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Open or athroscopic revision surgery 
for recurrent shoulder instability?  



Objectives  

 Understand the natural history of shoulder dislocation 

 Investigate the reasons for failure after instability surgery 

 Identify the risk factors for recurrence after the index operation 

 Analyse the literature, especially large series and meta-analyses 

 Surgical tips to avoid recurrences 





     Re-dislocation  
 
 - conservative 60-75% 
 
 - surgical 11-20% 



Best current practice 

Stein DA, et al. Arthroscopic stabilization of anterior shoulder instability: A review of 

the literature. Arthroscopy 2002;18:912-924. 

 

Hobby J, Griffin D, Dunbar M, Boileau P. Is arthroscopic surgery for stabilisation of 

chronic shoulder instability as effective as open surgery? A systematic review and 

meta-analysis of 62 studies including 3044 arthroscopic operations. J Bone Joint Surg 

Br 2007;89:1188-1196. 

Widespread acceptance of an all-arthroscopic approach 

to shoulder instability is lacking, partly because of the 

high failure rate that was reported in early studies 



Research performed from 1966 to October 31, 2003 

2005 



2013 



Same rate of recurrence 





 - “modern” arthroscopic techniques 
 
 - the multifactorial etiology of GH instability  
 
 - recognition of complex injury patterns 
   (advanced imaging) 
 
 - increasing learning curve 

HAGL 

PERTHES 

Why we have this improvement? 



… arthroscopy should be the preferred method of repair for 

anterior, posterior and MD instability, because the results 

show equal stability, better motion, improved functional 

outcomes, and most importantly, return to sports 



Arthroscopic stabilization is clearly contraindicated 

when a significant pathologic lesion cannot be 

adequately addressed as a result of the limitations 

of current techniques or instrumentation. 

 



Equipment & lack of expertise 
 
Marked bony deficiencies 
 
Capsular ruptures,  
Failed thermal capsulorrhaphy 
 
 
RC lesions? 
HAGL lesions?  
Collision athletes? 
Revision arthroscopic surgery? 

 

Engaging Hill-Sachs 
defect (>30%) 
 
Significant glenoid 
bone defects (>25%) 





Combined arthroscopic Bankart repair & remplissage 

7 clinical studies, 220 pt 
recurrent dislocation 3.4% 



Cassiopeia (“W”) technique  
Convergent (“M”) technique 



incorrect previous diagnosis, 
 
inadequate correction of lesions,  
 
technical mistakes, 
 
new injury,  
  
improper rehabilitation 
 

Reasons for failure after instability surgery 



Patient factors 
  - young age 
  - male gender 
  - collision athletes 
 
Surgeon factors 
 - misdiagnosis (MDI, posterior instability) 
 - failure to address capsular laxity 
 - failure to address humeral head defects (>20-40%) 
 - failure to address glenoid defects (>25%) 
 - non-anatomic labral repair 
 
 

Risks factors for failed operative GHJ stabilization 



Arthroscopy. 2014 (2):172-7.  

3,854 Bankart repair (84% arthroscopically)  
92% men, mean age 28.0 years 
  193 patients (5.0%)  revision stabilization  
  339 patients (8.8%) were medically discharged  
4 factors associated with surgical failure 
 - younger age 
 - higher facility volume, 
 - open repair: failure rate 7.7% (only 4.5% arthroscopically) 
 - inpatient status  
 
1 in 20 military service  members required revision surgery 



Diagnostic Pearls: Identifying Patients at Risk 

History 
Atraumatic dislocation episodes  
Instability in midrange of motion 
 
 
 
Physical examination 
 
Positive Gagey test,  
(hyper-adduction beyond 105°) 
 

Positive bony apprehension test  
(45o external rotation, 45o abduction) 

 



Diagnostic Pearls: Identifying Patients at Risk 

Radiographic imaging 
Large glenoid defect (West Point view) 
Large humeral head defect (Stryker notch view)  
 
CT or MRI  
humeral head defects 20%-40%  
or glenoid defects 25%  
 
ISIS: Instability severity index score > 6 



CT ARTHROGRAMM 

Overall recurrence rate was 15.6% (77 pt).  
 
