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• Melvin Post -1978 - operative treatment is indicated when the 
patient has three or more dislocations in a short period of time 

• Gary Gartsman - 2003 - historians will likely view our treatment of 
shoulder dislocations as suboptimal. Orthopaedic surgeons operate on 
acute ligament injuries of the knee and the ankle but rarely the shoulder
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Clinical Case
• What now? 
• Does he need a sling? For how long? 
• What are the chances of it happening again? 
• Should we refer? Does he need surgery? 
• Which operation? 
• When can he play again?
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of abnormalities of the labrum and the associated structures
of the capsular mechanism.6,17 CT allows the most accurate
radiologic evaluation of the cortical glenoid rim.17

Most diagnostic algorithms, however, foresee plain
radiographs as the initial imaging modality. On ante-
roposterior (AP) radiographs of the shoulder, the anterior
glenoid rim appears as a sclerotic line (Figure 1, A). We
have observed that this sclerotic line can be absent for more
than 5 mm from inferior glenoid edge (Figure 1, B) in
patients with anterior glenoid rim deficiencies. We call this
absence the loss of sclerotic glenoid line (LSGL) and have
used it in clinical practice to document bony lesions of the
anterior glenoid rim. This study was conducted to assess the
sensitivity and specificity of this finding.

We hypothesized that interruption of this sclerotic line
reflects a deficiency of the anterior rim of the bony glenoid
and that it is specifically associated with anterior shoulder
instability. If this could be confirmed, additional imaging
modalities might become superfluous to detect relevant
anterior glenoid rim lesions; therefore, the purpose of this
study to determine the sensitivity, specificity, and predictive
value of the LSGL sign.

Methods

According to the guidelines of our Institutional Ethical Committee,
no formal review process was necessary because this is purely
a retrospective study based on x-ray imaging.

Patients

Patients fulfilling the following inclusion criteria were retrospec-
tively selected from our database:

! availability of a conventional true AP radiograph in neutral
rotation,

! availability of a CT scan,

! absence of moderate or severe glenohumeral osteoarthritis
(grades 2 and 3 according to Samilson and Prieto),19 and

! no previous shoulder surgery involving the glenoid.

The study included 86 shoulders of 85 patients (52 men and 33
women) with an average age of 37.3 " 15.3 years (range, 14-69
years). The average interval between the conventional radiologic
investigation and the CT scan was 44 " 97 days. No subluxations
or dislocations occurred between the radiographic and CT
examinations.

The diagnosis of dynamic shoulder instability10 was confirmed
by physical examination. An apprehension sign and painful
subluxation with symptoms of apprehension were used to distin-
guish the direction of instability. Three patient groups were
formed according to their confirmed diagnosis:

! group 1: 34 shoulders (40%) with anterior shoulder
instability;

! group 2: 15 shoulders in 14 patients (17%) with posterior
instability, comprising dynamic posterior instability in 13,
static posterior subluxation in 1, and locked posterior luxation
in 1, and

! group 3: 37 shoulders (43%) with various problems not
affecting the glenoid, comprising proximal humeral fractures in
16, rotator cuff tears in 5, acromioclavicular joint arthritis in 2,
subacromial impingement in 2, and 1 shoulder each with
osteoid osteoma of the proximal humerus, osteoid osteoma of
the scapular spine, enchondroma of the proximal humerus,
chondroblastoma of the proximal humerus, mesenchymal
tumor of the scapula, staging of osteosarcoma of the tibia,
frozen shoulder, snapping scapula, ganglion of the fossa
infraspinata, osteonecrosis of the humeral head, calcifying
tendonitis, scapular dislocation into the thoracic cavity.

First, 2 observers independently assessed the standard radio-
graphs. Observer 1 was an orthopedic surgeon, and observer 2 was
a musculoskeletal radiologist. Both observers were blinded from
the clinical findings and the CT scans. The SGL was screened for
disappearance in the inferior part of the glenoid (Figure 2). This
assessment was done qualitatively and quantitatively. A super-
oinferior (SI) extension of the absence of the SGL of more than 5
mm was defined as a positive LSGL sign.

Figure 1 (A) Anteroposterior radiograph of stable shoulder shows normal subchondral sclerotic line. (B) The loss of the subchondral
sclerotic line (arrows) in anterior instability is shown.

