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Background: The risk of recurrence after a first episode of an anterior shoulder dislocation (ASD) is high with nonoperative treat-
ment in younger patients. In a previous study, arthroscopic labral repair (Bankart repair) reduced the risk of secondary shoulder
dislocations and improved functional outcomes versus nonoperative treatment at 2-year follow-up.

Purpose/Hypothesis: The aim of this study was to compare the results of arthroscopic Bankart repair and nonoperative treat-
ment at a minimum of 6 years’ follow-up in patients aged �25 years. The hypothesis was that acute surgery would decrease the
risk of recurrence and improve functional outcomes.

Study Design: Randomized controlled trial; Level of evidence, 1.

Methods: We included patients aged between 18 and 25 years after a first episode of an ASD and divided them into 2 groups.
The first group was treated surgically with arthroscopic Bankart repair in the initial 2 weeks after the dislocation, and the second
group was treated nonoperatively. Both groups were immobilized for 3 weeks in internal rotation and followed the same physical
therapy protocol. Follow-up was performed at a minimum of 6 years. The primary outcome measure was the recurrence of insta-
bility, defined as another ASD requiring closed reduction or a subluxation. Secondary outcome measures included the need for
stabilization surgery; return to sport; and functional outcomes according to the quick version of the Disabilities of the Arm, Shoul-
der and Hand (QuickDASH), Walch-Duplay score, and Western Ontario Shoulder Instability Index (WOSI).

Results: There were 20 patients included in each group. The mean age at the time of inclusion was 21.4 6 1.8 years. A total of 37
patients were evaluated at a mean follow-up of 81.4 months (6.8 years). In the surgical group, the recurrence of instability (dis-
location or subluxation) was significantly lower compared with the nonoperative group (n = 5 [27.8%] vs 17 [89.5%], respectively;
P\ .0005), and the rate increased in both groups compared with 2-year results (n = 2 [10%] vs 13 [65%], respectively; P = .003).
Fewer patients had another episode of a dislocation in the surgical group compared with the nonoperative group (n = 4 [22.2%] vs
15 [79.0%], respectively; P\ .003). In the surgical group, all dislocations occurred after 2 years’ follow-up, while 6 patients in the
nonoperative group already had dislocations at 2 years. The Walch-Duplay score (93.24 vs 76.05 points, respectively; P = .0004),
WOSI score (12.12 vs 20.95 points, respectively; P = .009), and QuickDASH score (4.84 vs 16.14 points, respectively; P = .0088)
were significantly better in the surgical group than in the nonoperative group. The rate of return to the same or better level of sport
was 82% in the surgical group compared with 21% in the nonoperative group (P \ .0009). Additionally, 11 patients (29.7%)
required primary or secondary shoulder stabilization surgery: 2 (11.1%) in the surgical group and 9 (47.4%) in the nonoperative
group (P\ .04).

Conclusion: Arthroscopic labral repair (Bankart repair) reduced the risk of secondary shoulder dislocations and improved func-
tional outcomes versus nonoperative treatment at 6-year follow-up. Surgical treatment after a first episode of a shoulder dislo-
cation could be offered as a primary treatment option in a younger population.
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The main risk after a first episode of an anterior shoulder

dislocation (ASD) is recurrence, ranging between 13% and

96% in previous studies.17-19,31,33,36,40,42 Recurrence

mainly occurs in the first 2 years after the first ASD31

and slowly progresses to anterior shoulder instability,

impeding quality of life and sport activities.28 The younger

the age of the first ASD, the higher the risk of recurrence.

