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Summary

Background: Post-traumatic shoulder instability
is a common disease, especially in sportsmen. If
inadequately or late treated, it may be responsible
for an articular biomechanics alteration, with serious problems. This is much more obvious for professionals athletes, because corporate and market needs force them to a premature return to
sport. The purpose of this retrospective study is
to evaluate if arthroscopic approach may be better than the open one and allowing a shoulder
function rapid recovery, with fast return to sport.
Materials and methods: From January 2003 to
January 2014, 46 professional athletes underwent
surgical treatment for post traumatic shoulder instability. Two groups were made: 25 athletes
treated arthroscopically and 21 treated with open
approach. Patients were followed up from 36 to 92
months, according to Rowe Score for Instability
and VAS scoring system.
Results: Patients in the open group returned later
than the first one to sport. Moreover, pain in postoperative period and during rehabilitation, was
lower in the arthroscopic group. There was only
one recurrence in the open group.
Conclusions: Arthroscopic surgical approach appears to be excellent in shoulder instability management, reducing recovery time, allowing a faster
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return to sport, with less pain, if compared with
open surgery.
Level of Evidence: III, a case control-study.
KEY WORDS: arthroscopy, athletes, instability, open
surgery, shoulder.

Introduction

The glenohumeral joint is equipped with static and
dynamic stabilizers (glenoid labrum, glenohumeral
ligaments, articular capsule and rotator cuff muscles),
it has a large range of motion (ROM) and it is
equipped for high sports performance, but it is simultaneously vulnerable and exposed to possible injuries. Shoulder instability treatment requires special
attention in professional athletes, as external pressures about recovery times and rapid return on highperformance gaming force a premature recourse to
sport. Several surgical techniques (arthroscopic or
open) have been proposed to stabilize these shoulders. The arthroscopic procedure seems to be associated with a significant risk of recurrence in athletes1. In fact, Bessière et al. declared that patients
who had the open Latarjet procedure had less recurrent instability and better Rowe scores over a mean
6-year follow-up 2 . At the same time, Blonna et al.
stated that arthroscopic stabilization using anchors
provided better return to sport compared with the
open Bristow-Latarjet procedure in the population
studied3. The purpose of our study is to evaluate if
arthroscopic approach may be better than the open
one, reducing recovery time and allowing a shoulder
function rapid recovery, with fast return to sport.

Materials and methods

From January 2003 to January 2014, a series of 46
professional athletes was surgically treated for post
traumatic shoulder instability. From April 2016, each
Author is required to conduct his research ethically
according to international standards and as required
by the Journal as described in Padulo et al. 4. The
case study consists of 38 men and 8 women in an
age range from 18 to 35 years (13 soccer players, 11
basketball players, 10 martial arts fighters, 8 motorbike riders and 4 rugby players), with an average age
of 25 years. Of these patients, 21 underwent open
Bankart repair and 25 were arthroscopically treated.
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Surgical treatment consists of a capsulolabral reconstruction with anchors. Procedure choice occurred
randomly. In the present study patients with Atraumatic, Multidirectional, Bilateral, Rehabilitation, Rotator interval reconstruction, Inferior capsule tightening
(AMBRII) or Acquired, Instability, Overstressed,
Surgery (AIOS) type of instability, bony Bankart lesion or previously undergone surgery for shoulder instability were not included.
Physical examination showed shoulder girdle muscles
weakness and shoulder ROM reduction, with difficult in
arm abduction and external rotation. Apprehension test,
Fulcrum test, and Relocation test were preoperatively
performed and the sliding of the humeral head was
graded according to the Society of American Shoulder
and Elbow Surgeon Scale (15 Grade I, 40 Grade II and
21 Grade III). Standard radiological examination5 was
carried out on all patients and followed up by M.R.I. or
CT scan (to exclude unknown associated fractures also). In patients treated by open approach (mean incision 6 cm) was performed a capsulolabral repair with
three metal anchors, placed at 6, 3 and 2 o’clock. The
suture of the capsule was made with the arm at 45° of
abduction, 15° of flexion and neutral rotation, under a
slight traction. Subscapularis was then sutured anatomically after making sure that the arm could reach 30° of
external rotation.
Both surgical procedures were performed in beach
chair position, a semi-sitting position that allows an
easy access through the portals, inside of the joint,
allowing at the same time to perform shoulder passive movements, in order to conduct a diagnostic
(Fig. 1) and then naturally, a reparative arthroscopy
(Figs. 2, 3). Traditional anterior, anterosuperior and

posterior portals were used.
Capsulolabral tissues were mobilized up to the line of 6
o’clock and the glenoid anterior edge was refreshed using a shaver. Capsulolabral complex was repaired using 3 metal anchors. For postoperative care, an abduction shoulder brace at 15° for 4 weeks was advised.
Subsequently, a cautious physiotherapy was appropriate, aimed at R.O.M. gradual recovery, using hydrokinesistherapy also. In the later stages of rehabilitation
time and during the game, kinesiotaping was used6.
It was very important both avoid external rotation in the
early stages and recover, as soon as possible, sports
specific gestures (active and passive), so that the normal range of motion and muscle strength could be recovered. In the postoperative period, as done at the
clinic and described in the literature7, it was beneficial
perform an assessment postsurgery M.R.I. to ascertain
the correct positioning of the anchors and of the glenoid
labrum and to evaluate the possible presence of intracancellous edema and/or joint effusion. The clinical results were evaluated using the Rowe Score for Instability8. The severity of pain in the early postoperative period was assessed using a visual analogue scale (VAS)
on a numeric scale of 0-10. The mean follow-up period
was 64 months (range 36 to 92 months). The results
were evaluated with a 95% confidence interval, taking
p<0,05 as the significative level.

