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Abstract

Background

First-time anterior shoulder dislocations are associated with a high rate of residual instability.
Therefore, many surgeons support initial Bankart repair surgery over conservative management
to address this issue. However, the optimal treatment remains controversial due to uncertainty
regarding long-term surgical outcomes. The primary objective of this systematic review and
meta-analysis was to compare the short and long-term rates of residual instability following
Bankart repair or conservative management, after a first-time anterior shoulder dislocation.
Methods

PubMed/MEDLINE, Embase, The Cochrane Library, Web of Science, CINAHL, and
ScienceDirect databases were accessed for randomized controlled trials (RCTs) comparing
Bankart repair to conservative management. RoB (Risk of Bias) 2 was utilized to check study
quality. The Grading of Recommendations, Assessment, Development and Evaluation (GRADE)
guidelines were followed in assessing primary outcomes. The Inverse-Variance method for
continuous variables, and the Mantel-Haenszel method for dichotomous variables was used.
Results

348 patients from 6 RCTs published across 8 articles, with a mean age of 23.7, were included.
Bias was graded “Low” in 3 studies, “Some concerns” in 3 studies and “High” in 2 studies. In
the short-term(2-3years), surgery lowered recurrent instability (Risk Ratio
(RR),0.15;95%C]1,0.08-0.27; 1>=0%;P<.0001). Similar findings were seen in the long-term (5-12
years) (RR,0.23;95%Cl,0.14-0.39;1°=0%;P<.0001). No difference was observed in “return to
sport” (RR,1.18;95%C1,0.91-1.52;1=78%;P=0.21). Initial surgery lowered subsequent

stabilization surgery in the short (RR,0.19;95%CI, 0.09-0.43; 1>=0%; P<.0001) and long-term



24

25

26

27

28

29

30

31

32

33

34

35

36

37

38

39

40

41

42

43

44

45

46

SI10rL dla LOMNg-Leri VULCOITES IVIELd-AINdlYSIS

(RR,0.17;95%CI,0.07-0.39;1?=25%;P<.0001). Western Ontario Shoulder Instability Index
(WOSI) scores did not differ in the short-term (MD,2.54;95%Cl,-0.51-5.59;1%=48%;P=0.1), but
were higher in the surgical group at long-term follow-up. Patient satisfaction was also higher
with surgery (RR,1.75;95%Cl,1.4-2.2;1>=88%;P<.0001). Certainty of evidence was low for only
1 long-term outcome measure.

Conclusion

Bankart repair surgery for first-time anterior shoulder dislocation results in a large reduction in
the risk of recurrent shoulder instability and subsequent stabilization surgery, in both short (2-3
years) and long-term (5-12 years) follow-up intervals. Additionally, slight improvements in
overall patient satisfaction and WQOSI score can be seen at long-term follow-up. However,
surgical intervention failed to significantly improve the rate of “return to sport”, when compared
to conservative management.

Level of Evidence: Level 1I; Meta-Analysis

Keywords: First-time, shoulder, dislocation, Bankart repair, surgery, conservative, treatment

The glenohumeral joint has the greatest range of motion among all joints in the body, making it
the most susceptible to dislocations.® Anterior traumatic dislocations of the glenohumeral joint
occur in many different sports, and are more commonly seen in young active males.?® The
frequency of shoulder dislocation varies depending on the population studied, with annual
estimates ranging between 11 and 51 per 100,000 people.*3430 Unfortunately, primary

dislocations are associated with a high risk of instability in over 50% of cases.?? Bankart lesions,
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including associated capsulolabral pathologies, can be observed arthroscopically in almost all
anterior shoulder dislocation cases, which may explain the high rate of residual instability and re-

dislocations.®

The optimal management of glenohumeral instability following the first dislocation, continues to
be a topic of debate among shoulder surgeons.>® The most widely used options for management
are: arthroscopic labral stabilization, more commonly known as Bankart repair, and joint
immobilization followed by physiotherapy.* The recently published meta-analysis by Hurley et
al showed that surgical intervention is superior to conservative management in decreasing
reoperations, improving “return to sport”, and lowering recurrent instability with rates of 9.7%
after surgical intervention, compared to 67.4% after conservative treatment.® On that basis, the
evidence supporting surgical intervention for first-time dislocations is overwhelming. However,
the long-term effects of this treatment option, versus conservative management, are not well

established.

A systematic review by Murphy et al examined long-term outcomes following Bankart repair
surgeries and concluded that instability recurred at a rate of 31.2%, while re-dislocations
recurred 16.0% of the time.'® However, the study was not restricted to Bankart repairs for first-
time dislocations; therefore, as expected, this figure was higher than that found in the Hurley et
al study. Additionally, evidence of arthropathy was observed in 59.4% of patients who
underwent surgical stabilization.'® These findings continue to cast doubt on surgery being the
best choice for first-time dislocations, especially since differences between long-term outcomes

of surgical and conservative treatments, and between long-term outcomes for first-time
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dislocations and recurrent dislocations are unknown. A recently published cohort study
compared results after Latarjet procedures in first-time versus recurrent dislocations and found
no significant differences in residual instability for up to 2 years after surgery.” Therefore, it is

possible that a similar outcome would be seen with Bankart repair surgeries.

