




anterior capsular tissues deform plastically before
rupturing; therefore, some capsular laxity may be
present even in patients with a Bankart lesion.6
Careful evaluation of capsular laxity is important
during Bankart repair to avoid incomplete correction
of instability.

Collagen disorders, such as Ehlers-Danlos syn-
drome, put any instability repair at risk for failure
because capsular tissues may stretch out again with
time. Patients with diffuse capsular laxity will require
imbrication of the capsule anteriorly, inferiorly, and
posteriorly. Depending on patient preference and sur-
geon level of experience, however, this may be better
treated with an open inferior capsular shift. In addi-
tion, an overtensioned unidirectional repair in a
patient with multidirectional instability may lead to
a fixed subluxation in the opposite direction and
eventual failure of the instability repair.

Bone Deficiency
Significant glenoid bone deficiency, as seen in the
case presentation, is a common cause of failure in
arthroscopic Bankart repair.1,2 Many acute bony
Bankart lesions can be successfully addressed with
arthroscopic stabilization, depending on bone frag-
ment size and surgical technique.7 This can be
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Figure 4 Axial CT scan confirms the bony deficiency
at the glenoid.

Figure 5 Axial MRI scan demonstrates a 20% circum-
ferential defect on the humeral head.

Table 1: Differential Diagnosis for
Failed Instability Repair

1. Misdiagnosis
• Anterior repair for multidirectional instability
• Anterior repair for posterior instability

2. Bone Deficiency
• Bankart lesion
• Engaging Hill-Sachs deformity

3. Capsulolabral Failure
• Loss of fixation
• Nonanatomic repair of labrum
• Capsular laxity not addressed
• Capsular deficiency
• Humeral capsular avulsion
• Intra-articular tear

4. Nerve palsy
• Axillary nerve

5. Ligamentous hyperlaxity syndrome
• Marfan syndrome
• Ehlers-Danlos syndrome

6. Habitual dislocator
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formed with penetrating suture graspers or with a
suture relay device from the anterior or accessory lat-
eral portal. A second anterior portal is typically
required for suture management. Anterior anchors
may be inserted accurately from the anterosuperior
portal, if this portal was placed appropriately during
the diagnostic arthroscopy. The angle of anchor
insertion must be from lateral to medial to avoid pro-
trusion of the anchor tip at the subchondral level of
the glenoid.

Most authors recommend anterior and posterior
suture fixation of the unstable biceps origin. One
double-loaded suture anchor under the biceps origin
(or two single-loaded anchors) can be used. Normal
variants of the anterior-superior labrum, such as a
sublabral foramen (normal opening from 1 o’clock
to 3 o’clock on a right shoulder) or “Buford com-
plex,” should not be repaired because this could lead
to overtightening of the capsulolabral complex and
postoperative stiffness, especially in external rotation
with the arm at the side.16

Arthroscopic knot-tying techniques are critical
with any arthroscopic repair technique (Figure 5).
SLAP repairs differ from rotator cuff repairs in that
the angle for knot tying is not always in line with the
anchor. For posterior anchors, a cannula is often not

placed through the rotator cuff, and knot tying is
performed through an anterior portal. Many sliding
locking knots require compression and reduction of
the lesion with a knot pusher rather than with past-
point tightening. However, posterior SLAP lesions
cannot be effectively reduced from the anterior por-
tal using a knot pusher. Therefore, sliding knots that
use past-point compression techniques are preferred
for obtaining adequate tension on the posterior por-
tion of the labral repair. Alternatively, a small cannu-
la can be placed through the muscle-tendon junction
of the rotator cuff via the portal of Wilmington. This
allows reproduction of the angle of anchor insertion
for knot-tying utilization.

CASE MANAGEMENT AND
OUTCOME SUMMARY

This patient had a SLAP lesion that did not heal ante-
rior to the biceps origin, with continuation of the
detachment posteriorly to the 10 o’clock position.
The drive-through sign was positive. Diagnostic
arthroscopy revealed that the suture anchor was
well-seated, but the suture loop was loosened such
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Figure 5 SLAP repair technique.
A, The glenoid rim is prepared. B,
The anterior suture anchor is
inserted via the anterosuperior
portal. C, The posterior suture
anchor is inserted via the portal of
Wilmington. D, Both sutures are
tied with knots on top of the
superior labrum. E, The biceps ori-
gin is secured to the glenoid rim.
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Current Problem

Seven months after surgery, the patient developed
stiffness and pain in his right shoulder. His throw-
ing program was stopped, but the pain persisted
and eventually progressed to rest pain that was
refractory to anti-inflammatory medications.

Repeat radiographs showed glenohumeral joint-
space narrowing, with osteopenia and irregularity
of the humeral head with subchondral sclerosis
(Figure 2). An MRI scan showed a healed SLAP
repair and stable anchor position, but arthritic
changes were noted on the humeral head and gle-
noid surface. There were no lytic changes in the gle-
noid at the site of the suture anchors and no loose
bodies.

CASE PRESENTATION
Case 2
A 28-year-old woman presented with recurrent sub-
luxation in her right shoulder following a traumat-
ic dislocation that occurred 5 years earlier. The
injury happened when her arm was jerked by a rope
while she was water skiing, resulting in an anterior
dislocation.

The patient underwent closed reduction and
began a supervised rehabilitation program that last-

ed for several months. Despite this treatment regi-
men, however, she had persistent instability and
pain with overhead activities.

Physical examination revealed a bilateral grade
1+ sulcus sign, a positive anterior apprehension
sign, a positive relocation maneuver, and a positive
O’Brien sign. An MRI scan showed a type II SLAP
lesion extending into an anteroinferior labral tear.

Initial Surgery
The patient underwent arthroscopic labral repair.
The labral tear started at the 6 o’clock position and
extended anteriorly up to the posterosuperior 11
o’clock position. The anteroinferior portion of the
labrum was avulsed from the glenoid rim and had
healed to the anterior glenoid neck. The anterosupe-
rior glenoid rim was devoid of any labral tissue. The
superior labrum was meniscoid in appearance,
hypermobile, and extended directly into a thickened
middle glenohumeral ligament (MGHL) (Figure 3).

Two anterior working portals were established,
along with a posterior viewing portal. In addition, a
transtendinous midlateral portal was created for
placement of the posterosuperior suture anchor; the
other suture anchors were inserted through the
more lateral of the two anterior portals. Suture
anchors were placed at the 5 o’clock, 3 o’clock, 1
o’clock, and 11 o’clock positions on the glenoid
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Figure 1 A, Documentation of the SLAP lesion. B, Repair of the lesion before application of thermal striping
to the anterior capsule.
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