152 L. Jankauskas et al.
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Clinical Case
• What now? 
• Does he need a sling? 
• What arm position? For 

how long? 
• When can he mobilise?

• Manage pain 
• Manage apprehension 
• Mobilise free of sling

Will it happen again?
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all of the patients who had not had a recurrent subluxation or
dislocation. If patients did not return for their annual follow-
up appointment, we used a telephone interview or mailed a
questionnaire to attempt to reestablish contact with them. In
this manner, we were able to continue follow-up by telephone
or by mail for twenty-three patients who had been locally resi-
dent at the time of the initial dislocation but who had subse-
quently moved from our area and were unable to return for
follow-up in our clinic. Twelve of them subsequently sus-
tained an additional dislocation or had symptoms of instabil-
ity and were offered an additional appointment in our clinic.
Five of the twelve patients were unable to travel back to our
clinic, and we advised them to seek a repeat referral to their lo-
cal shoulder specialist service. These patients were then con-
tacted again to track the outcome of the repeat referral. An
additional thirty-four patients who were not known to have
had instability develop did not return for follow-up by the end
of the second year after the primary dislocation, and an addi-
tional thirty were lost to follow-up by the end of the fifth year.
We were unable to contact these patients to complete a ques-
tionnaire either by telephone or by mail, and they were un-
traceable with use of census data.

Functional assessment with use of the Short Form-36
(SF-36)20,21, Disabilities of the Arm, Shoulder and Hand (DASH)
questionnaire22, and the Western Ontario Shoulder Instability
Index (WOSI)23 and measurement of shoulder range of motion
were carried out for all patients who sustained the primary dis-
location between September 1999 and March 2001. We aimed
to assess the functional outcome at one and two years after dis-
location for the patients who had not had recurrent instability
(Group I) and at similar time-intervals after surgery for the pa-
tients with recurrent instability who had been treated by stabili-
zation (Group II). Of the patients recruited into the study over
this thirteen-month period, we were able to complete the two-
year assessment for twenty-three patients in Group I and thirty-
one patients in Group II.

Statistical Analysis
All information gathered in the study was recorded and ana-
lyzed with use of the SPSS software package (version 12; SPSS,
Chicago, Illinois). Since the development of recurrent insta-
bility was a time-dependent outcome variable and the dura-
tion of patient follow-up was variable, we used survival
methodology to examine the probability of recurrent instabil-
ity occurring after the initial dislocation. For patients who had
recurrent instability, the outcome was considered to be
present when the shoulder redislocated for the first time or
when the patient had symptoms of recurrent subluxation first

develop. Patients who did not have recurrent instability were
censored from further analysis, either when they were lost to
follow-up or when they reached the cut-off point for the end
of the study in June 2005.

We used a Cox proportional hazards model of survivor-
ship to estimate the effect of the candidate patient and injury-
related risk factors (see Appendix) on the development of
recurrent instability. We also used product functions to assess
for possible synergistic effects of these variables. All variables
that were predictive of recurrent instability on univariate anal-
ysis at a p value of <0.1 were included in a multivariate model
to determine the factors that were independently predictive of
recurrent instability. The lax p value of 0.1 was used because
variables that just fail to reach significance with use of a lower
cut-off may achieve significance when adjusted for other vari-
ables in the multivariate analysis. With use of these models,

TABLE III Cox Regression Model to Predict Recurrent Instability Following a Primary Glenohumeral Dislocation

Risk Factor
Regression 

Coefficient (B)
Standard 
Error of B P Value 

Exponential (B) (95% 
Confidence Interval)

Gender (with female as reference value) 0.928 0.329 0.005 2.53 (1.329-4.818)

Age (in years) –0.088 0.016 0.000 0.916 (0.888-0.945)

TABLE IV Age and Sex-Specific Estimated Probability of 
Recurrent Instability within the First Two Years 
After a Primary Glenohumeral Dislocation

Age (yr) Males Females 

15 0.86 0.54

16 0.84 0.51

17 0.81 0.48

18 0.78 0.45

19 0.75 0.42

20 0.72 0.40

21 0.69 0.37

22 0.66 0.34

23 0.62 0.32

24 0.59 0.30

25 0.56 0.28

26 0.53 0.26

27 0.50 0.24

28 0.47 0.22

29 0.43 0.20

30 0.41 0.19

31 0.39 0.17

32 0.36 0.16

33 0.34 0.15

34 0.31 0.14

35 0.29 0.13
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Natural History - Sport

Incidence of glenohumeral instability in collegiate athletics. Owens BD, Agel J, Mountcastle SB, Cameron KL, 
Nelson BJ. Am J Sports Med. 2009 Sep;37(9):1750-4.

