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The degree of joint laxity found in the population is highly variable. Emery 
and Mullaji found signs of instability in 57% of the shoulders in boys and 48% 
in girls out of one hundred and fifty asymptomatic shoulders (1). A high level of 
flexibility is clearly necessary to maintain range of movement, with only a small 
change needed to cause pathological instability. 

At the other end of the spectrum, excessive capsular tightness in particular 
the rotator interval may also be problematic. This results in abnormal translation 
of the humeral head on the glenoid, loss of range of movement, pain and even 
arthritis. The surgeon should always respect this when performing instability sur-
gery (4).

Fig. 5 - Humeral insertion of the Inferior  
Gleno-Humeral Ligament

image courtesy of Pietro Randelli MD

Fig. 6 - The Rotator Interval where the 
Superior Gleno Humeral Ligament is included

image courtesy of Pietro Randelli MD

Fig. 3 - Sublabral Hole
image courtesy of Pietro Randelli MD

Fig. 4 - SLAP lesion
image courtesy of Pietro Randelli MD
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and atraumatic groups (12). This new classification describes the TUBS group 
as Polar Type 1 (traumatic instability with structural intraarticular damage). The 
AMBRI group equates to Polar Type 2 (atraumatic with structural damage). This 
includes the individual who accumulates micro-trauma from sport or their occupa-
tion, which then leads to an insidious deterioration of stability of the shoulder 
joint. The presence of structural damage was not included in Thomas and Mat-
sen’s classification (12). Lewis then describes a third group: Polar Type 3 (muscle 
patterning, atraumatic non-structural), which is a similar group to the one that 
Rowe touched on in 1956 (8).

DIRECTION OF INSTAbILITy

Dislocations can be anterior 
(97%), posterior (2%), inferior (subluxio 
erecta 1%) or a combination. Although 
it has been agreed since Rowe’s paper 
of 1956 (8) that anterior dislocations ac-
count for the majority of cases, posteri-
or dislocations (Fig. 2) have undoubted-
ly been underreported due to possibly 
60% of them being missed in the acute 
setting (Gerber and Ganz (3)).

Neer and Foster (7) introduced 
the term Multidirectional Instabil-
ity (MDI) to describe a shoulder that 
has more than one direction of insta-
bility, one of which must be inferior. 
In contrast to the findings of Emery 
and Mullaji (2), they concluded that 
the condition is commonly, but not al-
ways, associated with increased joint 
laxity including the presence of a sul-
cus sign to denote laxity of the inferior 
capsule. This group does not include 
the patients with combined traumatic 
injuries to the anterior and posterior 
capsulo-labral complexes, which are 
fortunately rare (Fig. 3). They advo-
cated treating these patients with an 
inferior capsular shift and reported ex-
cellent results.

Fig. 3 - A reverse Bankart tear, sign of posterior 
instability

image courtesy of Pietro Randelli MD

Fig. 2 - CT scan showing posterior dislocation of 
humeral head

image courtesy of Pietro Randelli MD
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assessment of hyperlaxity (9,26). Such translation testing may be a sign of insta-
bility if it is significantly different from the asymptomatic side or if it is associated 
with symptoms of apprehension. Nonetheless, being hyperlax may be a risk factor 
for having shoulder pain and instability develop. If a patient with such a hyperlax 
shoulder sustains a macrotrauma, this may result in unidirectional instability in a 
shoulder with a grossly positive sulcus sign. In addition, repetitive microtrauma 
can occur in a shoulder with prior macrotraumatic anterior instability. The need 
to distinguish between instability and hyperlaxity and between macrotrauma and 
repetitive microtrauma makes classification of instability based etiology extremely 
difficult.

The instability is related to the patient feeling, or to the ability of the shoul-
der joint to dislocate with luxation / subluxation / pain shoulder due to anormal 
movment of the humeral head relative to the glenoid.

This dynamic instabilities are characterized by subjective loss of normal gle-
nohumeral joint stability and momentaneous but restorable loss of joint congru-
ency. This instabilities are initiated by repetitive microtrauma or one macrotrau-
matic event. The injury is of variable severity. It includes dislocations requiring 
reduction, dislocations reduced by the patient, and painful subluxation episodes 
followed by frequent and almost pain-free episodes of recurrence, generally self-
treated. 

Fig. 1 - Shoulder laxity in a trait of body 
constitution (asymptomatic patient).

Fig. 2 - Generalized shoulder laxity in an 
asymptomatic patient. 
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views with the humeral head in internal rotation, external rotation, and neutral 
rotation and a glenoid profile view with a contralateral comparison view as de-
scribed by Bernageau et al.(2) for anterior instability and glenoid profil view for 
posterior instability suspicion. All radiography should be performed Under fluoro-
scopic control to ensure reproducibility and matched contralateral views.

The passage of the humeral head over the anterior glenoid rim, at the time 
of the dislocation, causes a posterolateral humeral head defect (osseous impac-
tion defect) that is diagnostic of anterior instability. The so called Malagaigne 
encoche or Hill-Sachs defect is usually better recorded on anterior posterior views 
with the humeral head in internal rotation (figures 9a-9b).

