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Arthroscopic Labral Repair for Anterior 
Shoulder Instability 



Anatomy 



Without surgery…. 

•  Continued instability 
•  Progression of arthritis 
•  Surgical stabilization more 

difficult 
•  Decrease success of 

arthroscopic repair 
•  Could require more 

invasive procedures with 
more complications.  

•  Lower functional outcomes 

•  Increased cost over long 
term 

•  Low return to sport 



Shoulder Arthroscopy – Labral Repair 

Outpatient surgery (go home 
same day) 

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

Arthroscopic surgery with small 
incisions 

Repair labrum to the socket with 
suture anchors 



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 (10%) 
Return to pre-injury level of sport 

(80%) 

Original Research

Outcomes After Arthroscopic Bankart Repair
in Adolescent Athletes Participating
in Collision and Contact Sports

Michael G. Saper,*† DO, ATC, Charles Milchteim,‡ MD, Robert L. Zondervan,§ BS,
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Background: Literature on arthroscopic stabilization in adolescent patients participating in collision and contact sports is limited,
as most studies include adolescents within a larger sample group comprised primarily of adults.

Purpose: To review the outcomes of arthroscopic Bankart repair for anterior shoulder instability in an adolescent population
participating in collision and contact sports.

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

Methods: This retrospective review included 39 shoulders in 37 adolescent (!19 years) athletes who underwent primary
arthroscopic Bankart repair using suture anchors with at least 2-year follow-up. All patients had a history of trauma to their shoulder
resulting in an anterior dislocation. Outcome measures included patient satisfaction, the visual analog scale (VAS) for pain,
American Shoulder and Elbow Surgeons (ASES) score, and Rowe score. Recurrence of dislocation and return to sporting activity
were also assessed.

Results: The mean age at the time of surgery was 16.9 years (range, 15-19 years), and the mean follow-up was 6.3 years (range,
4.3-10.0 years); 58.6% of patients participated in collision sports. Time to surgery after the initial dislocation episode was
9.2 months (range, 0.5-36.2 months). Four shoulders (10.3%) had dislocation events postoperatively. The majority (78.1%) of
patients returned to sports at the same level of competition. Mean VAS was 0.49 ± 1.0, and the mean ASES and Rowe scores were
92.8 ± 12.6 and 85.0 ± 24.2, respectively. Univariate analyses demonstrated that subjective functional outcomes were negatively
correlated with recurrence (ASES, P ¼ .005; Rowe, P ¼ .001) and failure to return to sport (ASES, P ¼ .016; Rowe, P ¼ .004).
Independent variables shown to have no significant relationship to functional outcomes included age, follow-up, number of pre-
operative dislocations, time to surgery, sport classification, competition level, tear extent, number of anchors, concurrent Hill-
Sachs lesion, and repair of a superior labral anterior-posterior (SLAP) lesion.

Conclusion: Arthroscopic Bankart repair is an effective surgical option for traumatic shoulder instability in adolescents partici-
pating in collision and contact sports. At a minimum 4-year follow-up, arthroscopic Bankart repair effectively restored stability in
90% of cases; 80% returned to their preinjury level of sport.
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Since Bankart3 described recurrent shoulder dislocation in
1923, various treatment options have been proposed to
address anterior dislocations and instability. Currently,
open and arthroscopic procedures are widely used, and con-
siderable debate exists as to which one represents the best
option for the patient. In recent years, many studies have
emerged to address arthroscopic repairs in athletes, in
whom shoulder instability events have been shown to occur
at a rate of 0.12 per 1000 exposures.24 Athletes participat-
ing in collision sports (eg, football and rugby) and contact

sports (eg, wrestling and basketball) are at a notably high
risk for injury.7,10,18-20,27 Recurrent dislocation is common
in this population, particularly in young athletes where the
reported rate of recurrence after arthroscopic Bankart
repair ranges from 5.1% to 31%.4,6,8,9,14,15,18,20,32

However, a review of the literature on collision and con-
tact athletes revealed that the majority of these included
heterogeneous patient populations and have combined
adult and adolescent athletes.4,8,14,18,22,25,32 In addition,
the level of sport involvement and classification in terms
of contact are often not clearly defined. Although excellent
short-term results have been reported, there have been few
studies specifically examining arthroscopic Bankart
repairs in the adolescent population.6,9,15,20 However, only
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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 