• Shoulder instability highest in contact athletes 
• American football 
• wrestling 
• ice hockey 
• player collision>player object 
• game events > practice events



Natural History - Sport

• Recurrence rates highest in contact 
athletes 
• Rugby - 89% 
• American football 

Traumatic glenohumeral bone defects and their relationship to failure of arthroscopic Bankart repairs: 
significance of the inverted-pear glenoid and the humeral engaging Hill-Sachs lesion. 
Burkhart SS, De Beer JF. Arthroscopy. 2000 Oct;16(7):677-94.
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What damage has been done?

• Pre-hab 
• Investigate and Refer
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Nature of Bone Defects

Sugaya et al6 used three-dimensional
CT scans to evaluate the morphology
of the glenoid rim in 100 consecutive
cases of recurrent anterior instability.
Ten percent of the patients had nor-
mal glenoid bone architecture, 50%
had a true bony Bankart lesion, and
40% had some degree of bony
“erosion,” which may represent a
true erosive mechanism or a com-
pression fracture (Figure 1). Of the
avulsion fractures, most were classi-
fied as medium (5% to 20% of the
glenoid fossa) or small (<5% of the
fossa). In a retrospective review of
123 three-dimensional CT scans un-
dertaken for recurrent anterior insta-
bility, Saito et al13 noted that the
most common location of defects
was directly anterior to the glenoid
face, ranging in position from 12:08
to 6:32 on a clock face created by
drawing a circle around the glenoid;
most defects were between 2:30 and
4:20.

Mechanism

There is little more than speculation
to suggest a distinct mechanism for
glenoid osseous lesions. It is likely
that several factors are responsible.
Burkhart and De Beer12 reported a
substantial frequency of acute gle-

noid rim fractures among South Afri-
can rugby players compared with
American football players (9.4% ver-
sus 0%, respectively) and suggested
that, in the typical rugby dislocation,
a greater axial load may be imparted
to the glenoid. This mechanism is in
contrast with the more common ro-
tational mechanism of American

football, in which the inferior gleno-
humeral ligament may avulse off a
small fragment of glenoid rim.9,12 A
smooth-appearing, blunted lesion
may be explained by an acute but
lower-energy initial event (eg, com-
pression fracture) and/or a more
chronic, erosive process secondary to
recurrent instability.

Bone defects typically occur in one or two possible forms, fracture fragment
and attritional bone loss, or in a combination of both. A, Fracture fragment. A
three-dimensional CT reconstruction image demonstrates anterior glenoid
bone loss in the form of a fracture, with a clearly recognizable bone
fragment. B, Attritional bone loss. A sagittal MR image demonstrates anterior
glenoid bone loss with a smooth, almost erosive pattern of deficiency and no
identifiable fracture fragment (arrow).

Figure 1
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Lesion

• Bone loss 
• Glenoid 
• Humeral head 
• Both

coid graft of the Latarjet procedure) that they recom-
mended.
Impression Bankart lesions result from compression

of the anterior glenoid and have no bony fragment to
indicate the amount of bone that has been lost from the
articular arc. We are in the process of completing an
anatomic study that appears to confirm that the bare
spot of the normal glenoid lies equidistant between the
anterior and posterior rims of the glenoid and, thus, is
a good reference point for estimating the percentage of
glenoid bone loss from compression (Figs 5E and F).
In the case of bony Bankart lesions, if one excises

the bony Bankart fragment and repairs the capsulola-
bral complex to the remaining glenoid despite an
inverted-pear configuration, the repair may seem se-
cure. However, the glenoid bone loss can create a
serious containment problem for the shoulder.
Containment of the humeral head by the glenoid is