Recurrence risk was significantly greater:  
 
 - humeral notch length (d/r) was > 20%  
 
 - and the Gerber X ratio > 40%. 

INTERNAL ROTATION 



ISIS > 6 



11 centers prospectively included 
125 patients 
anterior instability-Bankart repair 
ISIS < 4/10 
minimum 3 anchors  
mean follow-up of 18 months 
3.2% recurrence 
Good Rowe scores (82%) 



Management of recurrent instability 

Conservative treatment 
immobilization in external rotation,  
graduated physical therapy program  
education regarding at-risk shoulder positions  
activity modification 
 
Cause of failure? 

1. arthroscopy or open procedure 

2. soft-tissue procedure alone or additional bony procedure 

 

MUA and diagnostic arthroscopy always 



Types of procedures 

Revision arthroscopic repair (Bankart) 
and/or capsular plication 
 
Arthroscopy after open repair 
 
Open repair after arthroscopy 
 
Open revision after open primary repair 
 
Concominant procedures (allograft 
reconstruction, rotator interval closure) 
 



Revision arthroscopic Bankart repair  

If the primary pathology is  
- recurrent Bankart lesion 
- non-anatomic Bankart repair 
- ALPSA lesion 
minimum 4 suture anchors 
avoid previous suture anchors 
Not interfere with cartilage 
 
 
 



Revision arthroscopic Bankart repair & capsular shift  

 - inferior capsular plication for inferior laxity 
 - rotator interval closure for anterior laxity   
   (Boileau et al) 

 - capsular shift through multiple, separate 
pleated plications through a single 
working portal (Sekiya et al) 



mean of 4.6 suture anchors 
3 plication stitches 
15/18 pt rotator interval closure 
 
3 failures, 2 pt with pain and 
decreased ROM 



23 pt (21 male) 
Index operation:  
8 open Bankart & 
15 arthroscopic  
suture anchors, capsular plication, and 
proximal shift, interval closure  
15 patients had excellent results,  
4 good, 3 fair, and 1 poor,  
5/23 recurrence after revision surgery 



56 pt, (index op open in 22) 
suture anchor repair (min 3) 
5:30-o’clock approach  
mean follow-up 37 months  
Recurrent instability in 6 cases (11%)  
Improved Rowe & Constant scores 



16 studies with 349 patients  
All retrospective (1 Level II & 15 Level IV) 
mean follow-up period was 35.4 months 
mean recurrence rate after revision Bankart: 12.7%  
 
most common cause for failure:  
traumatic injury (62.1%),  
85.1% of patients back to sports  
 
The reasons for failure of revision cases included glenohumeral 
bone loss, hyperlaxity, and return to contact sports 



Arthroscopy after open repair 

22 patients (17 men-5 women) 
bone block (16 cases), open Bankart (3 cases), 
and capsular shift (2 cases) 
1 recurrent subluxation 



Open revision after primary arthroscopic repair 

30 pt (28 male)  
mean age 24 years 
excellent (6.7%), good (80%), fair (13.3%) 
 
Possible risk factors:  
  - inadequate postop immobilization, 
  - large rotator intervals,  
  - improper anchor placement 



26 pt, mean age 24 years  
follow-up was 42 months  
mean Rowe score was 81 points,  
88.5% good or excellent results  
redislocation in 3 shoulders (11.5%) 
 
88.3% re-tear of the Bankart lesion  
 



Open revision after primary open repair 

prevented recurrence in 88% of pt 
94% of patients to return to sports  
80% good or excellent result 
Arthritis in 4 (14%) 



Allograft reconstruction for large bony defects 



Conclusions  

Failure of primary instability procedures is often related 
to uncorrected anatomic pathology 
 
Identify patients at higher risk (ISIS) 
 
Address excessive capsular laxity or large glenohumeral 
bone defects  
 
Precise and anatomical surgical technique 
 
Always diagnostic arthroscopy 




