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Abstract: Aim of the study: Compare the results of Latarjet operation and Arthroscopic Bankart repair in high 

demand patients including heavy labour and contact athletes with traumatic anterior shoulder instability. 

Methodology: Design: This is a prospective study of high demand patients with traumatic anterior shoulder instability 

selected during the period between February 2019 and July 2020. Thirty patients met the inclusion criteria, half of them 

underwent arthroscopic bankart repair, while the other half had an open Latarjet surgery. All patients were followed up 

for at least 6 months. Methods of treatment: A) Arthroscopic Bankart repair procedure & B) Open Latarjet 

Procedure: Result: The main finding of our study was the time to return to work/sports which was significantly lower in 

the Latarjet group (5.2 months) compared to the Bankart group (7 months). On the other hand, there was no statistical 

significance between the rates of return to sports/work in both groups . All patients in our study were assessed according to 

the Rowe scoring system as regards stability, ROM and function of the shoulder. There was a statistically significant 

increase in the Rowe score postoperatively with mean score of 84.0 ± 15.83 compared to 27.17± 12.15 preoperatively. 

However, there was no statistical significant difference in the postoperative ROM and Rowe score between Bankart and 

Latarjet groups . Conclusion: Both the Latarjet procedure and the arthroscopic Bankart repair revealed satisfactory 

clinical outcomes with nearly similar rate of return to sports/work in high demand patients with recurrent anterior 

glenohumeral dislocation. Latarjet procedure is considered more invasive and non-anatomical procedure, however it is less 

costly with shorter time to return to sports/work compared to Bankart .Evidence-based data support both procedures, thus 

the personal preference of the surgeon will always play a paramount role in choosing one of these procedures over the 

other.  

Keywords: Bankart repair, Latarjet procedure, shoulders instability. 

1.   INTRODUCTION 

Shoulder joint is the most mobile joint in our body; its significant range of motion makes it highly susceptible to 

dislocation. Shoulder dislocation represents 50% of all joint dislocations, especially in young population.(1)  

Anterior glenohumeral instability represents a common complaint in the athletic, young population, with a rate of 12 

dislocations per 100,000.(2) 

In addition, athletes taking part in collision or contact sports are more prone to high-velocity impacts and positions 

making their shoulders susceptible to injury in comparison to non-contact athletes.(3)  
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The surgical management of recurrent instability was firstly described by Bankart in 1938.(4) Open Bankart stabilization 

was considered the gold standard with early studies showing better results compared to arthroscopic stabilization.(5, 6) 

However, arthroscopic techniques and equipment have been evolving and arthroscopic repair with suture anchors now 

attains equivalent results to open repair in the treatment of bankart lesions.(7( 

Recently, with better understanding of the pathoanatomic changes with recurrent shoulder instability, focus has been 

shifted toward soft tissue versus bony stabilization procedures.(8)  

Humeral and/or glenoid bone lesions have been demonstrated to occur in 90% to 95% of shoulders with recurrent 

instability.(9) Failure to treat these bony defects can lead to a poor outcome. A bony glenoid defect of 21% has been 

shown to jeopardize shoulder stability.(10)  

Michel Latarjet (11) represented his technique for shoulder stabilization in 1954, in which transposed the horizontal limb 

of the coracoid process to the anteroinferior rim of the glenoid via a split in the subscapularis muscle and fixed it with one 

screw. The Latarjet-Patte procedure is a modification of this technique using 2 screws instead of one as well as repairing 

the anterior capsule to the remaining stump of the coracoacromial ligament.(12) 

The osteotomized tip of the coracoid process is passed through the subscapularis split and fixed on the glenoid neck. 

The Latarjet-Patte procedure addresses both soft tissue and bony deficiencies. The coracoid graft is used to restore the 

glenoid’s anteroposterior diameter, thus increasing the stability in addition to preventing the engaging Hill-Sachs lesion 

from levering on a deficient antero-inferior glenoid rim.(14) The sling effect is considered the main stabilizing mechanism 

which involves the interaction between the lower part of the subscapularis and the conjoint tendon with the arm in 

abduction and external rotation.(15 ) 

Evidence-based data support the efficacy of both procedures; arthroscopic bankart and Latarjet, and the surgeon’s 

preference plays a major role in choosing one of these procedures over the other. Supporters of Latarjet procedure defend 

their choice based on the lower rate of recurrence and shorter time to return to the patients’ preinjury sport levels. On the 

other hand, arthroscopic bankart restores the normal shoulder anatomy of the shoulder as well as maintains the range of 

motion (ROM).(16)  