Results

Mean duration of surgical operation was 1 hour and a
half for open surgery, and 1 hour for arthroscopic repair. Mean Rowe score was 90 in the open surgery
group, and 95 in the arthroscopic repair group. Based
Figure 1. Arthroscopic assessment of
the lesions.

Muscles, Ligaments and Tendons Journal 2016;6 (4):440-444

441

A. Pantalone et al.
Figure 2. Fixation of the lesion with
anchor.

Figure 3. Final evaluation after fixation.

on the Rowe scores, the results in the open surgery
group were excellent in 12 patients, good in 8 patients and poor in one patient.
In the arthroscopic repair group, the results were excellent in 21 patients and good in 4 patients.
Pain severity was high in the first post-operative day.
Moreover, the pain in post-operative period and dur-
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ing rehabilitation was lower in the first group (average
VAS respectively 6.0±1.0 and 3±1.0 in the first group
and 4±1.0 and 1±1.0 in the second).
Shoulder range of motion was evaluated by comparison with the healthy shoulder and was determined
according to the Rowe scoring. When the arms were
positioned in the lateral position, loss of external rotaMuscles, Ligaments and Tendons Journal 2016;6 (4):440-444
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tion in the open surgery group was 20° in one patient,
10° in eight patients, and 5° in 12 patients. In the
arthroscopic repair group, loss of external rotation
was seen only in 4 patients, being 10° in 3 patients
and 5° in 1 patient.
Patients treated arthroscopically are returned before
to sporting activities. In fact, patients underwent open
surgery have recovered a full activity after eight
weeks, instead the arthroscopic group in six9.

Discussion

Dislocation mechanism consists of a violent movement of external rotation and abduction. It can result
from contact sports between athletes (football,
wrestling, rugby) or from a fall (motorcycle and cycling)10. One of the most worrying problems is the recurrence of the dislocation, which is inversely proportional to the increase in age, with directly proportional
associated lesions and risk of complications. Shoulder instability is a recurrent condition in various
sports, but with different incidences, especially with
pathological and clinical-pathological characteristics,
age and sport type specific11,12. In literature, practice
of an “overhead” or a “forced overhead” sport was the
only risk factor identified of not returning to the same
sport at a level that was similar or better following
surgery 1 . Bankart repair, open or arthroscopically
performed, has also been promoted in competitive
athletes while several reports have described return
to the same sport ranging from 71 to 98%13,14 largely
depending on the type of sports. In particular,
Gerometta et al. described that arthroscopic Bankart
repair showed favourable results to open repairs:
most of the patients returned to the same or higher
level of sports after a mean of 9.8 months postoperatively while male and less frequent dislocators (< 6
dislocations) returned significantly faster to their sport
and to their preinjury level than female and frequent
dislocators (> 10 dislocations), respectively15. Petrera
et al. 16 and Milchteim et al. 17 already showed how
arthroscopic treatment of shoulder instability represents today not only a valid alternative to open
surgery, but absolutely the first choice of treatment,
because an arthroscopic repair restores the glenohumeral structures more precisely, reducing bleeding
time and infections risk. Furthermore, Wellmann et
al. 18 demonstrated that arthroscopic surgery for
shoulder instability leads to better functional results,
especially in a shorter time.
Shoulder arthroscopy also has a diagnostic value,
which is lost in open surgery, because arthroscopy allows to assess directly the presence of any lesions,
respecting the joint anatomy, unlike the open technique19.
The advantages of arthroscopic treatment are the absence of iatrogenic muscle damage, lower risk of scar
tissue adhesions, less invasive surgery, less postoperative pain, less extrarotation loss, and it also improves a diagnostic evaluation 20. However, careful
planning is needed to exclude patients with conMuscles, Ligaments and Tendons Journal 2016;6 (4):440-444

traindications such as severe bone defects in the glenoid (over 30% of its inferior diameter), engaging Hill
Sachs lesions, and “Bony” Bankart lesions: in these
cases open surgery is indicated21. In fact, some Authors showed that the Bankart arthroscopic procedure
seems to be associated with a significant risk of recurrence in athletes: these failures appear to be due
to the presence of bone loss22. The open surgery has
a role only in the case of previous diseases and in
case of recurrence after arthroscopy23. According to
our observations, although the follow-up isn’t long
enough, the arthroscopic surgical approach appears
to be excellent in shoulder instability management
and it is therefore very beneficial. Arthroscopic treatment for shoulder instability had represented an alternative to open surgery24, but nowadays the literature,
even if it is still controversial, showed that it is the primary indication. Recently Blonna et al. stated that
arthroscopic stabilization using anchors provided better return to sport and subjective perception of the
shoulder compared with the open Bristow-Latarjet
procedure in the population studied: after a mean follow-up of 5.3 years patients who underwent arthroscopic Bankart repair obtained better results in terms
of return to sport and ROM in the throwing position3.
The arthroscopic technique achieves better functional
results, in less time, and with a better cosmetic result.
These needs are evident even more in professional
athletes, because external pressures about recovery
times and rapid return to high performance game
weigh on them. Therefore in the case of professional
athletes, it is not possible to enjoy a long period for
conservative treatment, but it is necessary to resort
quickly to the surgery, if the surgical indication exists.
It is useful to do a pre and post-operative MRI evaluation, in order to ensure the correct placement of the
anchors. It is also necessary to return as quickly as
possible at sport activity through an intensive and
specific rehabilitation 25,26, performed several times
during the day, based on sport-specific movements.
In conclusion, according to our experience, arthroscopic surgical approach appears to be excellent in
shoulder instability management, reducing recovery
time, allowing a faster return to sport, with less pain,
if compared with open surgery.
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