For Lill et al,25 the recurrence rate at 4 years’ follow-up

was 85% for patients aged\30 years and 21% for patients

aged .30 years. In a prospective study on 252 patients by

Robinson et al,31 the recurrence rate reached 86.6% after 5

years in patients aged 15-20 years, 73.8% in patients aged

21-25 years, and 46.8% in patients aged 26-30 years. Con-

tact or overhead-throwing sports and higher sport levels

also increase the risk of recurrence.38

After reducing the dislocation, the shoulder is usually

immobilized in internal rotation for 3 weeks.43 However,

in the study by Taylor and Arciero,39 in a cohort of 53

patients aged �24 years, 90% evolved toward instability,

and half of patients aged\25 years will require secondary

surgery according to Hovelius et al.18,20 Arthroscopic labral

repair (Bankart repair) has become increasingly popular

with the advent of surgical anchors29 and the incidence

of rare complications.2

The high recurrence rate in younger patients may jus-

tify offering surgical treatment after the first episode of

an ASD, but these procedures are usually only suggested

after �1 episodes of recurrence. Previous studies5,24,27,41

have shown promising results of arthroscopic treatment

after the first episode of an ASD in younger patients, but

it is not universally recognized.

We previously conducted a prospective randomized con-

trolled trial on patients aged between 18 and 25 years after

a first episode of an ASD. Patients were randomly assigned

to 2 groups: the first group was treated surgically with

arthroscopic Bankart repair, and the second group was

treated nonoperatively with 3-week immobilization in

internal rotation.30 At 2 years of follow-up, in the surgical

group, the recurrence of instability was significantly lower

compared with the nonoperative group (n = 2 [10%] vs 14

[70%], respectively; P = .0001). Fewer patients had another

episode of a dislocation (n = 0 [0%] vs 6 [30%], respectively),

a subluxation (n = 2 [10%] vs 13 [65%], respectively; P =

.003), or a positive apprehension test finding (n = 1 [5%]

vs 11 [55%], respectively; P = .0005). The Walch-Duplay

score (88.4 vs 70.3 points, respectively; P = .046) and West-

ern Ontario Shoulder Instability Index (WOSI) score (11.5

vs 17.7 points, respectively; P = .03) were significantly bet-

ter in the surgical group than in the nonoperative

group. The sport level was the same or better in 89% of

the surgical group versus 53% of the nonoperative group

(P = .012).

These results were in line with other stud-

ies,5,12,15,24,32,41 which have demonstrated the benefits of

immediate arthroscopic stabilization over nonoperative

treatment or arthroscopic lavage alone in young patients.

However, this therapeutic approach is not the gold stan-

dard, and few studies have shown that the initial benefits

persist over time. Robinson et al31 showed that most recur-

rent ASDs occur within the first 2 years after the primary

dislocation, but they pointed out that this risk persists into

the fifth year.

It therefore seemed worthwhile to carry out a new study

on these same patients at a minimum of 6 years’ follow-up

to ensure that the superiority of surgical treatment was

maintained over time. The main objective of our study

was to evaluate the long-term results of arthroscopic Bank-

art repair on the recurrence of ASDs versus nonoperative

treatment in patients aged between 18 and 25 years after

a first episode. The secondary objectives were to evaluate

functional scores and return to sport in each group. We

hypothesized that surgical treatment would decrease the

recurrence rate, improve functional scores, and enhance

return to sport at 6 years’ follow-up.

METHODS

We conducted a prospective randomized controlled trial on

patients aged between 18 and 25 years after a first episode

of an ASD. Patients were randomly assigned to 2 groups:

the first was offered arthroscopic Bankart repair, and the

second was offered nonoperative treatment with 3-week

immobilization in internal rotation.

The study was conducted after obtaining approval from

the institutional review board (No. 2013-A01720-45). The

inclusion period ranged from March 2014 to November

2016. After inclusion, follow-up was conducted at 3, 6, 12,
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and 24 months. The results at 2-year follow-up have been

published previously.30 For this study, we analyzed the

results at a minimum of 6 years’ follow-up. We obtained

patients’ ‘‘nonopposition’’ to the continuation of this study

on the recommendations of our ethics committee.

Inclusion and Exclusion Criteria

Patients aged between 18 and 25 years were included in

this study after a radiologically confirmed first ASD.