a result of 2 geometric variables. The first is the
“deepening effect” of a wider glenoid due to the
longer arc of its concave surface (Fig 6A). This serves

to “deepen the dish” of the glenoid. Loss of part of the
glenoid surface will cause the glenoid “dish” to be
shallower and, therefore, less resistant to shear forces
that might tend to cause a dislocation (Fig 6B).
The second geometric variable affecting contain-

ment of the humeral head is the arc length of the
glenoid. Axial humeral forces are resisted by the gle-
noid until the direction of the force vector passes
beyond the edge of the glenoid (Fig 7). At that point,
such forces are concentrated at the bone-ligament
interface and can cause a Bankart lesion. With ante-
rior-inferior glenoid bone deficiency, the safe zone, or
arc through which the glenoid resists axial forces, may
be much smaller than in a normal joint (Figs 8 and 9),
so that the glenohumeral ligaments are presented with
a load that would normally be resisted by the bony
buttress of the glenoid. No wonder the inverted-pear
configuration predisposes to ligament disruption and
recurrent dislocation. Our series confirms the predi-
lection of the inverted-pear configuration for recurrent
dislocation. Of 18 shoulders with the inverted-pear

FIGURE 6. (A) The anterior glenoid
rim serves to “deepen the dish” of the
glenoid and acts as a buttress to resist
dislocation. (B) A shoulder with a
bony Bankart lesion has a shallower
“dish” anteriorly with less resistance
to shear forces.
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leaving a sliver of bone with the tendon (Figs 12 and
13), then the coracoid is osteotomized just proximal to
the angle (elbow) of the coracoid, from medial to
lateral, using an osteotome or angled saw (Fig 14).
The osteotomy should traverse the coracoid between
the pectoralis minor insertion and the attachment of
the coracoclavicular ligaments. The coracoclavicular
ligaments must be left intact so as not to destabilize
the acromioclavicular joint. The osteotomy may be
done with an osteotome, but an angled saw is partic-
ularly helpful in cutting the thick superolateral cortex
of the coracoid.
The conjoined tendon is left attached to the coracoid

graft because this provides some blood supply to the
coracoid and makes this a vascularized graft; the
transferred coracoid graft can continue to serve as a
stable attachment point for the conjoined tendon. The
coracoid graft is rotated about its long axis to obtain
the best fit against the anterior glenoid, and then a
high-speed burr is used to contour the graft for an
exact fit to the anterior glenoid. At this point, if it has
not already been done, the capsule is dissected from

the glenoid as far medially as possible before incising
it for later repair. It is often easier to dissect the
capsule from the glenoid after the coracoid has been
osteotomized. Suture anchors are then placed along
the glenoid at the 3, 4, and 5 o’clock positions for later
capsulolabral repair after the coracoid graft is in place
(Fig 15). The coracoid graft is fixed to the glenoid
with 2 bicortical screws (Fig 16). Then the capsule is
repaired to the glenoid by means of the previously
placed suture anchors (Fig 17A and B). In this way,
the graft becomes an extra-articular platform to extend
the safe arc through which the glenoid can resist axial
forces (Fig 18). It is important to note that the graft is
not intended to be a bone block (Fig 19). The detached
pectoralis minor may be repaired to the base of the
coracoid with a suture anchor (per J.F.DeB.) or simply
approximated to the adjacent soft tissues (per S.S.B.).
Finally, the upper half of the subscapularis muscle is
repaired over the bone graft, with the conjoined ten-
don penetrating anteriorly between the upper and
lower halves of the subscapularis (Fig 20).
Allain et al.3 recently reported a high rate of late

osteoarthritis following the Latarjet procedure (58%
of 52 shoulders). This was a long-term follow-up
study (average, 14.3 years), and the majority of pa-
tients with osteoarthritis had only grade I findings.
The factors that these authors identified as predispos-
ing toward osteoarthritis were (1) coracoid graft place-
ment too far laterally and (2) coexistent rotator cuff
tear at the time of the original injury. One must
wonder whether the late osteoarthritis is due at least
partially to the fact that these individuals had sus-
tained intra-articular fractures predisposing them to a
higher risk of late degenerative change. Interestingly,
none of the 52 shoulders had redislocated at an aver-
age of 14.3 years postoperatively, testifying to the
stability of this construct.
In patients who have both an inverted-pear glenoid

and an engaging Hill-Sachs lesion, we have found that
the Latarjet procedure alone is usually adequate to
treat this combined bone deficiency. In this case, the
bone graft corrects the glenoid deficiency so that it can
resist axial forces across an expanded glenoid diame-
ter, and the graft also lengthens the glenoid articular
arc to prevent the Hill-Sachs lesion from engaging.

