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ABSTRACT 
Objective: The objective of this study was to determine the functional outcome of arthroscopic 
stabilization of anterior shoulder instability using anchor sutures. 
Methods: It was a prospective study done at Hand and Upper Limb Surgery (HULS) Center CMH 
Lahore Medical College, from January 2017 till July 2018. We included 60 patients who underwent 
arthroscopic stabilization with the help of anchor sutures. Pre-operative assessment included 
detailed history, physical examination, joint hyper laxity, plain radiographs, MR-arthrogram and in 
some cases CT scan of the shoulder joint. Post operatively; functional outcome was evaluated by 
complete examination of both shoulders mobility, Rowe score, Oxford shoulder instability score 
and Constant score. Comparison was made with the normal one. Data was analyzed with SPSS ver. 
21. 
Results: Total patients were 60 (57 male and 3 female) and mean age at the time of operation 
41.35±13.86 (range17-78) years. Right side was involved in 66.7% and dominant side in 70% 
patients. All patients were followed for minimum one year and mean follow up was 18.25 ±3.5 
(range 11-22 months).At final visit in the follow up the mean Rowe score was 92.48 ±6.5 and 88.3% 
(53), 8.3% (5), 3.3% (2) belong to excellent, good and fair group respectively. Mean Oxford shoulder 
instability score was 43.03±5.99 and 83.4% (50), 13.3% (8) and 3.3% (10) belong to excellent, good 
and fair group respectively. Mean Contant score was 91.7±11.6 and 80% (48), 10% (6) 6.7% (4) and 
3.3% (2) belong to excellent, good, fair and poor group respectively. 
Conclusion: Arthroscopic shoulder stabilization is an expedient procedure with excellent functional 
results for recurrent shoulder dislocation. We strongly recommend it for anterior shoulder 
instability. 
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INTRODUCTION 
The shoulder joint is the most mobile joint of the 
human body and this may be the reason for its 
instability as there is little bony support.1,2 Shoulder 
dislocation is common with 2% incidence in general 
population.Anterior shoukder dislocation is the most 
common type and accounts for 90 to 98% while 
posterior dislocation accounts for only 2%.3,4 

 Recurrence after first dislocation depends on 
patient age, forced overhead activity, return to contact 
sports, generalized hyper laxity and labral or osseous 
defect. There is 90% chance of recurrence in patient 
with age less than 20years. The most common is 
bankart lesion which is avulsion of labrum from 
anteroinferior glenoid which is present in 97% of 
cases.Bony defect as small as 25% of glenoid and 30 to 

40% humeral head defect are associated with recurrent 
instability.5  
 There are various conservative and operative 
options for traumatic shoulder dislocation. In 50 to 
80% cases Bankart lesion heals after a period of 
immobilization for first dislocation but there are 
conflicting evidence regarding position and duration of 
immobilization of shoulder and recurrence rate is 17% 
to 96% especially in young athletes with conservative 
treatment.6-8  

 Open Bankart surgery was considered the gold 
standard by many surgeons because of its excellent 
results but it is associated with various complications 
like limited external rotation and secondary 
osteoarthritis and limited chances of return to sports. 
Result of early implants like metal screw and staple 
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were disappointing. Newer implants and techniques 
have better results which are comparable to open 
surgery.9,10  
 Advantages of Arthroscopic stabilization are 
better identification of underlying pathology, less 
surgical trauma, better cosmesis, less pain, and early 
rehabilitation. 
 Our aim was to evaluate the functional outcome 
of arthroscopic stabilization of shoulder joint with 
anchor sutures for posttraumatic recurrent anterior 
instability. 
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METHODS 
We analyzed the data of all those in which suture 
anchors were used for stabilizing their shoulder joints, 
from January 2017 till July 2018 at Hand and Upper 
Limb Surgery (HULS) Center, CMH Lahore Medical 
College, were analyzed. Inclusion criteria were 
recurrent anterior shoulder instability after initial 
trauma and Bankart lesion on MR-arthrogram which 
was confirmed by diagnostic arthroscopy prior to 
formal procedure. Exclusion criteria were patients with 
rotator cuff tear on MRI, multidirectional instability, 
posterior instability and bony banker degenerative 
changes in joint. Patients having humeral and glenoid 
bony defects more than 30 percent were also excluded 
from the study. 
 Prior permission of the study was taken from the 
Institutional Review Board(IRB).Informed consent was 
taken from all the study participants. Pre-operatively 
all patients were physically examined and sulcus sign, 
apprehension test, job’s relocation test and signs of 
joint hyper laxity were assessed. Range of motion was 
measured with hand held goniometer. Radiological 
examination included plain radiographs in 
anteroposterior, scapular lateral and axillary and MR-
arthrogram. CT scan was performed in few cases 
having bony Bankart or Hill Sachs lesion to evaluate 
loss of bone. 
 Range of shoulder motion was recorded with 
goniometer at the final follow up visit and functional 
outcomes were evaluated according to Rowe, Constant 
and Oxford shoulder instability score.  
 In Rowe score stability, motion and function is 
assessed.11 In Constant score pain, activity, arm 

position, strength and range of motion is assessed. 
Maximum score is 100.12Other evaluation parameter 
was the Oxford shoulder instability score which 
consists of 12 questions.13 The interpretation of all the 
three is summarized in Table 1. 
Table 1:  Analysis of Rowe score, Constant Score and 
oxford shoulder score. 

