal and the anterior  

portal were done.  

The posterior portal is located approximately  

2cm inferior and medial to the posterolateral corner  

of the acromion at the posterior "soft spot". An  
anterior portal should be placed as close as possible  
to the superior edge of the subscapularis tendon.  

The arthroscope enters the joint in the interval  

between the infraspinatus and teres minor muscles.  
Standard diagnostic shoulder arthroscopy was  
performed as a first step in all cases to confirm the  

pathology (Bankart lesion). Rasping the edge of  

the glenoid. Identification the site of anchor inser-
tion (1-3-5 clock) right shoulder & (7-9-11 clock)  

on the left shoulder, few millimeter from the glenoid  
edge angled to avoid damage to the articular sur-
face.  

Labral lesion  

The first anchor is inserted through the most  

inferior part of inferior glenohumeral ligament.  
A bird pea is used to pull the anchor robe through  
the tissue labrum, while tying a sliding knot, the  

limb that passes through the tissues must be the  

post to deliver the knot away from the articular  

Identification of labrum lesion  

surface. A sliding knot is made and slided down  
the cannula by a knot pusher. Two counter-
running (half hitches) knots complete the suture.  
According to the length of the labral detachment  

this procedure must be repeated two or three  

times.  

Bird peak anchor pulling Formation of sliding knot  
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All cases were done with knotted suture anchor.  
The number of anchors used ranged between 2-3  
anchors according to the capsulo-labral length.  
Twenty-four cases were managed by 2 anchors, 4  
cases by 3 anchors and one case managed by 4  

anchors. Post-operatively all cases were given  
analgesics (NSAID) for pain reduction and antibi-
otics 3 rd  generation cephalosporins, immobilization  
was carried out for three weeks, day and night  
using arm pouch sling with abdominal belt.  

Final anchor placement Full repaired labrum  

Duration of follow-up:  For all patients follow-
up was done after 1 week, 2 weeks, 3 weeks, 6  
weeks and after that at 3 months, 6 months and  
one year. Shortest duration of follow-up was 12  
months and longest was 30 months with mean  
follow-up of 19.14 months and standard deviation  

of 6.20 months. Immediate post-operative X-rays  
were done. We followed Neer post-operative reha-
bilitation program.  

Pendulum exercises were started on post-opera-
tive day one, active assisted exercises were started  
3 weeks post-operatively. At 6-8 weeks strength  
training and aggressive range of motion were  
undertaken. Patients were allowed to return to  

sports by 3 months if their range of motion and  
strength are within normal limits as compared to  

the contra lateral side.  

Results  

The patients were assessed at the end of follow-
up period at one year post-operatively for the range  
of motion including elevation, external rotation  
and internal rotation.  

20  

10  

0  
140-149 150-159 160-169 170-179 180-189  

Fig. (1): Range of elevation.  

External rotation at side:  The range of external  
rotation varied between 30 up to 70.  

Table (2): Range of external rotation.  

Range of external rotation  Number of patients  Percentage  

30-39  2  6.6  
40-49  3  10  
50-59  5  16.6  
60-69  14  46.6  
70 or more  7  23.3  

Elevation:  The range of elevation varied be- 
20  

tween 140 up to 180. The average postoperative  
forward elevation was 170.  

Table (1): Range of elevation.  

Range of elevation  Number of patients  Percentage  

0  

140-149  
150-59  
160-169  
170-179  
180 or more  

2  
3  
6  
14  
5  

6.6  
10  
20  
46.6  
16.6  

30-39 40-49 50-59 60-69 70 or more  
Fig. (2): Range of elevation.  
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Fig. (3): Range of internal rotation.  
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Internal rotation hand to back:  The internal  
rotation range varied between T4 up to L2.  

Table (3): Range of internal rotation.  

Range of internal rotation  Number of patients Percentage  

23.3  
20  
10  
0  
3.3  
23.3  
0  
6.6  
0  
10  
3.3  

Functions and sports activities:  All patients of  
the study returned to their work. Twenty six patients  
of the study were participating in sports activities  
prior to injury. All of them were able to practice  
sports again but six out of them not as the same  
as previously. Two (6%) patients had no limitation  
at work but were not able to practice work and  
sports. Two patients (6%) had moderate limitation  
at work.  

Recurrence of instability:  None of the patients  
had any signs of instability after operation. Ant  
drawer test was done pre-operative and post-opera-
tive to compare. Infection one patient complained  
of infection at one of the sutures and was treated  
by 3 rd  generation antibiotics for another 2 weeks.  
One patient complained of squeaking and upon  
doing X-ray, it revealed loose anchor but the patient  

refused to do any surgical intervention.  