Contact Athletes

Contact athletes represented a significant segment
of our study population. There were 96 rugby players
and 5 American football players, for a total of 101
contact athletes. The authors have approximately

FIGURE 8. Glenoid bone loss shortens the “safe arc” through
which the glenoid can resist axial forces. Ø2 (bone-deficient con-
dition) is less than Ø1 (normal glenoid).
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Major and Minor Lesions
• Minor lesions  
• isolated undisplaced 

labral tears 
• small Hill-Sachs lesions 
• partial thickness cuff 

tears

• Major lesions true dislocation 
• Bony bankart tears 
• ALPSA lesions 
• HAGL lesions 
• Full thickness cuff tears



Clinical Case
• Displaced Bony Bankart 

Labral tear (3mm bone) 
• Medium Hill-Sachs lesion

• Major lesion 
• Can we change the natural 

history?



Does Surgery Make a Difference?
• Randomised Controlled Trial 
• Recommended immediate arthroscopic stabilisation in patients 

who are younger than 30 years,higher level athletes, and the 
timing for surgery is good or their sport is risky (rugby, football, 
kayaking, rock climbing) 
• Surgeon specific results

The True Recurrence Rate and Factors Predicting Recurrent Instability After Nonsurgical Management of Traumatic 
Primary Anterior Shoulder Dislocation: A Systematic Review 
Arthroscopy Journal 32(12) 2016: 2616-2625 
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Yes
80% reduced to 5-15%



Types of Surgery
• repair the lesion 
• Soft tissue repair 
• Labral repair 
• Remplissage 
• HAGL repair 

• Bony reconstructions 
• Latarjet



Examination Under Anaesthesia
• Invaluable 

information 
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nula, obtaining the optimal angle to the glenoid is facilitated18.
After the first anchor insertion, the labrum adjacent to the
inferior side of the osseous fragment is secured with use of a
modified Caspari punch (Linvatec, Largo, Florida) loaded
with a looped 2-0 nylon suture. A suture relay is performed
intra-articularly18. After completion of the suture relay, knot-
tying following insertion of a 5-mm cannula into the anterior
portal is performed with use of a self-locking sliding knot. To
accomplish secure knot-tying, the complex, together with the
fragment, is held upward and laterally on the glenoid surface
by a grasper introduced through the accessory working portal
to reduce tensile force on the suture. The next step is the su-
turing of the osseous fragment itself, either passing the suture
through the fragment by penetrating it with use of bone-
penetrating tools such as a Suture Leader (Mitek), IDEAL Su-

ture Grasper (Mitek), or passing it around the fragment with
use of a Suture Hook (Spectrum Tissue Repair System,
CONMED; Linvatec) or Suture Leader (Mitek)4,15. This proce-
dure is facilitated when the osseous fragment is reduced and
stabilized by grasping the labrum adjacent to the superior por-
tion of the fragment with a grasper as described above during
the first knot-tying. Although the number of suture anchors
depended on the size and shape of the osseous fragment, nor-
mally one or two suture anchors are used in this process (Fig.
4-C). Knot-tying is performed after placing the fragment su-
tures. The final step is to suture the labrum adjacent to the su-
perior side of fragment with use of an IDEAL Suture Grasper
(Mitek) to augment the stability of the entire complex. Three
to four suture anchors with simple sutures are used to recon-
struct the entire lesion (Figs. 4-D and 4-E).

Fig. 4-B

Fig. 4-B After separation of the osseous fragment (dark area), together with the surrounding complex from the glenoid neck, the 
fragment and complex can be reduced laterally and superiorly. Fig. 4-C Suture anchors are inserted on the edge of the glenoid, and 
all sutures are tied in a simple fashion. 

