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Background: Recurrent anterior shoulder dislocation is a common problem among 

young, active individuals. Arthroscopic Bankart repair has emerged as a favorable 

treatment due to its minimally invasive nature and excellent functional outcomes.  

Aim: To evaluate the functional outcome of arthroscopic Bankart repair in patients 

with recurrent anterior shoulder dislocation. 

Methods: A prospective observational study was conducted on 10 patients with 

recurrent anterior shoulder dislocation who underwent arthroscopic Bankart repair. 

Patients were followed up at 3, 6, and 12 months. Functional outcomes were 
analyzed using the American Shoulder and Elbow Surgeons (ASES) score and 

Rowe score. 

Results: There was significant improvement in functional scores in 12 months 

postoperatively (mean 

ASES score increased from 45.3 to 91.6; Rowe score increased from 38.4 to 89.2; p 

< 0.001). 

Conclusion: Arthroscopic Bankart repair leads to significant improvement in 

functional outcomes in patients with recurrent shoulder dislocations. 
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INTRODUCTION 

Recurrent anterior shoulder dislocation represents a debilitating condition frequently seen in athletes and active 

individuals. It leads to pain, instability, and functional impairment. The Bankart lesion (detachment of the anteroinferior 

labrum) is the most common pathology found in recurrent dislocation cases. Traditional open stabilization has been 

replaced increasingly by arthroscopic techniques that offer less morbidity, faster recovery, and excellent outcomes when 

performed correctly. 

 

AIM OF THE STUDY 

To evaluate the functional outcome of arthroscopic Bankart repair in patients with recurrent anterior shoulder dislocation 

using validated scoring systems and to determine the recurrence rate and complications associated with the procedure. 
 

MATERIALS AND METHODS 

Study Design 

was a prospective observational study done over a period of 18 months from January 2024 to July 2025 conducted in the 

Department of Orthopaedics at Tertiary Care Hospital, Surat. 

 

Study Population: All patients between 18-45 years of age with bankart lesion due to recurrent shoulder dislocation 

admitted in Department of Orthopaedics at Tertiary Care Hospital, Surat, Gujarat, during the mentioned study period and 

fulfilling the selection criteria mentioned below were recruited for the study. 

https://ijmpr.in/
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Study Duration: 18 months 

 

Inclusion Criteria 

● Patients aged 18–45 years 

● ≥2 episodes of anterior shoulder dislocation 

● Bankart lesion confirmed by MRI 

● Voluntary consent for surgery and follow-up 

 

Exclusion Criteria 

● Associated humeral head (Hill–Sachs) lesion >25% 

● Glenoid bone loss >20% 

● Multi-directional instability 

● Prior shoulder surgery 

● Rotator cuff tear 

● Connective tissue disorders 

● Non-compliance with postoperative rehabilitation 

 

Preoperative Evaluation 

● Clinical assessment: Apprehension test, relocation test 

● Imaging: X-ray (AP, axillary), MRI for labrum and bone loss 

● Baseline functional scores: ASES, Rowe 

 

Scoring system 

1.The American Shoulder and Elbow Surgeons (ASES) score is a patient reported outcome measure that assesses 

shoulder function and pain: Scoring: The ASES score is a 100-point scale that combines a patient-rated questionnaire 
with a physician-rated section. The patient- rated section includes a pain visual analog scale (VAS) and 10 questions 

about activities of daily living (ADL). The pain score is calculated by subtracting the VAS from 10 and multiplying by 5. 

The functional score is calculated by multiplying the sum of the 10 ADL questions by 5/3. The pain and function scores 

are then added together to get the final ASES score. 

Interpretation: Higher ASES scores indicate better outcomes. 

 

 
 

ROWE Score 

The Rowe Score is a clinical scoring system used to assess shoulder stability, especially after treatment for anterior 
shoulder dislocation (e.g., Bankart repair). 
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Surgical Technique 

Under general anesthesia, arthroscopic Bankart repair was performed using: 

● Standard posterior and anterior portals 

● Preparation of glenoid rim and labrum 

● Anchors placed at 3:00–6:00 o’clock position 

● Suture anchor fixation with restoration of labrum 

 

Postoperative immobilization in a sling for 4 weeks. 

 

Surgical procedure 
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Regional anaesthesia was provided with an interscalene block combined with general anaesthesia. The patient was 

positioned in the lateral decubitus position, and the arm was suspended at 40º–50º of abduction and 10º–15º of forward 

flexion with a sterile shoulder traction and rotation sleeve. 

 

The joint was inspected for evidence of substantial articular injury, concomitant injury to the biceps origin, and rotator 
cuff tear, along with examination of the anteroinferior aspect of the labrum for the presence of a Bankart lesion in all 

patients. 