Grade Rowe 
score(0-
100) 

Constant 
score(0-
100) 

Oxford 
shoulder 
instability 
score(0-48) 

Excellent  100-90 100-90 48-40 

Good  89-75 89-80 39-30 

Fair  74-51 79-70 29-20 

Poor  <50 <70 <20 

 

 
Figure 1: Pre-op Radiographs 

 

 
Figure 2: Pre-op plain Radiograph 
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Figure 3: Post- Op Radiograph 

 
Figure 4: Pre-Op MRI shoulder 
 

 
Figure 5: Per-op Arthroscopic Bankart lesion 

 

 
Figure 6: Per-op Arthroscopic Bankart lesion and suture 
anchor 

 

 
Figure 7: Per-op Arthroscopic picture after Repair 

 
Figure 8: Post-op forward elevation 

 

 
Figure 9: post op external rotation 
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Figure 10: Post op internal rotation 

 

 
Figure 11: Post op adduction 

OPERATIVE PROCEDURE 
All stabilizations were performed in a standard way by 
two senior surgeons under general anesthesia recently 
described by Antunes JP et al(14). Patient to be 
operated was placed in beach chair position. Direction 
of instability was assessed. Anterior and posterior 
drawer test was done. All bony landmarks were 
marked and skin was prepared in standard sterile 
manner. A portal from posterior acromin was used. 
About 10cc of 2% lignocain was injected and needle 
detached from syringe to look for back flow of fluid 
from the joint which confirm that needle is in the joint. 
Additional benefit of this was reduced post operative 
pain. After passing posterior port diagnostic 
arthroscopy was performed.. Only two ports were used 
from anterior side. The rotator interval was used for 
the anterosuperior portal. Capsule and labrum was 
mobilized.A rasper was used to abrade glenoid edge at 
appropriate places. At 5 0’clock position fist suture 
anchor was placed and anterior glenoid labrum and 
inferior glenohumeral ligament was shifted and 
advanced superiorly. Another suture anchor was 
placed at 3 o’clock position and 3rd at 1 o’clock 
position. During surgery arm was kept in 100 external 
rotation and abduction in order to avoid post operative 
limitation in external rotation. Residual capsular laxity 

was treated by tightening of rotator interval and soft 
tissue over subscapularis and supraspinatus was 
stitched together. 
 Postoperatively sling was used to immobilize 
shoulder joint for three weeks. In next three weeks 
pendulum movement and passive motion initiated. At 
6th week active of motion was advised under 
supervision of physiotherapist. After 9 weeks external 
rotation was started. At 16 weeks all activities were 
allowed except contact sports. Sports were allowed 
after 9 months. 
 Data was analysed with SPSS vesion. 
21.0.Frequency, Mean and SD was calculated for age, 
Rowe score and other important variables. 
 

RESULTS 
There were 95% (57) male and 5% (3) female. 66.7% 
(40) and 33.3% (20) involved side right and left 
respectively. The dominant side was affected in 70 % 
(42) and non dominant in 30% (18).At the time of 
operation the mean age was 41.35±13.86 years (range 
17-78). All patients were followed for minimum one 
year and mean follow up was 18.25 ±3.5 (range 11-22) 
months. There was no neurovascular deficit 
preoperatively. There were 78.3%, 5%, 16.7% cases of 
Bankart, hill Sachs and SLAP lesion diagnosed 
preoperatively with MRI and during diagnostic 
arthroscopy. (Table 2) 
 The mean Rowe score at final visit was 92.48 
±6.5and 88.3% (53), 8.3% (5), 3.3% (2) belong to 
excellent, good and fair group respectively. Mean 
Oxford shoulder instability score was 43.03±5.99 and 
83.4% (50), 13.3% (8) and 3.3% (10) belong to 
excellent, good and fair group respectively. Mean 
Constant score was 91.7±11.6 and 80% (48), 10% (6), 
6.7% (4) and 3.3% (2) belong to excellent, good, fair 
and poor group respectively. All patients achieved full 
range of motion. (Table 3) 
 There were 6 cases of complications. Four 
patients have moderate pain and stiffness. Two 
patients develop serous discharge from port site. Pain 
and stiffness was managed with physiotherapy and 
NSAIDS. Wound complication was managed with daily 
dressing and oral antibiotic. All these patient scored 
fair to poor. There was no case of recurrent shoulder 
instability. All patients achieved full range of motion.  
 