Fig. 4-C

Fig. 4-D

The final appearance after knot-tying. In the coronal image (left) and the axial image at the dot-
ted line (right), the displaced osseous fragment (dark area) is reduced and firmly fixed. 
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points are added if there was loss of the normal
inferior glenoid rim contour.

We excluded from this investigation (1) patients
with acute (first-time) anterior dislocation or sublux-
ation, (2) patients with voluntary or multidirectional
instability, (3) patients who presented with symptom-
atic recurrent anterior instability associated with only
soft-tissue lesions and/or patients who were treated
with an isolated capsulolabral repair, and (4) patients
with glenoid fractures (but no bone loss) who were
treated with bone fragment reattachment and capsulo-
labral repair.

The risks and benefits of the arthroscopic procedure
were explained to the patients, and they were in-
formed that because of the developmental nature of
the arthroscopic procedure, intraoperative conversion
to classic open surgery was possible. All patients gave

written informed consent, and local institutional re-
view board approval was obtained.

Surgical Technique

The patient was placed in the beach-chair position
with the arm in a support without traction (Spider
Limb Positioner; TENET Medical Engineering, Cal-
gary, Alberta, Canada). A bolster was placed under
the thoracic spine to place the scapula in a more
coronal plane and make the coracoid process as prom-
inent as possible.

The principles of the Bankart-Bristow-Latarjet pro-
cedure are well defined (Fig 1): the tip of the coracoid
is osteotomized and, after identification of the axillary
nerve, passed with the conjoined tendon through the
subscapularis muscle and fixed in the standing posi-
tion with a cannulated screw on the abraded glenoid

FIGURE 1. (A) The osteotomized tip of the coracoid pro-
cess is passed through the subscapularis split, turned 90°,
and fixed on the glenoid neck. The conjoined tendon pro-
vides both a belt (or sling) effect and dynamic tensioning of
the lower part of subscapularis when the arm is abducted
and externally rotated, whereas the graft restores (B) the
width and (C) the concavity of the glenoid.
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(anterior) button is convex (to adapt to the coracoid’s shape) and
pegged to prevent suture cut-through of the bone during the period
before bone union. The glenoid (posterior) button has 1 hole
allowing suture passage. A specific sliding knot (Nice knot) is tied
posteriorly to obtain bone compression. Further bone compression
is obtained with the help of the suture tensioner and 3 additional
surgeon’s knots to lock the construct.

Surgical technique

General anesthesia and interscalene block were used in all pa-
tients. Abduction of the arm is detrimental by bringing the axillary
nerve in the operative field, and thus we recommend performing
this procedure in the beach chair position. The arm is placed in a
movable support (Spider Limb Positioner, Smith & Nephew)
without traction. The shoulder is placed in 60! of flexion (to relax
the anterior deltoid) and 30! of internal rotation (to increase the
subcoracoid space and to relax the axillary nerve). The elbow is
placed at 90! of flexion (to relax the conjoint tendon). Shoulder
abduction is absolutely contraindicated as it brings the neuro-
vascular structures laterally, in front of the scapular neck, putting
them at risk. Shoulder extension is also contraindicated as it re-
duces the anterior subdeltoid space and puts the axillary nerve
under tension.

Through a standard posterior portal, a systematic inspection of
the joint is performed. The first anterior (north-west) portal is used
for intra-articular work; it is located on the skin at the anterolateral
corner of the acromion. Four additional anterior portals are created,
on each side of the coracoid.9,10 The north portal is 1 fingerbreadth
proximal; the south portal is 2 fingerbreadths distal (in the axillary
fold); the west portal is 2 fingerbreadths lateral; and the east portal
(passing obliquely through the pectoralis major muscle) is 3 fin-
gerbreadths medial to the tip of the coracoid (Fig. 2).

We use a 70! scope (in preference to a 30! scope) for the
procedure as it offers superior visualization of the anterior neck of
the scapula. Furthermore, the advantage of viewing around ‘‘acute
angles’’ with a 70! scope obviates the need for additional portals
and thereby eliminates the problem of instrument crowding.4

The technique comprises four steps, all performed arthro-
scopically, in addition to the Bankart repair.