The Latarjet procedure has proved to be effective in dealing with recurrent anterior shoulder instability with severe 

glenoid bone loss, as a primary and  revision procedure.(17) However, there is scant information in the literature in terms 

of complications and functional results in competitive athletes.(18,19)  

Competitive athletes represent an exceptional challenge for shoulder surgeons. Early return to the pre-injury level with 

minimal rate of recurrence is considered one of the major expectations of competitive athletes. Therefore, choosing the 

surgical procedure for these high demand patients should aim toward achieving a stable shoulder in a timely return to 

sports.(20)  

Aim of the Work / Objectives 

Compare the results of Latarjet operation and Arthroscopic Bankart repair in high demand patients including heavy labour 

and contact athletes with traumatic anterior shoulder instability. 

2.   PATIENTS AND METHODS 

This is a prospective study of high demand patients with traumatic anterior shoulder instability selected during the period 

between February 2019 and July 2020. Thirty patients met the inclusion criteria, half of them underwent arthroscopic 

bankart repair, while the other half had an open Latarjet surgery. All patients were followed up for at least 6 months. 

Inclusion criteria 

• Traumatic anterior shoulder instability. 

• High demand patients (Contact sports athletes and heavy labour workers). 

• Age group from 18 to 45 years. 
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Exclusion criteria 

• Patients with multidirectional instability. 

• Bilateral shoulder dislocation. 

• Low demand patients. 

• Patients with gleno-humeral dysplasia. 

• Patients with associated rotator cuff tear. 

• Patients with associated fracture of the greater tuberosity or the proximal humerus. 

• Paralytic dislocation. 

• Patients with hyperlaxity (scoring >5 according to Beighton score).  

• Glenoid bone loss > 15% of glenoid width 

• Hill-Sachs lesion > 20% of humeral articular arc 

• Patient who previously underwent ipsilateral shoulder surgery for instability  

Clinical Evaluation 

1) History 

- Personal data: Name, Age, Sex, Occupation, Address, Hand Dominance. 

- Past History: Presence of previous episodes of instability, Number of episodes, Age at which first episode occurred, 

Mechanism of initial injury (minimal or high energy, traumatic or atraumatic), Position and ease of relocation after each 

event, Duration of immobilization and any subsequent rehabilitation , Previous surgical management. 

- Present History: Pain (On exertion, during daily activities, at rest), Limitation of activity & difficulty at work. 

- Medical & Surgical History 

2) Clinical Examination 

- Overall evaluation of the musculoskeletal system 

- Examination of the cervical spine are required to exclude spinal disorders that may present with shoulder pain 

- Shoulder examination:  

 Inspection  

 Palpation  

 Assessment of the ROM as well as muscle strength  

 Specific tests and signs which may be helpful in diagnosing  recurrent traumatic anterior shoulder dislocation: 

1) Anterior Drawer test  

2) Apprehension test and its modifications (Relocation and Release test) 

3) Sulcus test 

4) Rotator cuff examination. 

Scoring system 

All patients were assessed pre and post-operatively according to the Rowe scoring system as regards stability, motion and 

function of the shoulder.  

The Rowe et al Shoulder Outcome Score:(117)  
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The Rowe Score is a 100 point functional assessment tool of the shoulder in which high scores represents increased 

function. 

It combines three separate subscales: 

Stability (50)  

50: No recurrence 

30: Apprehension in specific positions 

10: Subluxation 

0 : Recurrent dislocation 

Motion (20)  

20: 100% External Rotation, Internal Rotation and Elevation. 

15: 75% External Rotation, Internal Rotation and Elevation. 

5:  50% External Rotation, 75 % Internal Rotation and Elevation. 

0:  50% Elevation, Internal Rotation ; no External Rotation. 

Function (30)  

30:  No limitation(work\sport) ; no pain 

20:  Minimal limitation with minimal discomfort 

10:  Moderate limitation with discomfort 

0:  Marked limitation with pain 

The maximum score possible is 100-points, score between 90 and 100 is considered as excellent, 75 to 89 points is 

considered as good, 51 to 74 points is considered as fair and 0 to 50 points is considered as poor. 