The exclusion criteria were as follows:

� a nontraumatic ASD in the context of joint hyperlaxity

with a Beighton score �4 of 9,

� an associated humeral head fracture,

� a delay between the ASD and surgery .15 days,

� a contraindication to general anesthesia,

� pregnancy or breastfeeding,

� protected adults not able to provide consent,

� patient’s refusal to comply with the follow-up protocol,

� a bone defect .25% of the glenoid surface on computed

tomography (CT),4,7 or

� a humeral avulsion of the glenohumeral ligament found

during an arthroscopic examination.

Study Protocol

Closed reduction of the ASD was performed in the emer-

gency department of a hospital. Eligible patients were

offered the opportunity to participate in the study in the

emergency department or during an inclusion consultation

visit in the days after the ASD. The study protocol was

explained to the patients (Figure 1), and written informed

consent was obtained. After consent, the patient was ran-

domized to 1 of the 2 groups by opening envelopes prepared

by the clinical research department in a predetermined

order. The investigators became aware of the treatment

group only when the patient was included in the study.

Group 1 was the surgical treatment group. Patients

underwent arthroscopic Bankart repair. Surgery was per-

formed within 15 days after the first episode of an ASD.

Immobilization in internal rotation was followed for the first

3 weeks after surgery. Physical therapy began at 3 weeks

postoperatively and consisted of passive and active mobiliza-

tion while limiting external rotation at 30� and abduction at

90�. Unlimited range of motion was possible after 6 weeks.

Group 2 was the nonoperative treatment group. Patients

were immobilized for 3 weeks after the ASD. The physical

therapy protocol was the same as in group 1.

Operative Technique

The surgical treatment of the patients in group 1 was per-

formed under general anesthesia arthroscopically in the

beach-chair position by a specialized shoulder surgeon. A

posterior optical approach at the soft point and an anterior

instrumental approach through the rotator interval were

performed. Hemarthrosis was evacuated, and a complete

assessment of bony and ligamentous injuries was per-

formed. Humeral avulsions of the glenohumeral ligament

were identified and repaired if needed. Bankart lesions

were repaired with 2 to 5 arthroscopic anchors (JuggerKnot;

Zimmer Biomet) inserted inferior to superior. SLAP (supe-

rior labrum anterior and posterior) lesions were repaired

if found. Bony Bankart lesions involving\25% of the gle-

noid surface were repaired with the labrum.

Data Collection

Patients included in the study were seen during an inclu-

sion consultation visit, at which data were collected such

as laterality, associated lesions, and type and level of sport.

All included patients also underwent standard anteropos-

terior and Lamy lateral radiography of the shoulder before

and after reduction of the ASD as well as CT (without a con-

trast injection) of the shoulder after ASD reduction to

exclude associated fractures of the humerus or glenoid

defects .25% of the glenoid surface. A specialized osteoar-

ticular radiologist reviewed all CT scans and performed the

following measurements:

� Bony Bankart lesion: the theoretical area of the inferior

glenoid was calculated on a 3-dimensional reconstruc-

tion according to Huysmans et al.21 The bone defect

was evaluated by subtracting the area of the avulsed

fragment to the theoretical area of the glenoid.

� The risk of engagement of the humeral lesion was deter-

mined according to Di Giacomo et al.13

� The depth and area of the humeral defect were calcu-

lated in the axial and coronal planes according to Cho

et al.10

Figure 1. Study protocol. AP, anteroposterior; ASD, anterior
shoulder dislocation; HAGL, humeral avulsion of the gleno-
humeral ligament.
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Follow-up was conducted at a minimum of 6 years. We

searched for evidence of recurrent instability such as

� a second episode of an ASD requiring closed reduction,

the date of the first recurrent instability episode, and

the number of episodes; or

� subluxation episodes characterized as painful events

with a sensation of blockage or dislocations that would

recede after self-reduction techniques.

