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Recurrent shoulder instability – 

assessment and surgical treatment
Dr Mohammed Baba 
BSc (Med), MBBS, MSpMed, FRACS (Orth)

Shoulder instability refers to instability at the glenohumeral joint 

predisposing to shoulder dislocation in most instances. The 

shoulder joint is the most commonly dislocated joint, comprising 

approximately 50% of all dislocations.

In 95% of cases, the dislocation is anterior and will be the focus 

of this article.

Pathoanatomy

Stabilisers of the shoulder joint include the glenohumeral bony 

articulation, the labrum (which deepens the Glenoid concavity by 

50%), the glenohumeral ligaments and the rotator cuff muscles.

Classical anterior shoulder dislocation occurs with the arm in an 

abducted externally rotated position. The anteriorly dislocated 

humerus causes a tear in the anteroinferior aspect of the labrum (from 

the 3 o’clock to 6 o’clock position if the glenoid labrum is likened to a 

clock face) (Figure 1). This is known as the Bankart lesion.

Less commonly, the dislocation may cause a fracture of the 

antero-inferior rim of the glenoid, causing a ‘Bony Bankart’ 

Lesion (Figure 2).

Figure 1. Anterior shoulder dislocation causes a tear in the 

fibrocartilagenous labrum predisposing to recurrent instability.
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Figure 2. CT Scan demonstrating a bony bankart fracture 

of the glenoid secondary to shoulder dislocation episode.

Other lesions that may occur with an episode of 

shoulder instability include:

Hill Sachs Lesion – impaction/depression of the 

humeral head

Rotator Cuff Tears – more common in the older age 

group

Biceps Tendon Injury

Recurrent shoulder dislocation

There are a number of factors which predispose a person 

to having repeated episodes of shoulder dislocation.

Age – most important risk factor as per the table below:

Age at 

First Dislocation

Risk of 

Recurrent Instability

<20 94%

<30 62%

<40 14%

Table 1. The younger the person is at their first dislocation, the greater 

the chance of having repeat episodes. (Rowe JBJS AM 1956) 

Ligamentous Laxity – increases the risk of future 

dislocations.

Bone Loss – patients who have bone erosion or large 

fracture of the glenoid rim have a more unstable joint.

Sports – contact athletes and athletes involved in 

overhead or throwing sports are at increased risk.

Diagnosis

The diagnosis is based on clinical assessment and imaging.

History: Age at first dislocation, Mechanism of injury, 

Risk Factors

Physical examination: Apprehension with the arm 

abducted and externally rotated, Ligamentous laxity

Xray: Bony bankart fracture, Hill Sachs Lesion

CT: Important to assess glenoid bone loss/erosion as it 

influences the type of surgical intervention (see below).

MRI: Tear in the anterior-inferior labrum.

Surgical Management

The type of surgery performed depends on patient risk 

factors. In the modern age, the options are: arthroscopic 

stabilisation involving labral repair or bone block 

procedure (e.g. Latarjet procedure) 

Arthroscopic Shoulder Stabilisation

This is the most commonly performed surgery in which 

the torn labrum is repaired back to the glenoid rim using 

suture anchors arthroscopically (Figure 3).

The incidence of recurrent instability is 5-15% depending 

on different studies and depending on patient risk factors. 

(See Figure 3). 

Torn Labrum

Glenoid

Figure 3: Arthroscopic views demonstrating 

repair of a torn labrum (stabilisation)
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Dr Baba is an Australian trained orthopaedic 

surgeon with a subspecialty interest in disorders of 

the shoulder, elbow, wrist and hand.

Raised in Sydney, Dr Baba completed his 

medical degree at UNSW. He was accepted into 

the Australian Orthopaedic Association training 

programme in 2009, where he worked in some of 

the largest trauma and specialist hand and upper 

limb centres in the state.

After gaining his fellowship from the Royal 

Australasian College of Surgeons, he spent a 

further 18 months of subspecialty training in 

shoulder, elbow, wrist and hand surgery in Sydney, 

France and North America.

He specialises in modern minimally invasive 

arthroscopic surgery of the upper limb including 

rotator cuff and instability surgery as well as 

arthritis and joint replacement therapy for shoulder, 

elbow, wrist and hand.

Dr Baba has an interest in all degenerative, traumatic 

and sports related conditions of the hand and upper 

limb including fractures.

He has authored numerous papers and presented 

at national and international meetings. Dr Baba 

is a member of Royal Australasian College of 

Surgeons, Australian Orthopaedic Association and 

AO Foundation.
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Latarjet Procedure

This procedure is reserved for more complex cases:

Bone erosion of anteroinferior glenoid (>20% of 

surface area) 

Elite athletes in contact sports

Failed arthroscopic stabilisation surgery.

The Latarjet procedure involves using the Coracoid as a 

bone graft and fixing it to the deficient anterior glenoid 

rim to restore bony concavity of the glenoid and confer 

stability (See Figure 4).

Figure 4: Latarjet procedure. Coracoid osteotomy 

(asterisk) is performed and free coracoid graft 

(with conjoint tendon) is fixed onto anterior glenoid

The Latarjet procedure is gaining more popularity in 

Australia because of low recurrence rate (<5%). It is an 

especially attractive option as it relies on bone to bone 

healing which in theory is more rapid than labrum to bone 

healing and can therefore allow return to sport earlier.

Conclusion

Both surgeries can be performed as day only or overnight 

stay procedures. 

Typically patients will be in a sling for six weeks and 

may commence sedentary activities between two to six 

weeks post-op, depending on the choice of the surgeon. 

Physiotherapy is commenced immediately post-op. 

Patients are permitted to return to contact sport in 

approximately four to six months.
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