Investigations: 

- Routine laboratory tests 

- Radiological examination 

• Antero-posterior X-rays of the shoulder 

• CT of the shoulder 

CT scan was performed for all patients including 3-D reconstruction with subtraction of the humeral head with an “en 

face” view of the glenoid. Glenoid bony loss was measured on the “en face” view of the 3-D CT using best fit circle 

method of affected shoulder. 

• MRI of the shoulder 

It accurately showed anterior labro-ligamentous lesions (Bankart lesion). It was also used to exclude other soft tissue 

injuries, which can occur with recurrent anterior instability like rotator cuff injury, subscapularis rupture, and biceps 

tendon pathology. Size of Hill-Sachs defect was calculated as a percentage of articular arc loss on axial MRI. 

In our study, no patient had glenoid bony loss >15% of the glenoid width, and no patient had HSL more than 20% of  the 

articular arc. 

Methods of treatment 

A) Arthroscopic Bankart repair procedure: 

 Anaesthesia 

All patients received general anaesthesia with hypotensive measures. Prophylactic antibiotic was administered. 
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 Position 

Patients were positioned in the beach chair position. The back of the bed is raised to around 60 degrees and the patient is 

positioned such that the medial aspect of their scapula is at the border of the bed. Next, the head is secured. 

The patient’s buttocks should be secured against the bed without any gap between the operating table and the patient. 

Multiple pillows or a large pad can be put underneath the legs of the patient. Once the patient is adequately positioned, a 

safety belt is applied to secure the patient properly to the table. 

Compression devices or elastic stocking are put on both lower limbs to prevent from venous thromboembolism. 

Disinfection and draping is done allowing free motion of the limb. 

Arthroscopy stack is positioned on the other side of the operating table close enough to the operating table to ensure there 

is plenty of slack in all cables and tubing. 

Pump pressure is initially set to around 40 mmHg, using normal saline in addition to 1:1000 epinephrine (1 ml for every 5 

litre fluid bag). 

Beach chair position. 

 Examination under anaesthesia 

All patient were examined under anaesthesia before starting the procedure to assess the direction and degree of the gleno-

humeral translation. 

 Procedure 

A standard posterior viewing portal is established 2 cm distal and 1cm medial to the postero-lateral corner of the 

acromion, parallel to the glenohumeral joint. Then, the antero-superior portal is done under arthroscopic guidance 

superior and lateral to the coracoid bone such that it goes through the rotator interval and access the joint at the biceps 

tendon insertion onto the labrum superiorly. 

Then, 2nd anterior portal is created at the superior border of the subscapularis so that the anchors can be inserted into the 

inferior glenoid. It is crucial to leave a 3cm interval inbetween the two anterior portals for adequate working space. An 8 

mm corkscrew cannula may be useful to ensure the easy introduction of instruments into the intra-articular space. 

Diagnostic arthroscopy is then performed and the bankart lesion is assessed. (Fig.50) 

Arthroscopic view of the right shoulder using posterior visualizing portal showing Bankart lesion. 

Glenoid Preparation 

Elevation and freeing up of the labrum is done arthroscopically using tissue liberator as it is often scarred down to the 

anterior glenoid in a nonanatomic, medialized position. Then, grasper is used to pull the labro-ligamentous complex to the 

articular margin (into its normal position) while capsular tension and mobility are evaluated. This is a crucial step as 

inadequate mobilization of the labrum from the neck of the glenoid may end up with a non-anatomic, less functional 

repair. Also, when this scarred tissue is adequately elevated off the glenoid neck, the  subscapularis muscle could be 

easily seen anteriorly.  

The scapular neck and the glenoid rim are then abraded to establish a bleeding surface using an arthroscopic shaver, burr, 

or rasp.      

Glenoid preparation. 

Anchor Placement and Capsulo-labral Plication 

As viewing via the posterior portal, drill guide for the  anchor (Jugger Knot (ZIMMER BIOMET) all suture 1.5mm 

anchor) is passed through the antero-inferior portal and is positioned on the glenoid as close as possible to the 6 o’clock 

position. 
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Anchors are then placed 1–2mm onto the articular cartilage surface. Inserting the anchor far too medially will end up with 

a mal-reduced  labrum off the glenoid.  

Inserting the anchor far onto the articular margin will risk skiving underneath the articular cartilage and developing a 

chondral flap. The trochar is positioned almost 45° to the glenoid surface. 