Satisfaction, return to sport and sport level, and need

for stabilization surgery were collected. Additionally, 3

functional measures were evaluated: the quick version of

the Disabilities of the Arm, Shoulder and Hand (Quick-

DASH), the Walch-Duplay score, and the WOSI.

Outcome Measures

The main outcome measure was the occurrence of another

episode of shoulder instability. This was defined as a dislo-

cation or subluxation of the shoulder. Secondary outcome

measures included functional scores (QuickDASH,

Walch-Duplay score, and WOSI), return to sport and sport

level, and need for stabilization surgery.

Statistical Analysis

In our previous study, the calculated number of patients in

each group was 20, considering a 5% type I error and 20%

power (type II error) with 20% lost to follow-up (PASS 2008

software, Freedman formula). Previous studies have esti-

mated that the recurrence rate after nonoperative treatment

is 35%3,22,25,43 and 10% after operative treatment. Results

were expressed as the mean 6 standard deviation and

median with interquartile range for continuous variables

and the frequency with percentage for categorical variables.

A comparison of means according to treatment type was

carried out using the Student t test when the data were

considered to have a normal distribution (validated by

the Shapiro-Wilk test) and the variability of the data in

each group was considered to be similar (homogeneity of

variance validated with the Fisher test). When these condi-

tions were not met (normality of distribution and homoge-

neity of variance), the comparison of means was carried out

using a nonparametric test: the Wilcoxon test. The chi-

square test was applied to examine the independence of

categorical variables from the type of treatment.

Statistical analysis was conducted at the 2-tailed alpha

level of .05. Data were analyzed using R software (Version

3.1.6).

RESULTS

Patient Characteristics

A total of 40 patients were included from the previous

study: 20 in each group. Demographic characteristics, level

and type of sport, professional activities, data concerning

the ASD, and radiological findings are detailed in Table

1. Both groups were comparable, and Hill-Sachs lesions

were found on 100.0% of CT scans.

At 6-year follow-up, 36 patients (90%) could be evalu-

ated: 19 in the nonoperative group and 17 in the surgical

group. The mean follow-up was 81.4 months (range, 72-

93 months). One additional patient in the surgical group

who was lost to follow-up at 6 years but already had insta-

bility at 2 years (subluxations that required secondary sta-

bilization surgery) was included in the analysis of main

outcome measures.

Recurrent Instability, Need for Stabilization Surgery,
and Complications

At 81.4 months’ follow-up, 22 patients (59.5%) had another

episode of shoulder instability (dislocation and/or subluxa-

tion): 17 (89.5%) in the nonoperative group and 5 (27.8%)

in the surgical group; this difference was statistically signif-

icant (P \ .0005). In the nonoperative group, 15 patients

(79.0%) described complete dislocations requiring reduction

versus 4 patients (22.2%) in the surgical group (P\ .003).

Figure 2 presents the cumulative incidence of recurrent

instability according to treatment group.

A total of 11 patients required primary or secondary

shoulder stabilization surgery: 2 (11.1%) in the surgical

group and 9 (47.4%) in the nonoperative group; this differ-

ence was statistically significant (P \ .04). Of the 9

patients in the nonoperative group, 3 patients underwent

arthroscopic Bankart repair, and 6 received a coracoid

bone block (Latarjet procedure); another patient was con-

sidering stabilization surgery.

In the surgical group, 2 patients needed a coracoid bone

block: one had 7 recurrent episodes of an ASD; he was a com-

petitive handball player. The second patient described, dur-

ing the second year of follow-up, many episodes of

subluxations and strong apprehension that led to revision

surgery; he was unreachable for the present study.

In the surgical group, no perioperative or postoperative

complication was noted except 1 case of adhesive capsulitis;

the resolution was satisfactory with medical treatment and

physical therapy at 18 months. In the nonoperative group, 1

patient developed transient brachial plexus palsy after the

recurrence of a dislocation, requiring treatment and a 3-

month leave from work; she recovered without sequelae.

