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Arthroscopic Capsulorraphy for 
Shoulder Instability 



Why is the shoulder unstable?  

•  Capsule is stretched out 



Shoulder Arthroscopy – Capsulorraphy 

Outpatient surgery (go home 
same day) 

General anesthesia (asleep the 
whole surgery and won’t 
feel anything) 

Arthroscopic surgery with 
small incisions 

Capsule is repaired and 
tightened 



My Preferred Techniques 

https://www.orthoillustrated.com/
animation/26-knotless-shoulder-

labral-repair-with-arthrex-
pushlock 

 
 
 
 

https://www.youtube.com/watch?
v=pQCYwrs9dvI 

 



Complications and Considerations 

Anesthesia 
Bleeding 
Nerve injury 
Infection (1%) 
Stiffness (5%) 
Recurrence (17-25%) 
Return to sport (44-83%) 
Results better with traumatic 

onset 

Outcomes After Arthroscopic 
Pancapsular Capsulorrhaphy With 
Suture Anchors for the Treatment 
of Multidirectional Glenohumeral 
Instability in Athletes 

Raynor et al. AJSM 2016  

Original Research

Clinical Outcomes, Survivorship, and Return
to Sport After Arthroscopic Capsular Repair
With Suture Anchors for Adolescent
Multidirectional Shoulder Instability

Results at 6-Year Follow-up

Brendon C. Mitchell,* MD, Matthew Y. Siow,* MD, MBA, Alyssa N. Carroll,† BS,
Andrew T. Pennock,† MD, and Eric W. Edmonds,†‡ MD

Investigation performed at Rady Children’s Hospital, San Diego, California, USA

Background: Multidirectional shoulder instability (MDI) refractory to rehabilitation can be treated with arthroscopic capsulolabral
reconstruction with suture anchors. To the best of our knowledge, no studies have reported on outcomes or examined the risk
factors that contribute to poor outcomes in adolescent athletes.

Purpose: To identify risk factors for surgical failure by comparing anatomic, clinical, and demographic variables in adolescents
who underwent intervention for MDI.

Study Design: Case series; Level of evidence, 4.

Methods: All patients 20 years or younger who underwent arthroscopic shoulder surgery at a single institution between January
2009 and April 2017 were evaluated. MDI was defined by positive drive-through sign on arthroscopy plus positive sulcus sign and/
or multidirectional laxity on anterior and posterior drawer tests while under anesthesia. A 2-year minimum follow-up was required,
but those whose treatment failed earlier were also included. Demographic characteristics and intraoperative findings were
recorded, as were scores on the Single Assessment Numeric Evaluation (SANE), Pediatric and Adolescent Shoulder Survey
(PASS), and short version of the Disabilities of the Arm, Shoulder and Hand (QuickDASH).

Results: Overall, 42 adolescents (50 shoulders; 31 female, 19 male) were identified as having undergone surgical treatment for MDI
with minimum 2-year follow-up or failure. The mean follow-up period was 6.3 years (range, 2.8-10.2 years). Surgical failure, defined
as recurrence of subluxation and instability, was noted in 13 (26.0%) shoulders; all underwent reoperation at a mean of 1.9 years
(range, 0.8-3.2 years). None of the anatomic, clinical, or demographic variables tested, or the presence of generalized ligamentous
laxity, was associated with subjective outcomes or reoperation. Number of anchors used was not different between shoulders that
failed and those that did not fail. Patients reported a mean SANE score of 83.3, PASS score of 85.0, and QuickDASH score of 6.8.
Return to prior level of sport occurred in 56% of patients.

Conclusion: Adolescent MDI refractory to nonsurgical management appeared to have long-term outcomes after surgical inter-
vention that were comparable with outcomes of adolescent patients with unidirectional instability. In patients who experienced
failure of capsulorrhaphy, results showed that failure most likely occurred within 3 years of the index surgical treatment.

Keywords: posterior shoulder; anterior shoulder; multidirectional instability; glenoid labrum; pediatric and adolescent

Multidirectional shoulder instability (MDI) is a complex
shoulder disorder that can be challenging to diagnose,
manage, and treat. Diagnosis is classically based on the
description published by Neer and Foster22 in 1980, who
described the problem as a shoulder that dislocates in at

least 2 directions. However, patients with MDI can have
various and sometimes nonspecific symptoms ranging
from nonfocal shoulder pain to daily, recurrent shoulder
dislocations.7 On clinical examination, MDI can be identi-
fied with a combination of positive sulcus sign and laxity
on anterior and posterior drawer tests.13 Certain demo-
graphic factors, such as female sex and younger age,
have been shown to influence the incidence and severity
of presentation.14 Generalized ligamentous laxity and
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Rehabilitation and Return to Sports 

Sling after surgery for 6 weeks 
Physical therapy starts 3-7 days after surgery 
Initial healing typically at 3 months 
Return to contact sports at 5-6 months 



Thank you for your attention! 

Contact: 
www.sapersportsmed.com 
@DrMichaelSaper 