A drill is used to create the pilot hole, and then the anchor is tapped into the hole.  

Then, one limb of anchor sutures is grasped by the grasper and pulled out via the antero-superior portal.  

The capsulo-labral tissue is then captured with a curved suture passer (lasso) loaded with a no. 1 polydioxanone(PDS) 

suture. The aim is to grab a healthy bite of the capsule inferior to the suture anchor trying to shift the soft tissue 

superiorly, thus reducing the capsular volume. The PDS suture is advanced out of the suture passer and into the joint, 

where it is then grasped and pulled-out of the antero-superior portal. A simple loop is made with the PDS suture that is 

pulled out of antero-superior portal and loaded with the suture of the anchor and then cinched down by removing the 

suture passer and pulling the PDS limb through antero-inferior portal shuttling the limb of the suture via the tissue and out 

of the antero-inferior portal.      

Anchor placement with sutures directly in the articular cartilage margin then capsulo-labral tissue is captured with a 

curved suture passer. 

Knot Tying and Anchor Placement 

A sliding knot followed by locking half hitches are applied with care to choose the limb that passed through the tissues to 

be the post to deliver the knot far away from the articular surface rather than towards it to avoid the injury of the articular 

cartilage with the suture. 

Suture tails are then cut with arthroscopic cutters, leaving behind a small 2mm tail.  

Following anchors are inserted in similar fashion at 7.30 and 8.30o’clock positions (left shoulder).  

Final view after repair with 3 anchors. 

Skin Closure and Immobilization of the shoulder 

Skin is closed with non-absorbable sutures and sterile dressing is applied.  

Arm is then put in a shoulder immobilizer with a strap fastened around the waist. 

Open Latarjet Procedure: 

 Anaesthesia 

All patients received general anaesthesia with hypotensive measures. Prophylactic antibiotic was administered. 

 Position 

All patients were positioned in the low beach chair position (the back of the bed is lifted to approximately 40 degrees). 

The arm is freely draped to allow intra-operative manipulation of the upper limb, especially external rotation and 

abduction. 

Figure 54: Low beach chair position of the patient with the arm draped free. 

 Examination under anaesthesia 

All patients were examined under anaesthesia before starting the procedure to assess the direction and the direction of the 

gleno-humeral translation. 

 Procedure 

Surgical approach 

5-7 cm incision starting from the coracoid process directed downwards to the axillary fold.  
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Skin incision starting from tip of coracoid process to the axillary fold. 

 A delto-pectoral approach is used, the deltopectoral interval is located and the cephalic vein is identified. The deltoid 

muscle and the cephalic vein are retracted to the lateral side exposing the conjoint tendon. Meticulous haemostasis is 

maintained all through the approach. Self-retaining retractors are used to keep the interval between the pectoralis major 

and the deltoid. Moreover, a Hohmann retractor is inserted above the coracoid to improve the exposure.  

Coracoid process and conjoint tendon exposure. 

Coracoid Graft Harvest and Preparation 

 With the shoulder in abduction and external rotation, the coraco-acromial ligament (CAL) is best exposed and incised 

with electrocautery from its attachment to the coracoid, the coraco-humeral ligament, located under the CAL, is released 

and then the arm is placed in internal rotation and adduction to improve the visualisation on the medial side of the 

coracoid and the pectoralis minor muscle is detached from the medial surface of the coracoid process. 

 A coracoid osteotomy is performed  just anterior to the insertion of the coraco-clavicular ligament at the base of the 

coracoid using a 90 degree oscillating saw (from medial to lateral) or a curved osteotome.    

Coracoid osteotomy using an oscillating saw (left) or a curved osteotome (right) 

 The coracoid graft is then held gently using the grasping forceps  at the level of the incision. Soft tissue is stripped off 

the inferior surface of the coracoid by electrocautery. The inferior surface of the coracoid is then decorticated using the 

oscillating saw, exposing a flat broad cancellous bone.  

Decortication of the inferior surface of the coracoid graft. 

 An osteotome is put beneath the coracoid graft to protect the skin and then 2 holes are drilled using a 2.7-mm drill, the 

holes are positioned in the central axis of the graft and almost 1cm apart. 

Drilling the two holes in the coracoid graft. 