Additionally, 12 (30.0%; 6 in each group) of the 40

included patients had an engaging ‘‘off-track’’ Hill-Sachs

lesion on CT. The 6 patients with this lesion in the nonop-

erative group experienced at least one recurrence of insta-

bility compared with 2 patients in the surgical group.

Of the 5 patients in the surgical group who had a recur-

rence, 2 had an engaging Hill-Sachs lesion combined with

a bony Bankart lesion (surface area of 3% and 5%); they

both had a single recurrence of an ASD (during the third

and sixth years of follow-up). The risk level of the sport

practiced according to the Walch-Duplay score was high

for 3 patients (basketball, handball, and basketball and

rugby), medium for 1 patient (English boxing and boby-

building), and limited for 1 patient (judo and football).
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Functional Scores

At 6-year follow-up, the WOSI, Walch-Duplay, and Quick-

DASH scores were significantly better in the surgical

group (Table 2). The scores in each domain of the Walch-

Duplay score were superior in the surgical group; only

the difference in domain A (sport or activities of daily liv-

ing) was not statistically significant (P = .07).

TABLE 1

Patient and Injury Characteristicsa

Nonoperative (n = 20) Surgical (n = 20) P Value

Sex, male/female 18/2 15/5 .41

Age, y .63

Mean 21.3 21.5

Median (IQR) 21.5 (20.0-22.5) 22.0 (20.5-22.5)

Body mass index, kg/m2 .68

Mean 23.3 24.0

Median (IQR) 22.2 (20.5-25.5) 22.7 (20.9-25.3)

Dominant arm, right/left 16/4 17/3 ..99

Injured arm, dominant/nondominant 8/12 9/11 .71

Employment status .73

Unemployed/student 15 (75) 13 (65)

Sedentary occupation 0 (0) 2 (10)

Light manual labor 4 (20) 3 (15)

Heavy manual labor 1 (5) 2 (10)

Work injury 3 (15) 3 (15) NA

Associated lesions NA

None 18 (90) 19 (95)

Leg fracture 0 (0) 1 (5)

Scapular fracture 2 (10) 0 (0)

Hill-Sachs lesion NA

Engaging (off-track) 6 (30) 6 (30)

Nonengaging (on-track) 14 (70) 14 (70)

Diagnosed on CT 20 (100) 20 (100)

Bony Bankart lesion 1 (5) 4 (20) NA

Level of participation in sport .32

None 2 (10) 5 (25)

Recreational 14 (70) 9 (45)

Competitive 4 (20) 6 (30)

Risk level of sport according to Walch-Duplay score NA

No sport 2 (10) 5 (25)

Without risk 1 (5) 1 (5)

Limited risk 9 (45) 2 (10)

Medium risk 8 (40) 5 (25)

High risk 0 (0) 7 (35)

aData are expressed as No. or n (%) unless otherwise specified. CT, computed tomography; IQR, interquartile range; NA, not applicable.

Figure 2. Cumulative incidence of recurrent instability (dislocation and subluxation) in both groups.
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Return to Sport

All patients analyzed at follow-up had returned to sport.

The level of sport was the same or better in 82% of the sur-

gical group versus only 21% in the nonoperative group (P\

.0009) (Figure 3).

DISCUSSION

This study shows that arthroscopic Bankart repair after

the first episode of an ASD significantly reduced the risk

of recurrent instability in patients aged �25 years com-

pared with immobilization at 6-year follow-up. These

patients also had better functional scores and a higher

level of sport and did not have more complications. These

results are in favor of surgical treatment.

The study’s design was methodologically robust with

strong oversight from the institutional review board. The

calculation of the number of patients in each group

accounted for 8 patients lost to follow-up to reach 80%

statistical power with a 5% type I error. Despite a younger

and therefore more mobile study population, only 4

patients were lost to follow-up in our study. One of the 3

patients lost to follow-up from the surgical group

needed the Latarjet procedure in the second year and

was included in the analyses for recurrent instability and

the need for stabilization surgery. Most patients chose tele-

consultations (32/36 [88.9%]), with the main reason being

geographical distance, as the study targeted a young and

active population.