Posterior instabilities have posterior capsulolabral lesions (posterior Ban-
kart) more frequently than previously recognized. These lesions, less severe than 
anterior capsulolabral lesions, also can be accompanied by an anteromedial hu-
meral head compression fracture (McLaughlin lesion). (Figure 10). 

Fig. 9a - Technical realisation of AP in different 
shoulder rotations. 

Fig. 9b - (AP) views with the humeral head 
in internal rotation showing the Malgaigne’s 

(or Hill’s Sachs) humeral defect in an anterior 
instability. 
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- Bony Bankart Lesion: bony avulsion fracture of the glenoid rim combined 
with detachment of the labrum and the IGHL

- Perthes lesion: complet detachment of the labrum together with the IGHL 
from the glenoid rim, in which the IGHL is detached subperiostal from the capsular 
neck (periostal pouch).

- ALPSA lesion (27): deperiostation of the labrum and the IGHL from the 
anterior scapular neck with the devopment of a scar tissue at the base of the 
periosteal pouch. (Figure 18) 

- Extralabral ligament lesion: avulsion of the IGHL from the glenoid rim, in 
which the labrum remains widely intact.

- Non-Bankart Lesion: this lesion corresponds to the described special form 
of Uthoff, in which the IGHL inserts at the medial scapular neck and not at the 
labrum. An anterior capsular pouch is then developing. The labrum is hypoplastic, 
rounded and flattened.

- Midsubstance defect of the anterior ligaments (IGHL and MGHL): intraliga-
mentous defect, elongation or scarification of the IGHL developing into a capsular 
pouch, comparable with a hernia with synoviatis. 

- HAGL lesion: rare humeral avulsion of the inferior gleno humeral ligament, 
sometimes associated with subscapularis tendon tear

- GLAD lesion: chondral lesion at the transition zone to the labrum without 
labral detachment.

Fig. 17 - CT-scan with typical Bankart lesion of the labrum.
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of the diagnosis and quality of reduction of the lesion, 2° perfect fixation of the 
lesion 3° quality of the tissue.

The key objective of this chapter is to give in simple terms an overview and 
good basic introduction to the preliminary knowledge surgeons must know prior 
to this type of procedure or to improve the personnal experience of endoscopic 
treatment of antero inferior shoulder instability.

PATIENT POSITIONING AND PORTAL PLACEMENT

Two positions can be used for patient positioning: lateral décubitus and 
beach chair position.

Lateral décubitus (Fig. N° 1)

The patient is secured in 
lateral decubitus position under 
general or regional anaesthesia, 
with the upper limb supported by 
2-point traction (6 - Ellman). Later-
al position makes double traction 
possible with constant and control-
led forces in the two directions of 
the traction and the guarantee of 
perfect immobilisation and deco-
aptation.

Beach chair position (Fig. N° 2)

Beach chair position (6- Ell-
man) can also be used, to control 
the traction and direction of the 
arm but is perhaps less precise be-
cause the traction is made by the 
weight of the arm. A lot of surgeons 
however, prefer this position. The 
position of the patients neck and 
lateral positioning are adjustable 
for comfort and prevention of posi-
tion complications. 

Fig. 1 - Lateral décubitus

Fig. 2 - Beach chair position



Arthroscopic mAnAgement of trAumAtic Anterior instAbility      53

loaded suture anchor is used. The pro-
cedure is repeated for another usually 
second more superiorly placed anchor. 
If the labrum seems attached firmly at 
about 9 o` clock, use of the plication 
stitch instead of second anchor could 
be done.

Posterior inferior vertical shift is 
also typically a part of other capsular 
shifts in MDI.

c) Pure inferior vertical shift
Is always the case in MDI where 

the main cause is stretched, insufficient IGHL. Capsular-ligamentous vertical shifts 
are usually made with plication stitches through anteroinferior and standard pos-
terior entrance portals. Care should be taken not to punch the axillary nerve 
during plication suture passages through the tissue in the axillary pouch. In pro-
nounced instability, additional anterior and posterior labroplasty is addressed 
with the use of suture anchors.

In case where combined bidirectional instability is present then appropri-
ate combination of shifts for retensioning of distended and stretched capsular-
ligamentous tissue are done. 

 

FIXATION

The labrum and/or inferior ligament are fixed in anatomic position, endeav-
ouring to obtain an anterior fibrous labrum that best reproduces the initial labral 
contour on the anterior glenoid rim. Reduction and fixation of the anterior struc-
tures are associated with capsular-ligamentous retensioning (18 – Petrera), 

The method of fixation and the use of different implants is dependent upon 
usual practice. Associated detachments of the long head of biceps (SLAP lesions) 
are reduced and fixed after the anteroinferior structures (4 – Cho, 2 - Baker).

Often termed tissue anchors or bone anchors, these implants are practical 
alternatives to bone tunnels, screw - washer combination and other methods of 
attaching soft tissue to bone. Anchors are easy to use in locations where bone 
tunnels are not readily placed and represent a smaller profile than screw/washer 
combination. Such location is certainly the glenoid rim. Developed in conjunction 
with several referral surgical facilities, the anchors and related suture materials 
should be considered temporary fixation devices that allow tissue to heal to its 

Fig. 12 - Posterior shift


