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ABSTRACT 
Objective: To compare the functional outcome of two different treatment modalities (latarjet &Bristow procedure 

and Bankart Repair) in recurrent anterior shoulder dislocation 

Methods: It was a randomized clinical trial held from December 2017 to December 2018. A total no of 40 patients 

with age 18-30 years both male and female having recurrent anterior dislocation of shoulder were included in the 

study. Patients with ligamentous laxity, psychological ailment and global instability were excluded from the study. 

Patients were divided in two groups having 20 patients in each group. Detailed history, clinical examination, 

radiographs, CT scan and MRI was completed to establish the diagnosis of recurrent anterior shoulder dislocation. 

We performed Bristow latarjet procedure in group A and Bankart repair in group B. All patients were followed at 1st , 

2nd , 3rd , 4th,6th week and then at 4th , 6th and 9 months clinically and radiologically to assess the Instability and 

mobility by using Rowe score.  

Results: In group A, there were 16 males and 4 females while in group B were 17 males and 3 females. Mean age in 

group A was 26.7 years (18-30) while in group B was 27 years (18-29). Right shoulder was involved in 13 (65%) 

patients in group A and 15 (75%) in group B. left shoulder was involved in 7 (35%) patients of Group A and 5 (25%) 

of group B. In group A 18 patients had excellent results, one patient was having grade I subluxation and one patient 

had positive apprehension test. In group B four patients had recurrence and three patients had subluxation of grade II. 

Conclusion: Results of latarjet and Bristow procedure were excellent than Bankart repair. Patient’s satisfaction was 

also better in group A than group B. 
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INTRODUCTION 
Shoulder joint is the most mobile joint of the body1,2. 

Shoulder joint dislocation accounts for the 50% of all 

the dislocations3. Its incidence is 2 % among general 

population4. In most of the cases it is recurrent shoulder 

dislocation. In 97% cases of recurrent dislocation it is 

anterior dislocation5,6. Mechanism for recurrent anterior 

dislocation is abduction, external rotation and 

extension7. There is persistent inability of tissues to 

keep the humeral head in glenoid cavity. Glenohumeral 

instability may be bony or ligamentous8. It may result 

from sudden injury to glenoid cavity (Bankart lesion), 

proximal humerus (Hillsachs lesion), repetitive micro 

trauma or as a result of generalized ligamentous 

laxity9,10. 
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After initial traumatic incidence the glenohumeral joint 

becomes unstable. Glenoid bone injury (Bankart lesion) 

is one of the main cause of failed shoulder stabilizing 

surgeries10. For success of surgical treatment, bone 

deficiency or attrition assessment is an important step 

regarding the pre-operative evaluation11. Radiographic 

evaluation includes apical oblique, axillary and west 

point view. MRI and MR arthrographic assessment 

provides valuable information regarding the soft tissues 

problem. The extent of bone loss is better delineated by 

3D reconstruction CT scan. CT scan provides exact 

measurement of glenoid bone loss12. 

 Once the bone loss estimation is made decision 

regarding the surgical approach and risk of recurrent 

instability can be discussed with patient and the family. 

When glenoid bone loss is 25- 35 % open repair and 

some sort of bone augmentation procedure is 

necessary13. There are various procedures and 

techniques for bone augmentation such as iliac crest 
bone graft, Latarjet and Bristow procedure, Banckart 

repair and arthroscopic repair of shoulder instability. 
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 In surgical management of glenohumeral 

instability one should consider the glenoid and humeral 

head lesions, soft tissue involvement, patient profession 

and needs of the patient. The choice of procedure 

depends on the radiographic and MRI findings, 

available logistics and surgeon experience. 

 

METHODS 
 This is comparative prospective study conducted at 

department of orthopaedic surgery services hospital 

Lahore from December 2017 to December 2018. A total 

no of 40 patients having recurrent anterior dislocation of 

shoulder were included in the study. All the patients 

were admitted through OPD. Patient were divided into 

two equal groups A and B. All patients had history of 

trauma regarding the 1st episode of dislocation then 

followed by non-traumatic episodes. Patients having 

habitual dislocation due to psychological ailment, 

posterior recurrent dislocation and global instability 

were excluded from the study. All patients in both 

groups underwent thorough history and clinical 

examination to determine the existence and direction of 

instability. Clinical tests performed include sulcus test, 

apprehension test and anterior drawer test. Comparative 

clinical examination of contralateral shoulder and other 

joints was done to rule out generalized ligamentous 

laxity. Following x-rays were taken true AP view, 

axillary view and apical oblique view. Bankart and 

Hillsachs lesion evaluation was done with MRI and MR 

arthrogram. Assessment of size of bony Bankart lesion 

was done with 3D reconstruction CT scan. Informed 

consent was obtained from all the patients before 

surgery. We used anterior deltopectoral approach. 

Patients were kept in polysling and velpeau dressing for 

7 days post operatively. On the 7th day velpeau dressing 

was removed and poly sling was continued. After 7 

days pendulum exercises were started under the 

supervision of physiotherapist. During the 3rd and 4th 

week postoperatively pendulum exercises were 

followed by forward flexion up to 90 degree and 

abduction was started. Patient was followed weekly for 

the next 6 weeks and functional assessment was done 

by using Rowe score. The polysling was continued till 

6th week. Flexion extension internal and external 

rotation movements were started after 6 weeks and 

gradually increased with assistance under 

physiotherapist supervision. At 4th month contact free 

sports like running was started along with continued 

muscle strengthening exercises around the shoulder. 

After 6 months contact sports were allowed. 