Glenoid Exposure and Preparation 

 with the arm adducted and externally rotated, the subscapularis muscle is exposed. The subscapularis is then split at 

the junction of the superior two thirds and the inferior one third. 

 The capsule is incised vertically at the level of the joint line, retractor is then inserted into the gleno-humeral joint thus 

exposing the antero-inferior aspect of the glenoid.  

Subscapularis splitting + vertical incision of the capsule. 

 The antero-inferior labrum and periosteum are excised with electrocautery, the anterior surface of the glenoid is 

decorticated with an osteotome. The goal is to provide a flat bleeding surface of cancellous bone to put the graft on. 

Coracoid Positioning & Fixation 

 The longitudinal axis of the prepared coracoid graft is then positioned supero-inferiorly along the neck of the glenoid 

in line with the articular surface to ensure it is neither too far medial nor too far lateral, resulting in coracoid overhang. 

The optimal position is between the 3 and 5 o’clock on the glenoid.  

 A 1.25-mm guidewire is then inserted through the inferior hole of the coracoid to hold the position of the graft. The 

position of the coracoid graft is then evaluated. If it was acceptable, a second 1.25-mm guidewire is then inserted through 

the superior hole and the final position was again evaluated. The 2.7-mm cannulated drill bit is then used to drill the 

inferior hole bicortically into the glenoid, a 35mm long 3.5 cannulated screw is typically inserted in the inferior hole and 

intraarticular inspection is done to ensure that the screw is not penetrating glenoid articular cartilage.  

 The 2.7-mm cannulated drill bit is then used to drill the superior holes in the glenoid and a second 3.5 cannulated 

screw is inserted.  

Figure 61: Final position of the graft in flush with the glenoid. 

Skin Closure and Shoulder immobilization 
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 The stump of the CAL is repaired using sutures to the capsule. Then, subscapularis split is closed by absorbable 

sutures. The remainder of the wound is closed in layers.  

 Arm is then put in a shoulder immobilizer with a strap fastened around the waist. 

Postoperative Rehabilitation 

Shoulder immobilizer is kept for 5 weeks. 

Phase 1 ( week 0-5 ) aim is protecting the anatomic repair/bony augmentation, avoiding the negative results of 

immobilization, improving proprioception and dynamic stability, and minimising inflammation and pain. Passive and 

assisted active ROM exercises are started, but avoiding abduction above 90 degrees, active external rotation, or extension.  

Phase 2 ( week 6-12 ) aim is to regain full ROM gradually, restore muscle strength, and enhance neuromuscular control. 

Additional aggressive muscle strengthening and ROM are advanced to meet the patient’s functional demands. 

Phase 3 ( week 13-20 ) aim is to improve the muscle strength, endurance, and power and to initiate the functional 

activities gradually. 

Lastly, the phase of return to activity ( month 5-9 ) aim is to return gradually to sport activities meanwhile maintaining 

mobility, strength and stability. 

3.   RESULTS 

Statistical analysis of the data  

Data were analysed using the IBM SPSS software package Version 20.0 ( Armonk, NY :  IBM Corp ). 

Qualitative data were expressed in number and percent. Quantitative data were reported using range (minimum and 

maximum), standard deviation, mean, median and interquartile range (IQR). Significance of the results was judged at the 

5% level.  

Demographic data 

From February 2019 to July 2020, thirty patients with recurrent anterior glenohumeral dislocation met the inclusion 

criteria. Fifteen of them underwent arthroscopic Bankart repair procedure and the other fifteen underwent open Latarjet 

procedure. The mean duration of follow up in our study was 9.27 months  ±2.70 (range, 6-20 months). All patients were 

males and with mean age at surgery of 28.6 years (range, 18-41 years). 

There were 27 dominant (90%) and three non- dominant (10%) shoulders. The mean number of preoperative dislocation 

episodes was 6 (range, 2-12 times). 

21 patients were heavy labour (70%), 5 were recreational athletes (13.2%) and 4 (16.6%) professional athletes. 

The mechanism of first dislocation was direct trauma in 12 patients (40%) and indirect trauma in 18 patients (60%). 

Indirect (Foosh)

18

60.0%

Direct

12

40.0%
 

Figure 1: Distribution of the studied cases according to mechanism of first dislocation. 
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Reduction of the first shoulder dislocation was done with anaesthesia in 21 cases and without anaesthesia in 9 cases. 