In the surgical group, 5 patients (27.8%) experienced

a recurrence of instability. Among them, 4 had a recurrence

of an ASD, with 2 after severe trauma (a car accident and

a rugby tackle) without a second recurrence since. The

other 2 had recurrences due to vulnerable movements;

one of these 2 patients required further surgery (Latarjet

procedure). The fifth patient had subluxations that

required secondary stabilization surgery (Latarjet proce-

dure) in the second year. There was only 1 complication

in this group, which was adhesive capsulitis treated medi-

cally. In the nonoperative group, 1 patient experienced

transient brachial plexus palsy after a recurrent disloca-

tion, resulting in work stoppage, cessation of sport activi-

ties, and 3 months of immobilization, along with several

rehabilitation sessions.

Our results are in line with other studies; the recur-

rence rate in the surgical group was 27.8%. Yapp et al44

reported a 12% failure rate at more than 10 years of fol-

low-up, comparing arthroscopic lavage to capsulolabral

reinsertion after an initial dislocation. However, patients

younger than 35 years were included, compared with those

aged �25 years in our study, and we know that younger

age is the main risk factor for recurrence.19,37 Chapus

et al9 reported a 35% failure rate (25% recurrent disloca-

tions and 10% subluxations) in a prospective study of

patients aged 15 to 25 years who underwent anterior cap-

sulolabral reinsertion after a first episode of an ASD at 10

years’ follow-up. De Carli et al12 found a 13% recurrence

rate in the surgical group at over 5 years of follow-up, com-

paring early arthroscopic Bankart repair versus immobili-

zation in patients aged 15 to 25 years, but the main

outcome measure was only dislocations. Additionally, 2

patients (11.1%) in the surgical group underwent second-

ary surgery; this rate was 9% in Yapp et al’s44 study and

6.7% in De Carli et al’s12 study.

In the nonoperative group, 89.5% of patients had recur-

rent instability compared with 27.8% in the surgical

group. In this group, 9 patients (47.4%) required shoulder

stabilization surgery: 3 patients underwent arthroscopic

TABLE 2

Functional Scores at 6 Yearsa

Surgical Nonoperative Difference P Value

QuickDASH 4.84 6 2.03 (0-47.73) 16.14 6 5.97 (0-45.45) 11.30 .0088

WOSI 12.12 6 3.32 (0-69) 20.95 6 15.89 (0-57) 8.83 .009

Walch-Duplay score 93.24 6 7.23 (55-100) 76.05 6 18.45 (30-100) 17.19 .0004

A: sport or activity 23.82 6 13.10 (15-25) 20.00 6 4.45 (0-25) 3.82 .07

B: stability 22.65 6 3.32 (15-25) 15.53 6 5.50 (0-25) 7.12 .0001

C: mobility 22.94 6 4.37 (10-25) 19.21 6 5.07 (15-25) 3.73 .014

D: pain 23.82 6 4.70 (15-25) 20.79 6 5.84 (10-25) 3.03 .04

aData are expressed as mean 6 SD (range). QuickDASH, quick version of the Disabilities of the Arm, Shoulder and Hand; WOSI, Western

Ontario Shoulder Instability Index.

Figure 3. Level of return to sport in both groups. The top
number is return to the same or higher level sport, bottom
number is lower level return to sport.
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Bankart repair, and 6 received a coracoid bone block

(Latarjet procedure). De Carli et al12 reported a similar

45.7% rate for patients in the nonoperative group who

required surgical stabilization.

Table 3 summarizes the different studies with more

than 2 years’ follow-up that have compared arthroscopic

capsulolabral reinsertion with immobilization after a first

ASD.

We observed that 68% of recurrent dislocations occurred

after the second year of follow-up, whereas in the litera-

ture, most occurred before this time, with 86% within 2

years according to Robinson et al.31 We cannot explain

this difference, but this suggests that a follow-up of more

than 2 years is desirable for studies on this subject.

