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TO THE EDITOR

Arthroscopic shoulder stabilization is a widely accepted method. Very of-
ten, an arthroscopic treatment is preferred by patients and surgeons be-
cause it is minimally invasive, spares the subscapularis muscle, and be-
cause it enables better identification and treatment of associated 
pathological conditions, and decreases morbidity. Furthermore, recent 
studies have demonstrated that the results of arthroscopic treatment of re-
current traumatic anterior instability are comparable with those achieved 
historically with open procedures1-3.
However, arthroscopy is not always effective and there are cases which re-
quire open surgical techniques. There is a variety of reports regarding re-
currence rates after arthroscopic Bankart repair, depending on arthroscop-
ic skill, but also on the severity of the instability4. Therefore, the patient 
selection plays an important role on the success rate. After the first trau-
matic dislocation, a closed reduction has to be done, and the shoulder is 
put in the sling for two weeks. This rule is indicated for the general popula-
tion, but if we treat top athletes, sometimes an immediate arthroscopy is 
indicated. After the period of rehabilitation, some shoulders will remain 
unstable, and the dislocation can occur during swimming, jumping or even 
during sleeping. The redislocation rate in the general population is around 
50 %5. In younger patients or those with hyperlaxity, the percentage is 
higher, even up to 80 % or 92 %6-9. In Germany, in 73 % of hospitals surgery 
will be indicated for active younger patients under 3010,11.
In case of recurrent instability, surgical therapy must be considered. For 
young patients with 2-6 redislocations after traumatic dislocation, arthro-
scopic treatment is indicated. The lesion of the anterior labrum is called 
the Bankart lesion and has several forms. There are several arthroscopic 
techniques, which include placement of titanium or resorbable implants 
into the anterior glenoid rim, and labrum repair is performed (Figure 1).
In decision making regarding the selection of the surgical technique, we try 
to perform an anatomical repair, either open or arthroscopic. Therefore, 
the glenoid labrum repair together with capsular shift is generally accepted 
as the “gold standard”. In patient selection, the first step is a careful clinical 
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exam. The range of motion in the instable shoul-
der should be compared to the contralateral side. 
Instability tests will give us more information on 
the grade of instability. After clinical evaluation, a 
variety of imaging procedures can be used to de-
termine the shoulder pathology. Among them, 
standard and special X-rays are basic. Sometimes 
we include ultrasonography or MRI to establish 
the soft tissue status. (Figures 2 and 3). The results 
of arthroscopic Bankart repair are generally very 
good2,5,7. The redislocation rate is reported to be 
between 6 % and 25 %, depending on the author’s 
experience. A meta-analysis of comparing arthro-
scopic and open repair showed similar recurrence 
rates (6 % in arthroscopic and 6.7 % in open re-
pair)12. In the second part of the study, after a 
longer follow-up, the reoperation rate was even 
bigger in the open group (9.2 %) than in the ar-
throscopic group (2.2 %). This report indicates that 
arthroscopic stabilization is a reliable method.
Indications for arthroscopic Bankart repair are: 
3-5 redislocations, well-defined anterior labrum 
and absence of bony defect on the humeral head 
or glenoid rim13. 
In cases where poor capsule quality is proven 
during arthroscopy, we have to consider that ar-
throscopic repair might not be sufficient. Balg 
and Boileau have published an Instability severity 
index score, which can be a useful guideline in 
the treatment strategy14,15 (Table 1). Competitive 
and contact sport will certainly increase the risk 

Figure 1. Arthroscopic image of the labrum repair

Table 1. Instability severity index score (according to 
Balg and Boileau)

Instability severity 
index score

Patient < 20	 2

Competitive sport 2

Contact sport 	 1

Ant/inf laxity	 1

RTG Hill sacs	 2

RTG glenoid defect	 2

Total 10

of re-injury and treatment failure. Hubbel has re-
ported 17 % of redislocations and 60 % of insta-
bility in patients with contact sport after arthro-
scopic Bankart repair16. Compared to the 
arthroscopic group, patients with open capsulo-
raphy had no redislocations, but 47 % had some 
loss of external rotation. Other authors also re-
port higher failure rates in arthroscopic stabiliza-
tion1,2. Hyperlaxity is also a problem: if we prove 
the hyperabduction test to be over 120˚, the 
glenohumeral ligaments reattachment should be 
done accompanied with capsule plication, other-
wise the shoulder will remain unstable. Bilateral 
instability, a positive sulcus sign proving some ex-
tent of multidirectional instability, and poor cap-
sule quality at surgery seem to be the predicting 
factors for failure15,16. The age of the patient plays 
also an important role. Patients under 24 years of 
age have much more risk of failure17. This could 
be explained by hyperplastic tissues in adults or 
poor compliance.
Arthroscopic revision after arthroscopic Bankart 
repair has a recurrence rate of 6 % to 27 %18-20. As 
in the revision cases the shoulder capsule is thin 
and weak, perhaps it is better to do an open re-
pair with abundant capsular shift. A slight ten-
sioning of the subscapularis muscle can be help-
ful: it will not limit the external rotation, but will 
produce a tighter anterior wall.
As a result of higher number of dislocations, bony 
lesions occur. The defect on the posterior side of 
the humeral head is called Hill-Sachs lesion (Figure 
2). The corresponding lesion is created on the an-
terior glenoid rim (Figure 3). These defects in-
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crease the instability and must be addressed in 
the treatment. There are several surgical tech-
niques, such as bone grafting to fill the defect, 
capsule fixation into the defect (the “remplissage 
technique”) and others. A very popular bone block 
procedure for unstable shoulders is the Latarjet 
procedure: a resected coracoid is transferred to 
the anterior inferior rim of the glenoid without de-
taching the conjoined tendon (Figure 4). The sub-
scapularis muscle is divided horizontally to allow 
the coracoid to be put on the glenoid. This meth-
od has double effect: the bone block will fill up the 
bone defect and the tendons will have “the sling 
effect”. Suturing the subscapularis will additionally 
tension the anterior shoulder wall. This stabiliza-
tion is indicated when the bone defect on the gle-
noid is wider than 5 mm or the Hill-Sachs lesion 
extends to ¼ of the humeral head. It is a valid pro-
cedure for throwing or contact sports.
The results of our series of following 108 patients 
operated between 2005 and 2008 show that, af-
ter four years of follow-up, we had 28 % of pa-
tients with 2-5 redislocations and 72 % with five 
or more redislocations. There were 80 % male 
and 20 % female patients. Out of these patients, 
83 % had undergone arthroscopic and 17 % open 
repair. Open surgery consisted of arthroscopic ex-
amination and if the criteria for arthroscopic re-
pair were not ideal, an open Bankart repair was 
done, followed by capsular shift and slight sub-
scapularis tendon tensioning. In the arthroscopic 
group we had 4 % of redislocations, and in the 
open group the failure rate was 1 %.
Arthroscopy is a very popular and safe method in 
shoulder stabilization. If we want to keep the suc-
cess rate over 90 %, patient selection must be 
done. In highly unstable shoulders with poor cap-
sular tissue quality or additional bony lesion, one 
of the open techniques is indicated.
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