Post reduction, immobilization in arm sling followed by physiotherapy was achieved in 5 patients. Immobilization 

without physiotherapy in 19 patients and no immobilization in 6 cases. 

None

6

20.0%

Immobilization 

only

19

63.3%

Immobilization + 

PT

5

16.7%
 

Figure 2: Distribution of the studied cases according to post reduction immobilization and physiotherapy. 

A) Pre-operative evaluation 

1. Pre-operative ROM 

Table 1 and 2 shows the pre-operative shoulder ROM of the Bankart group and the Latarjet group respectively. 

Table 1: The pre-operative ROM of the Bankart group 

Bankart Forward flexion 
ER in 90 ° 

Abduction 

IR in 90 ° 

Abduction 

MEAN 170° 75° 75° 

RANGE 125-180° 50-100° 65-90° 

Table 2: The pre-operative ROM of the Latarjet group. 

Latarjet 
Forward  

Flexion 

ER in 90 ° 

Abduction 

IR in 90 ° 

Abduction 

MEAN 165° 75° 80° 

RANGE 120-180° 50-100° 65-90° 

2. Pre-operative Rowe score 

All patients were assessed according to the Rowe scoring system as regards stability, motion and function of the shoulder.  

The pre-operative Rowe score ranged from 5 to 50 with mean score of 27.17 ± 12.15.  

a- Preoperative function 

Seven patients (23.3%) had marked limitation and pain. Sixteen patients (53.3%) had moderate limitation and 

discomfort. Five patients (16.7%) had minimal limitation and minimal discomfort. Two patients (6.7%) had no limitation 

and no pain. The mean was 10.67 within the range of 0-30 points. 

b- Pre-operative stability 

All patients (100%) had recurrent dislocations scoring 0 out of 50 points. 
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c- Pre-operative range of motion 

Seventeen patients (56.7%) had full range of motion. Nine patients (30%) had 75% ER, IR and elevation. Four patients 

(13.3%) had 50% ER, 75% IR and elevation. The mean was 16.5 within the range of 5-20 points. 

A) Comparison between the Bankart and the Latarjet groups. 

1. Range of motion 

There was no statistically significant difference between mean post-operative forward flexion, external rotation in 90°  

abduction and internal rotation in 90°  abduction between both groups; Bankart repair and Latarjet. 

 

Figure 3: Comparison between the two studied groups according to the postoperative range of motion. 

2. Rowe score: 

The overall mean for the Rowe score in the 30 patients increased from 27.17 ±12.15 points preoperatively to 84.0 ±15 

points post-operatively which was statistically significant. 

Pre-operatively all 30 patients were considered poor (scoring 0-50). Post-operatively 14 patients (46.6%) were excellent 

(scoring 90-100), 12 patients (40%) were good (75-89), 2 patients (6.7%) were fair (51- 74) and 2 patients were poor (0-

50).  

a- Postoperative function: 

Sixteen patients (53.3%) had no limitation and no pain. Nine patients (30%) had minimal limitation and minimal 

discomfort. Five patients (16.7%) had moderate limitation and discomfort. The mean has increased from 10.67 to 23.67 

which is statistically significant. 

b- Post-operative stability: 

Twenty patients (66.7%) had no recurrence. Ten patients (33.7%) had positive apprehension in certain positions. The 

mean has increased to 42.33 which is statistically significant. 

c- Post-operative range of motion: 

Twenty patients (66.7%) had a full ROM. 

Nine patients (30%) had 75% ER, IR and elevation. One patient (3.3%) had 50% ER, 75% IR and elevation. The mean 

has increased from 16.5 to 18.0 which is statistically significant. 

There was no statistically significant  difference between the mean post-operative (Final Rowe score, function, stability 

and motion) for patients  who underwent arthroscopic Bankart repair compared to the Latarjet group.  
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Figure 4: Comparison between the two studied groups according to final Rowe score. 
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Figure 5: Comparison between the two studied groups according to Motion. 
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Figure 6: Comparison between the two studied groups according to Function. 
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Figure 7: Comparison between the two studied groups according to Stability. 

3. Postoperative return to work/sport: 

The mean time to return to work/sport was 6.12 months ranging from 3.3 to 9.2 months. Eighteen patients (60%) were 

able to return to the same pre-injury level of work/sport. Seven patients (23.3%) patients returned to their work but with 

limitation. Three patients (10%) returned to their sports but not at the same pre-injury level. Two patients (6.7%) changed 

their work/sport. 