Table 2. Patient’s demographic profile 

Total No of pts 60 

Male 57 (95%) 
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Female 3 (5%) 

Military personnel 
civilians 

39 (65%) 
21 (35%) 

Right shoulder 
Left  

40 (66.7%) 
20 (33.3%) 

Dominant  
Non-dominant 

42 (70%) 
28 (30%) 

Bankart lesion 
Hill sachs lesion 
SLAP lesion 

(78.3%) 
(5%) 
 (16.7%) 

 

 

Table 3. Functional score of all scores. 

Score Mean Range Excellent Good Fair Poor 

Rowe score 92.48±6.5 75-100 88.3% (53) 8.3% (5) 3.3% (2) 0 

Constant score 91.7±11.6 58-100 80% (48) 10% (6) 6.7% (4) 3.3%(2) 

Oxford shoulder instability score 43.03±5.99 27-48 83.4% (50) 13.3% (8) 3.3%(2) 0 

 

DISCUSSION 
Recurrent shoulder dislocation is a very disabling 
condition for athletes and military personal, and 
trauma being a most common cause among them.15 In 
current series we have100% incidence of traumatic 
event in our patients either due to fall or during various 
sports activities. ÖF et al. reported 100 % positive 
traumatic cause in their series. 16 in our series right 
shoulder involved in 66.7% and left in 33.3% patient. 
Dominant side is most commonly involved17 and in our 
series 70% dominant side was involved.Bankart lesion 
is most frequently reported cause of anterior shoulder 
instability which is present in 80 to 90% of cases(16). In 
our series 78.3%, 5%, 16.7% cases have Bankart, hill 
Sachs lesion and SLAP lesions respectively.  
 During last two decades arthroscopic stabilization 
is frequently performed as compared to open Bankart 
surgery which accounts for only 10% of all shoulder 
stabilizing procedures(8). As mentioned in previous 
reports, there are chances of recurrent post operative 
instability after arthroscopic Bankart surgery. Mishra in 
their retrospective series 65 cases also reported no 
post operative dislocation but 3 cases reported 
subluxation.18 Castagna A treated 42 patients in their 
series and reported 22.5% recurrence in his report.19 
Plath also has 6.6% case of recurrent post operative 
instability.20 In contrast we have no case of recurrence 
in our series. This may be because of short duration of 
follow up as minimum of 4.2 years are required for 
post operative instability to develop after arthroscopic 
shoulder Bankart surgery.21 

 Arthroscopic Bankart surgery is associated with 
better range of motion. In our series all patients 
achieved full range of motion. This is because of short 
duration of immobilization and supervised 

rehabilitation by physiotherapist and self motivation of 
our patients to achieve pre injury status. In some 
reports shows loss of external rotation. Erkoçak16 
reported Loss of external rotation was 5%. Castagna 19 
reported 15% loss of external rotation in 16.1% cases in 
their study. Plath also reported some restriction of 
mobility after arthroscopic repair.20  
 We evaluated our patients functionally with 
constant score, Oxford Shoulder Instability Score and 
Rowe Score. The Rowe score was 92.48 ±6.5SD and 
88.3% (53), 8.3% (5), 3.3% (2) belonged to excellent, 
good and fair groups respectively at final follow up 
visit. Mean Constant score was 91.7±11.6 and 80% 
(48), 10% (6) 6.7% (4) and 3.3% (2) were placed in 
excellent, good, fair and poor groups respectively. 
Erkoçak16 reported mean Rowe score, of 75.7%, 14.6%, 
7.3% and 2.4% outcomes in excellent, good, fair and 
poor group respectively Castagna19 reported Mean 
Rowe score 80.1 (range, 30-100) and 58%, 
19.3%,3.3%,19.4% outcomes in excellent , good, fair, 
and poor groups.  
 In our series we had Mean Oxford shoulder 
instability score 43.03±5.99 and 83.4% (50), 13.3% (8) 
and 3.3% (10) belonged to excellent, good and fair 
group respectively. Kalkar22 in their retrospective series 
of 22 cases had mean Rowe score of 95.45 (range 25-
100), 95.4%(22) and 4.6%(1) patients were in excellent 
and poor group respectively. Mean oxford shoulder 
instability score was 44.63 (32-48) and majority(20 
patients) of them had excellent functional outcome.  
 Our research study sample was small and we had 
a shorter follow up period. Strong point of our series is 
standardized technique performed by the same 
surgeons. 
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CONCLUSION 
Bankart arthroscopic stabilization with anchor sutures 
is a safe and useful procedure with excellent results 
and less morbidity as compared to open procedure. We 
strongly recommend it for post traumatic 
unidirectional instability of shoulder joint. 
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