Other studies have shown better results with arthro-

scopic repair versus arthroscopic lavage. Robinson

et al’s32 study of 88 patients younger than 35 years at 2-

year follow-up showed an 82% reduction in the risk of

recurrence and better functional scores. These patients

were reassessed after a minimum of 10 years postopera-

tively, and the study demonstrated a long-term benefit in

overall shoulder stability and WOSI scores for arthroscopic

Bankart repair.44 In Chahal et al’s8 meta-analysis, arthro-

scopic repair was superior to lavage and nonoperative

treatment in 228 patients at 2-year follow-up.

At 2 years of follow-up in our previous study, surgical

treatment seemed to make return to sport easier: 95% of

patients in the surgical group had returned to sport;

among them, 89% returned to their previous level or bet-

ter, whereas only 53% did in the nonoperative group.

At 6 years, our results were maintained: the rate of

return to sport at the same or higher level was 82% in

the surgical group and 21% in the nonoperative

group. These results are comparable with data in the liter-

ature; in a series of young athletes, Cordasco et al11

reported a return-to-sport rate of 88% after Bankart

repair. Patients were prospectively included, with no

more than 3 episodes of an ASD, and the minimum

follow-up was 2 years. In a systematic review, Kasik

et al23 found a return-to-sport rate of 81.5%. Gerometta

et al14 reported a rate of return to sport at the same or

higher level of 23% in top-level rugby players treated non-

surgically, and the rate was 41% in De Carli et al’s12 study

for the immobilization group versus 88.6% for the surgical

group.

In our study, all functional scores were superior in the

surgical group. These differences were statistically signifi-

cant for the WOSI, Walch-Duplay, and QuickDASH scores.

De Carli et al12 and Yapp et al44 also found significantly

higher scores in the surgical group.

A recurrence rate of 27.8% (5/18) in the surgical group

can be considered quite high. However, our study was car-

ried out on young patients (mean age, 21.5 years), and the

follow-up period was longer than average. The fact that 4

patients in the surgical group had a bony Bankart lesion

may have contributed to this high rate. Although these

lesions were small, 2 of these patients, who concomitantly

had an engaging Hill-Sachs lesion, had recurrences.

Despite this high recurrence rate, functional results were

much better in the surgical group, but this leads one to

consider adding Hill-Sachs remplissage to the procedure.

Given the number of patients, we were unable to dem-

onstrate with statistical reliability which elements (type

of sport, radiological lesions) might increase the risk of fail-

ure after surgery. A larger randomized study with the

same type of patients, comparing arthroscopic Bankart

repair versus arthroscopic Bankart repair and Hill-Sachs

remplissage, could be useful in determining the best treat-

ment option according to patient characteristics.

To date, there is no consensus on the optimal manage-

ment of a first episode of an ASD in a young patient.

Although many studies comparing surgical treatment

TABLE 3

Studies Comparing Arthroscopic Surgery to Nonoperative Treatment After Initial ASDa

Author (Year) Study Design Treatment Age, y

Main Outcome

Measures

No. of Cases

(Surgery/

Immobilization)

Follow-up,

mo

Rates of Main

Outcome Measures

Arciero

et al3 (1994)

Prospective,

nonrandomized

Bankart vs

immobilization

Young

athletes

Dislocation,

subluxation,

apprehension

21/15 32 Surgery: 14%

Immobilization: 80%

Bottoni

et al5 (2002)

RCT Bankart vs

immobilization

18-26 Dislocation,

subluxation,

instability

10/14 36 Surgery: 11%

Immobilization: 75%

Kirkley

et al24 (2005)

RCT Bankart vs

immobilization

�30 Dislocation 16/15 75 Surgery: 19%

Immobilization: 60%

Chapus

et al9 (2015)