There was a statistically significant difference between the mean time  to return to work/sport for patients who  underwent 

arthroscopic Bankart repair operation (7 months) compared to the Latarjet group (5.2 months). However, there was no 

difference between the two groups regarding the rate of return to work/sport. 

 

Figure 8: Comparison between the two studied groups according to time  to return to work/sport. 

0

10

20

30

40

50

60

70

Change type of

work / sport

Return to same

level of  work

/sport

Return to work

with limitation

Return to  sport

but not the same

level

P
e
rc

e
n

ta
g

e

Return to work/sport

Bankart

Latarget

 

Figure 9: Comparison between the two studied groups according to rate of return to work/sport 
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4. Surgical time 

There was a statistically significant  difference between the mean surgical time for arthroscopic Bankart repair (43.33  ±

5.27 min) and Latarjet procedure (72.33  ±10.38 min). 
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Figure 10: Relation between Type of surgery and surgical time (minutes) 

5. Number of dislocations 

There was no statistical significance between the number of anterior dislocations and the post-operative score in both 

groups. 
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Figure 11: Relation between number of dislocations and postoperative Rowe score in both groups 

6. Immobilization post reduction of first dislocation 

There was no statistically significance between post reduction immobilisation and postoperative Rowe score in both groups. 
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Figure 12: Relation between immobilisation and postoperative Rowe score in both groups. 

Complications 

There was no complications and none of the patients had  recurrent dislocation.  
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4.   DISCUSSION 

Anterior shoulder instability is frequent in the young, athletic population, with high rates of 12 dislocations per 100,000 exposure. 

(2)  

Athletes involved in collision or contact sports are more prone to high velocity impacts and repetitive positions making their 

shoulders at risk of injury compared to noncontact athletes.(3) 

Evidence-based data support the efficacy of both; arthroscopic bankart and Latarjet, and the personal preference of the surgeon 

plays an important role in choosing one of these procedures over the other. Supporters of Latarjet procedure justify their choice 

based on a reduced recurrence rate and a superior return to the patients’ pre-injury sport activity level. On the other hand, 

arthroscopic bankart restores the shoulder’s anatomy and maintains the ROM. (16 ) 

In our study, we compared the results of Latarjet operation and Arthroscopic Bankart repair in 30 high demand patients including 

heavy labour and contact athletes with traumatic anterior shoulder instability. We excluded all the patients with glenoid bone loss > 

15% , Hill-Sachs lesion > 20% of humeral articular arc as well as patients who had a previous surgery for shoulder instability. The 

mean follow up duration was 9.27 months ± 2.70 (range, 6-20 months.) 

There are various controversial reports in literature about the return to sports after Latarjet vs arthroscopic bankart repair. Multiple 

studies reported rates of 66-100% for return to the pre-injury level of competition after Bankart operation.(118-120) Similarly, 

several studies showed that athletes who undergo Latarjet procedure returned to the same level of competition at comparable rates 

of 65-96%. (18, 20, 121 ) 

Jeon et al (122) found no significant difference in terms of the level of return to sports between Latarjet (96.8%) and Bankart 

(94.1%) concluding that the surgical method doesn’t have an effect on the level of post-operative return to sports. Also, Bessie`re et 

al(16) reported that 63 % of patients who underwent Bankart repair and 72 % who underwent Latarjet procedure returned to their 

pre-injury level, despite the difference was not statistically significant. Furthermore, a meta-analysis and systematic review done by 

Ialenti et al (123) showed no significant differences at the pre-injury level or at any level of return to sports for the patients treated 

with Latarjet procedure or arthroscopic Bankart repair . 

In our study, there was no statistical significance between the rate of return to sports/work in both groups. In the Latarjet group, 10 

patients (66.7%) returned to pre-injury level compared to 8 patients (53.3%) in the Bankart group. 

The main finding of our study was the time to return to work/sports which was significantly lower in the Latarjet group (5.2 

months) compared to the Bankart group (7 months.) 

Dekker et al (124) showed no statistically significant difference  in return to competition rates as well as time to return for players 

who underwent Latarjet procedures when compared with Bankart repairs (4.2 vs 4.6 months). Ialenti et al (123) showed in their 

systematic review that patients who underwent Latarjet procedure on average took around 1 month less to return to sports compared 

to those who underwent Bankart stabilization procedures (5.3 vs 6.1 months .) 