The overall average score by modified Rowe~s  
score was 41 points pre-operatively and 92.8 post-
operatively out of 100 points in the studied 30  
patients. Post-operatively excellent results (90%)  
or more were obtained in 22 cases (74%), good  

results (70-89%) in 7 cases (23%) fair results (40-  

69%) in one case (3%). American Shoulder and  
Elbow Disability System (ASES): Pre-operative  

score was (62.2) and postoperative average score  
was (93.6), excellent results were obtained in  
(93.3%) of cases, good results obtained in (3.3%)  
of cases and fair result obtained in (3.3%) of cases.  

Discussion  

In this study we performed 30 cases of primary  
anterior shoulder dislocation. All had Bankart  
lesion and all were operated upon using suture  
anchors. The age ranged between 18 and 36 years.  

The follow-up period ranged between 10 and 30  
months with an average of 20 months, we applied  
the modified Rowe’s scoring system and ASES.  

Post-operatively, according to Rowe’s score  
excellent results 90% or more obtained in 22 cases  
(74%), good results (70-89%) obtained in 7 cases  
(23%), fair results (40-69%) obtained in one case  
(3%) and according to ASES score excellent results  
were obtained in (93.3%) of cases, good results  
obtained in (3.3%) of cases and fair result in (3.3%)  
of cases. The overall average score was (41) points  

preoperatively and (92.8) post-operatively out of  
100 points according to Rowe’s score and the  
overall average score was (93.6) according to  
ASES score in the studied 30 patients.  

All patients of the study returned to their work.  
Twenty six patients were participating in sports  
activities prior to injury. All of them were able to  
practice sports again but six out of them not as the  
same as previously. Two patients had no limitation  
at work but were not able to practice sports. Two  
patients had moderate limitation at work. Average  
points were 42.1. The overall functional activities  
improved from 28.5 points preoperatively to 42.1  
post-operatively of 50 points according to Rowe  
Score.  

In a study by Sang-Jin in 2016, the study in-
cluded 33 patients who underwent arthrosopic  
bankart repair after first time shoulder dislocation  

before the age of 30 years. There were 89 age-
matched patients who were treated arthroscopically  
for recurrent dislocation included as a control  
group. Results revealed increased anterior glenoid  
erosion more frequently in the recurrent dislocation  
group and a significant difference in the failure  
rate after operation between the 2 groups. In the  
first-time dislocation group, one patient had redis-
location and none showed positive apprehension.  
In the recurrent dislocation group, 6 patients had  
redislocation and 10 patients had positive appre-
hension. Eight of 10 patients who showed positive  
apprehension had either anterior labral periosteal  
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sleeve avulsion lesions or anterior glenoid erosion.  

The patients' satisfaction with daily activities was  
significantly better in the first-time dislocation  

group (93.0±5.2) than in the recurrent dislocation  
group (82.7±7.2; p<.001). Conclusions: Primary  
surgical treatment for first-time traumatic anterior  

shoulder dislocation provided satisfactory func-
tional outcomes and improved quality of life.  
Primary arthroscopic stabilization can be considered  

one of the treatment options in patients younger  
than 30 years with first-time shoulder dislocation  
to prevent further intra-articular injuries that may  

contribute to recurrence.  

In another study published in 2016, a systematic  

review was performed. Fifteen articles including  

a total of 693 patients with 705 shoulders aged 18  

years or younger. Of 411 shoulders, 293 (71.3%)  

treated with a nonoperative approach experienced  

a redislocation compared with 55 of 314 shoulders  
(17.5%) that received surgical treatment. The results  

showed that the recurrence rate was significantly  

lower in the surgical group compared with the  
nonoperative group. The recurrence rate is lower  
in patients undergoing surgical treatment.  

In a study was performed by Chapus and pub-
lished in 2015, twenty one patients with initial  
anterior dislocation were included. All patients  
underwent arthroscopic Bankart repair within 30  
days of dislocation. Patients were followed-up with  

clinical and radiological assessment. There were  

5 recurrent dislocations (25%) and 2 patients re-
ported sensations of sublaxation. Mean rowe score  

was 86. There was significant internal rotation  

deficit of one vertebral level between operated and  

contralateral shoulder. At 10 years follow-up, 3  

shoulders (15%) showed samilson grade 1 centered  

osteoarthritis. Conclusion: Early arthroscopic cap-
sulo-labral repair by bankart repair in patients less  

than 25 years of age provided a low recurrence  
rate (35%) compared to the literature, including  

dislocation (25%) and sublaxation (10%). Func-
tional outcome was satisfactory and Osteoarthritis  

rate was low (15% samilson grade 1).  

Conclusion:  

Anterior traumatic shoulder instability is a  

common problem especially among the active  
young population. The timing of surgery is the key  
factor to prevent recurrence. Most authors agree  

that in athletes and young populations, surgery  

should be performed after the first episode because  
of high recurrence rate and to avoid further soft  

tissue or bony damage from subsequent disloca-
tions. Advantages for early arthroscopic repair of  

labrum is to prevent further damage and to decrease  

recurrent episodes of dislocation thus decreasing  

the incidence of osteoarthritis may occur with  

dislocations, decrease morbidity and early return  
to working and sports level of activities.  
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