Prospective,

noncontrolled

Bankart 15-25 Dislocation,

subluxation

20 116.4 Surgery: 35%

De Carli

et al12 (2019)

Nonrandomized Bankart vs

immobilization

15-25 Dislocation 60/70 82.3 Surgery: 13.3%

Immobilization: 71.4%

Gigis et al15

(2014)

Prospective,

nonrandomized

Bankart vs

immobilization

15-18 Dislocation,

subluxation,

apprehension

24/17 36 Surgery: 13.1%

Immobilization: 70.3%

Current study RCT Bankart vs

immobilization

18-25 Dislocation,

subluxation

18/19 81.4 Surgery: 27.8%

Immobilization: 89.5%

aASD, anterior shoulder dislocation; RCT, randomized controlled trial.
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and immobilization have shown the superiority of surgery,

nonoperative treatment is commonly preferred. However,

this is associated with a particularly high recurrence rate

of 89.5%. Our results are in favor of surgical management

after the first episode of an ASD in patients aged �25

years. Opponents of surgery after a first dislocation may

argue that many patients would be operated on unneces-

sarily and that surgery can still be proposed after several

recurrences. However, in our nonoperative group, while

47.4% underwent stabilization surgery, the negative effect

of instability on quality of life was significant, with poorer

functional scores and a lower level of return to sport for

79% of patients.

Some studies have shown that early repair of a labral

lesion increases the chances of healing compared with

repair of chronic lesions.16,41 According to Marshall et al,26

the risk of revision surgery after Bankart repair is 6 times

higher if surgery is performed after several dislocations

than if it is performed immediately (odds ratio, 6.01).

Rugg et al34 showed that patients operated on after several

dislocations have a greater risk of glenoid bone loss or biceps

tendon abnormalities (odds ratio, 6.27; P\ .013).

Some authors have found a correlation between the

number of dislocations and the development of glenohum-

eral osteoarthritis.6 In a retrospective study at 13 years

after arthroscopic Bankart repair, Aboalata et al1 found

better clinical results in patients operated on from the first

dislocation and less radiological glenohumeral osteoarthri-

tis in this group. In contrast, in Samilson and Prieto’s35

series of 74 arthritic shoulders in patients with �1 disloca-

tions, the authors found no correlation between the num-

ber of dislocations and the severity of osteoarthritis. In

the 10-year epidemiological study by Hovelius et al,18 the

authors reported an 11% rate of early glenohumeral osteo-

arthritis and a 9% rate of moderate to severe osteoarthritis

in young patients with �1 episodes of an ASD. It would be

interesting to continue to follow these patients to compare

the risk of secondary osteoarthritis in each group.

CONCLUSION

Arthroscopic Bankart repair reduced the risk of recurrent

instability and improved outcomes with better functional

scores and return to sport versus nonoperative treatment

at a mean follow-up of 81.4 months. Our results align

with other studies suggesting that capsulolabral reinser-

tion after a first episode of a shoulder dislocation could

be offered as a primary treatment option in a younger pop-

ulation. This study further validates what was found at 2

years’ follow-up of the same patients.

ORCID iDs

Cécile Pougès https://orcid.org/0000-0002-2358-2774

Thomas Amouyel https://orcid.org/0000-0003-2038-

6943

REFERENCES

1. Aboalata M, Plath JE, Seppel G, Juretzko J, Vogt S, Imhoff AB. Results

of arthroscopic Bankart repair for anterior-inferior shoulder instability

at 13-year follow-up. Am J Sports Med. 2017;45(4):782-787.

2. Ahmed I, Ashton F, Robinson CM. Arthroscopic Bankart repair and

capsular shift for recurrent anterior shoulder instability. J Bone Joint

Surg Am. 2012;94(14):1308-1315.

3. Arciero RA, Wheeler JH, Ryan JB, McBride JT. Arthroscopic Bankart

repair versus nonoperative treatment for acute, initial anterior shoul-

der dislocations. Am J Sports Med. 1994;22(5):589-594.
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