Abdul-Rassoul et al (125) compared the amount of time for athletes to return back to sports after different surgical procedures for 

shoulder anterior instability. Return to sport at a mean of 5.9 months after Bankart repair done arthroscopically, 5.8 months after 

Latarjet done arthroscopically and 5 months after open Latarjet which is comparable to our aforementioned results . 

All patients in our study were assessed according to the Rowe scoring system as regards stability, ROM and function of the 

shoulder. There was a statistically significant increase in the Rowe score postoperatively with mean score of 84.0 ± 15.83 compared 

to 27.17± 12.15 preoperatively. However, there was no statistical significant difference in the Rowe score postoperatively and the 

postoperative ROM between Bankart and Laterjet groups . 

Ialenti et al (123) found in their systematic review that Rowe score was the most used patient outcome measure amongst the 

evaluated papers with the mean score for open bankart was 86 postoperatively compared to 79.5 for arthroscopic bankart and 82.0 

for Latarjet groups concluding that there was no statistical difference among the 3 groups. 

Jeon et al (122) found no significant difference in the clinical outcome in arthroscopic Bankart repair and Latarjet procedure for 

patients treated for recurrent anterior shoulder instability with an a borderline (15%-20%) glenoid bone defect. 
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Several studies reported that Latarjet procedure could lead to less limited external rotation than arthroscopic Bankart repair. 

Hovelius et al(126) compared their results after 17years of follow up and found that patients who underwent Latarjet procedure had 

an 11 degree loss in external rotation with the arm at the side, while those who underwent arthroscopic Bankart repair had 19 degree 

loss. In a systematic review of studies comparing Bankart repair and the Latarjet procedure by An et al(17) the mean for the 

calculated external rotation losses were 20.9 degree and 11.5 degree after the Bankart repair and Latarjet procedure, respectively. 

Jeon et al(122) showed in their study that loss of ER at the side was significantly higher in the Bankart group ) 13.3 degrees ) 

compared to the Latarjet group ( 7.3 degrees ) justifying that excessive tension of the capsule was avoided in Latarjet by re-

attaching the coraco-acromial ligament to the mid portion of the anterior capsule, while the arthroscopic bankart repair increases the 

capsular tension by bringing the labrum and the retracted anterior capsule to their original position at the margin of the glenoid. 

A couple of recent studies mentioned increased recurrent instability with arthroscopic Bankart repair specifically in young contact 

athletes with critical or subcritical glenoid bony loss, which has resulted in the expansion of the indications for the bone 

augmentation procedures as Latarjet. (2, 20) 

Jeon et al(122) reported recurrence rates of 22.9 % ( 27 out of 118 shoulders ) in the Bankart group compared to 6.5 % ( 2 out of 31 

shoulders ) in the Latarjet group at their last follow-up with the mean of 28.9 months . 

On the other hand, Ialenti et al(123) found that recurrent dislocation was significantly less post Latarjet stabilization ( 3.5 % ) in 

comparison to arthroscopic Bankart repair ( 6.6 % ) and open Bankart repair ( 6.7  .) %  

In our study, there was no recurrent dislocations which may be related to the short follow up period and small number of patients 

included in the study.  

5.   CONCLUSION 

The main finding of our study was the time to return to work/sports which was significantly lower in the Latarjet group 

(5.2 months) compared to the Bankart group (7 months). On the other hand, there was no statistical significance between 

the rate of return to sports/work in both groups. All patients in our study were assessed according to the Rowe scoring 

system as regards stability, ROM and function of the shoulder. There was a statistically significant increase in the Rowe 

score postoperatively with mean score of 84.0 ± 15.83 compared to 27.17± 12.15 preoperatively. However, there was no 

statistical significant difference in the postoperative ROM and Rowe score between Bankart and Latarjet groups.   

Both the Latarjet procedure and the arthroscopic Bankart repair revealed satisfactory clinical outcomes with nearly similar 

rate of return to sports/work in high demand patients with recurrent anterior glenohumeral dislocation.  

Latarjet procedure is considered more invasive and non-anatomical procedure, however it is less costly with shorter time 

to return to sports/work compared to Bankart.   

Evidence-based data support both procedures, thus the personal preference of the surgeon will always play a paramount 

role in choosing one of these procedures over the other.  
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