Figure 1 Arthroscopic Latarjet procedure with cortical button fixation. (A) The coracoid process is transferred, passed through the
subscapularis, and fixed on the anterior neck of the scapula with 2 cortical buttons and a 4-strand suture (Bone-Link). (B) The anterior
(coracoid) button has a pegged eyelet (to avoid cutting the bone with the suture) and is placed first; the posterior (glenoid) button has a
single hole and is placed after having pulled the suture in the back of the shoulder. (C) A sliding knot (Nice-Knot) is tied posteriorly, and the
suture is tensioned to obtain bone-to-bone compression; 3 additional surgeon’s knots are tied to definitively lock the construct.

Figure 2 The 5 anterior arthroscopic portals needed to perform
an arthroscopic Latarjet procedure, as shown in the right shoulder
of a patient in the beach chair position: proximal (north), distal
(south), lateral (west), and medial (east) to the coracoid process.
The north-west portal (located at the anterolateral corner of the
acromion) is the rotator interval portal used to work inside the
joint; the other 4 portals are used to work mainly extra-articularly.

Arthroscopic Latarjetdguided approach and novel fixation 3
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Surgical Advances
• Smaller anchors 
• All arthroscopic 
• Surgical selection improved (Bone loss and Latarjet) 
• Better understanding of rehab 
• More collaborative - physios attend theatre discuss sports 

specific rehab needs



Timing of Surgery
• Sports season 
• pre-season 
• in season 
• during the school year  
• post-season

• minor lesions return to play 
• major lesions repair
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• Protect Repair 
• Healing 
• Inflammation 
• Repair 
• Remodelling

• Immobilisation poor for 
• strength 
• tendon healing 
• proprioception 

• Early mobilisation 
• collagen healing



Rehab Mantra
• Goal Centred not time 

centred 
• Kinetic chain/Kibler 
• Safe zones/Tissue quality  
• Early closed chain 

exercises

Accelerated rehabilitation after arthroscopic Bankart repair for selected cases: a prospective randomized clinical 
study.Arthroscopy. Kim SH, Ha KI, Jung MW, Lim MS, Kim YM, Park JH. Arthroscopy 2003 Sep;19(7):722-31



• Rehab guide 
• Aim 
• Avoid 
• Treatment 

• What patient can do and 
less of what they can't 
• Sport and position specific
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ARTHROSCOPIC POSTERIOR LABRAL REPAIR STABILISATION 

PLAYER X 

SURGEON - SIMON BOYLE 

January 26th 2017 
 

Indications:  

• Performed for shoulder instability with a posterior labral tear 
• MRI – Posterior labral tear 
• EUA – gd III posterior laxity 

 Protocol: 

   Post op 

Day 1 to Week 4 • Aim 

• Pain control 

• Personal hygiene 

• Avoid 

• No combined Forward flexion and adduction 

• No combined forward flexion with Internal rotation exercises 

• Treatment 

• External rotation brace for 4 weeks.  

• Finger, wrist and radio ulnar movements  

• Elbow flexion & extension in standing  

• Teach axillary hygiene  

• Teach postural awareness and scapular setting  

• Passive and active assisted abduction as comfortable to 60 degrees in scapular plane 

• Core stability exercises with sling 

4 -6 Weeks • Aim 

• Increase passive and active assisted ROM 

• Wean from sling 

• Avoid 

• No combined forward flexion/abduction with Internal rotation exercises 

• No combined forward flexion with adduction 

• Treatment 

• Body belt & wedge removed gradually between 4 and 6 weeks 

• Gentle pendular exercises avoiding adduction 

• Active assisted flexion as comfortable  

• Active assisted abduction to 90 degrees  

• Active assisted external rotation as comfortable  

• Commence proprioceptive exercises (minimal weight bearing below 90 degrees) 

 

Early Mobilisation/
Accelerated Rehab



Return to Play
• Lesion healed 
• Achieved rehab goals 
• Sport and position specific 

goals







Summary
• Young sporty first time dislocators 

- high risk 
• Surgery changes outcome 
• Rehab vital for return to play 
• Communication between 

Surgeon and Physio essential



Thanks

Questions?

simon@yorkshireshoulder.com

mailto:simon@yorkshireshoulder.com