 

 
 

Arthroscopic Procedure 

Following anaesthesia and proper positioning of the patient, a spinal needle was inserted 1 cm anterior to the corner of 

the anterior acromion so as to allow it to pass into the joint in the rotator interval, just anterior to the biceps tendon. A 

small skin incision was made to insert a smooth-walled crystal cannula fitted with a tapper tip obturator. 

 

This 6 mm smooth cannula was inserted into the anterior mid-glenoid portal (AMGP), and the scope was inserted into the 
anterior superior portal (ASP) for the anterior reconstruction. A liberator knife and shaver were used to debride frayed 

tissues and to mobilize the anterior labrum and capsule completely from the neck of the glenoid. 

 

The anterior glenoid neck was lightly abraded to expose cancellous bone, which becomes the bed for the newly attached 

anterior labral tissues during healing. 

 

The first pilot hole for the inferior most anchor was created by inserting a 2 mm drill with a self-stopper through the 

AMGP, on the face of the articular cartilage of the glenoid around the 5‑o’clock position, down to the horizontal seating 

line. One to two additional holes were drilled along the edge of the cartilage at the 4:30 and 3:30 o’clock positions, 

depending on the extent and size of the detached labral tissue. 

 

It was ensured that the suture anchor was completely seated below the subchondral bone without risking breakage during 
insertion in the hard glenoid bone. The anchor was screwed completely below the bone, ensuring it remained 

approximately 2 mm beneath the subchondral surface. While removing the screwdriver, care was taken to avoid toggling 

or altering alignment. 

 

A crochet hook was inserted through the posterior cannula to retrieve one strand of the suture that exited the eyelet from 

the anterior-inferior side of the anchor. A 45‑degree curved spectrum suture hook loaded with a shuttle relay of 1 mm 

Prolene was inserted into the anterior mid-glenoid portal, and a healthy plication stitch was created through the anterior-

inferior capsule tissue, 1–2 cm below the anchor and 1 cm lateral to the labral edge. 
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CASE 1 

39 years/Male 

 
Pre- op Xray 
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Pre-Op MRI Report 

 



Dr. Rushin Pareshbhai Munshi, et al.Functional Outcome of Arthroscopic Bankart Repair in Patients with Recurrent 
Shoulder Dislocation. Int. J Med. Pharm. Res., 7(2): 757‐765, 2026 

763 

 

                                                                                                               

 

 

Post operative and follow up Xrays : 

 
 

Post operative range of motion (3 month follow up) 
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Postoperative Rehabilitation Protocol 

Phase I (0–4 weeks): Protection 

● Immobilization in a shoulder sling 

● Hand, wrist and elbow range of motion (ROM) exercises 

● Pendulum exercises 

 

Phase II (4–8 weeks): Passive to Active-Assistive 

● Passive shoulder flexion and abduction 

● Active-assistive ROM 

● Avoid external rotation beyond 30° 

 

Phase III (8–12 weeks): Active Strengthening 

● Active shoulder motion 

● Isometric strengthening exercises 

● Scapular stabilization exercises 

 

Phase IV (12–24 weeks): Advanced Strengthening 

● Progressive resistance exercises 

● Rotator cuff and deltoid strengthening 

● Sport-specific training after 16 weeks 

 

Outcome Measures 

Primary Outcome 

● Functional scores: ASES and Rowe scores evaluated preoperatively and at 3, 6, and 12 months. 

 

Secondary Outcomes 

● Recurrence of dislocation 

● Range of motion 

● Complications 

● Significant improvement in both scores (p < 0.001). 

 

RESULTS 

Parameter Preoperative 12-Month Postoperative p-Value 

ASES Score 45.3 ± 11.2 91.6 ± 7.5 <0.001 

Rowe Score 38.4 ± 9.7 89.2 ± 8.1 <0.001 

ROM Limitation 18% 8% (minimal) - 
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DISCUSSION 
Arthroscopic Bankart repair demonstrated significant functional improvement at 12 months, supporting its use as a 

standard treatment for recurrent anterior shoulder instability. The minimally invasive nature resulted in reduced pain and 

faster rehabilitation compared with open techniques reported in the literature. 

 
Factors influencing success included early intervention, accurate diagnosis, and strict adherence to rehabilitation. 

Limitations include a relatively small sample size and short-term follow-up. Long-term studies will help define 

durability. 

 

CONCLUSION 
Arthroscopic Bankart repair is an effective surgical technique for recurrent anterior shoulder dislocation, showing 

significant functional improvement with low recurrence when proper patient selection and structured rehabilitation are 

applied. 
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