 

 

Table 1: Rowe Score 

Parameters 

to be 

assessed 

FUNCTION (/50 points) 

 

PAIN  

(/10 points)  

STABILITY 

 (/30 points) 

 

MOBILITY  

(/10 points)* 

 

1 No limitation in work and 

sports 50 

None 10 

 

No recurrence, subluxation, or 

apprehension 30 

Normal mobility 10 

 

2 No limitation in work, mild 

limitation in sports 35 

Mild 5 

 

Apprehension when placing arm 

in certain positions 15 

<25% loss of normal 

external rotation,internal 

rotation and elevation 5 

3 Mild limitation in work 

above head and sports 20 

Severe 0 

 

Subluxation (not requiring 

reduction) 10 

 

>25% loss of normal 

external rotation,internal 

rotation and elevation 0 

Total score=100, Excellent 90-100, Good 75-89, Average 51-74, Bad <50. 

 

 Data was analyzed with SPSS 18. Evaluation of statistical difference for the independent groups was done by 

using student t test. Acceptable level of significance was chosen by P value more than 0.05. 

 

Table 2: Rowe score results 

Group Excellent: 90-100  Good: 75-89 Average: 51-74  Bad: <50  

A 18(90%) 1(5%) 1(5%)  

B 10(50%). 3(15%) 1(5%) 6(30%) 

 

RESULTS: 
40 patients were included in the study. These patients 

were divided in two groups A & B having 20 patients in 

each group. Mean age in group A was 26.7 years while 

in group b was 27 years. In group A there were 16 
(80%) males and 4 (20%) females while in group B 

were 17 (85%) males and 3 (15%) females. 
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Table 3: Age and sex distribution 

Age Group A Group B 

Less than 20  17 18 

20 to 40 3 2 

Gender   

Male 16 17 

Female 4 3 

 

Pre-operative and post-operative radiographs 

    
 

Right shoulder was involved in 13 (65%) patients in 

group A and 15 (75%) in group B. left shoulder was 

involved in 7 (35%) patients of Group A and 5 (25%) of 

group B. Time interval between 1st dislocation an 

surgery on an average was 3.2 years (6 months to 

5.5years). In all patients 1st episode of dislocation was 

posttraumatic. We performed Bristow latarjet procedure 

in group A and Bankart repair in group B. Patients were 

followed for 9months to see recurrence of dislocation 

and to see any signs of instability. There was no post-

operative recurrent dislocation in group A while in 

Group B 4 patients had recurrent dislocations after 

surgery at 4th month. ROWE score was used for 

recording the mobility, stability, function and pain. In 

group A ROWE score was > 90 (excellent) in 18 (90%) 

patients while in group B it was in 10(50%). Good 

result (ROWE score 75 to 89) was in 1(5%) patient in 

group A while it was 3(15%) in group B. Average result 

was seen in 1(5%) patient in group A and 1(5%) in 

group B. Bad result was seen in 6(30%) patients of 

group B while no patient reported with bad result in 

group A. 

DISCUSSION 
This study was conducted to compare and evaluate the 

outcome of two different surgical modalities for 

recurrent shoulder dislocation. Our results in terms of 

stability, mobility and function of the shoulder joint 

after the surgery are comparable with current studies. 
Younger the patient, higher is the chances of recurrent 

dislocation1. Moreover males have higher incidence of 

recurrent dislocation2. 

 Study of Rowe has also shown that 98% patient 

having recurrent dislocation are younger than 20 years 

of age. In another study the risk of recurrence was more 

in patients who are under the age of 30 years i.e 30%. 

As the age progresses it decreases to 10% (30 to 40 

years). In our study 25 % patients in group A were less 

than 20 years while remaining patients were in the 

range of 30 to 40 years. Similar age distribution was 

seen in group B. In our study trauma was the cause of 

1st episode of dislocation. This is also comparable with 

the study of ROWE14. 

 According to Bankart, in case of recurrent shoulder 

dislocation anatomical reconstruction is the most 

commonly performed procedure but the opinion differs 

when the capsular laxity is the major pathology. Here 

laterjet an bristo procedure is the choice. 

 The limitation of movement is related to improper 

capsular tension. During open surgical procedures when 

the capsular tension is too high, there will be more 

fibrosis, this will compromise the results. Similar results 

regarding the stability, limitation of movements and 

function were seen in group B10. 

 Long term results of laterjet procedure efficacy are 

excellent. We found excellent results with laterjet 

procedure compared with Bankart repair. The reason is 

that locally harvested coracoid graft along with conjoint 

tendon act as extra articular base that provides extension 

of articular arc of glenoid cavity15.  

 Bony block of coracoid serves to extend the 

glenoid cavity area. When the arm is abducted and 

externally rotated, conjoint tendon provides the 

resistance to anterior humeral dislocation. Moreover, 

the deficient antero-inferior aspect of capsule is resisted 

by the tenodesis effect of conjoint tendon and coracoid 

process16,17. 

 Joshi MA, Young AA et al found that The 

Latarjet-Patte procedure fulfills the parameters of 

recurrent anterior dislocation treatment in contact sports 

players and is considered as procedure of choice in this 

patient group having excellent results in 88%19. This 

result was comparable with our study. 

 Study of Hovelius has satisfactory results in 98% 

patients with Bristo procedure in recurrent shoulder 

dislocation18. Similar results have been shown in our 

study. 

 So there are many variables which have effects on 

the outcome of surgery like age, gender, shoulder 

dominance, no of dislocations prior to surgery, 

underlying pathology i.e capsular laxity, surgical 

procedures, rehabilitation program and proper follow-

up.  
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CONCLUSION 
This study depicts that Bristow &latarjet procedure has 

better outcome in terms of stability, mobility and 

improvement in overall function of the patient with 

recurrent anterior shoulder dislocation. Moreover 

patient satisfaction was excellent in this group post-

operatively. 

 This technique must be considered as preferred 

mode of treatment for anterior shoulder instability. 
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