Three new randomized controlled trials (RCTs) have been published on the topic of labral
stabilization versus conservative management, for first-time dislocations. While most agreed
with the significant advantage of surgery in lowering instability, Minkus et al concluded no
significant differences in shoulder scores and Yapp et al found long-term improvements in
function and instability rate.t”-??° In order to addresses residual concerns about the best method
of treatment in the long-term, newer evidence should be examined and compared. The primary
objective of this systematic review and meta-analysis was to compare the short and long-term
rates of residual instability with Bankart repair versus conservative management, after a first-
time anterior shoulder dislocation. The secondary objective was to compare other outcomes
including the need for subsequent stabilization surgery, rate of “return to sports”, Western
Ontario Shoulder Instability Index (WOSI) scorel?, and degree of patient satisfaction. The
hypothesis was that Bankart repair would result in lower rates of recurrent instability, better
functional outcomes, lower rates of subsequent surgery, and higher rates of “return to sport”,

compared to conservative management both in the short and long-term.

Materials and Methods
Study Criteria
Studies were gathered based on the following criteria. Inclusion criteria: studies comparing labral

stabilization to conservative management for patients with first-time shoulder dislocations,
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randomized controlled trials, a minimum of two stated outcomes, and a minimum 2 years of
follow-up. Exclusion criteria: non-randomized cohorts, letter publications, abstract-only

publications, commentaries, published case reports, non-human subjects and reviews.

Search Information

This study adhered to the PRISMA (Preferred Reporting Items for Systematic Reviews and
Meta-Analyses) guidelines for its protocols.'>?The search was performed on 2021/04/04 at these
databases: PubMed/MEDLINE, Embase, The Cochrane Library, Web of Science, CINAHL, and
ScienceDirect using the search query (((Shoulder) AND (dislocation OR Instability)) AND
(Arthro* OR Surg*)) AND (Random*) AND ((first OR Initial)) where “OR”, “AND” were
Boolean operators. All filters were deactivated for the search, while all available years and fields
were included. Article references were also checked manually to help capture all available

related publications.

Selection of Studies

Results from all searches were pooled and then independently screened for eligibility by (EA)
and (NA). Author (AA) helped resolve any disagreement, during a meeting with the screening
authors, by listening to argument points and facilitating discussions until a consensus was
reached. The screening process involved checking abstracts for each result. After initial
screening and duplicate elimination, remaining studies of interest received a full-text review in

order to determine eligibility for inclusion.
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Extraction of Data

Extracting data from selected articles was also done independently by authors (NA) and (EA). A
standardized template spreadsheet was utilized by each author, in order to ensure accurate entry.
The extracted items were: first author’s name, publication year, study design, exclusion criteria,
sample size, age, duration of follow-up, study’s exclusion criteria, repair type, subsequent
instability, requirement of another surgery, “return to sport”, WOSI scores with intervals, and

patient satisfaction.

Risk of Bias and Quality of Outcomes

The Risk of Bias 2 (RoB 2) tool?” was selected and used to assess the risk of bias within and
across included studies. RoB 2 gives an assessment in each of these domains: randomization,
drift from intended interventions, missing result data, outcome measurements and selective result
reporting. A choice between 3 ratings can be selected, which are: “Low”, “Some concerns” or
“High”.?” Graphical representations of bias were created using the robvis
(https://mcguinlu.shinyapps.io/robvis/) utility.*® The Grading of Recommendations, Assessment,
Development and Evaluation (GRADE) guidelines?* were followed to determine the strength of
evidence for outcomes using the GRADEpro Guideline Development Tool (McMaster
University & Evidence Prime, 2020, https://gradepro.org). Authors (NA) and (OA)
independently completed the RoB 2 and GRADE assessments. Disagreements in ratings were

resolved with the help of author (AA) in a similar fashion as stated previously.

Statistical Analysis

The Review Manager software (Revman version 5.4.1, The Cochrane Collaboration) was
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selected and used for pooled analyses. The 12 statistic assessed statistical heterogeneity across
different studies, with the following range definitions: 0% to 40% “‘possibly not important”, 30%
to 60% “possibly moderate heterogeneity”, 50% to 90% “possibly substantial heterogeneity”,
and 75% to 100% “‘considerable heterogeneity”. The Inverse-Variance method was used to
assess mean differences for continuous variables, while the Mantel-Haenszel method was used
for dichotomous variables in risk and odds ratio analyses. The random effects model was used if
heterogeneity was deemed significant (12>=50% or P<0.1); otherwise, the fixed effect model was
selected. In order to ensure the availability of comparable data, authors of included studies were
contacted to provide raw data where necessary. Some raw values were converted as deemed
appropriate for a homogeneous analysis. WOSI scores were converted to percentages, where 0%
indicated the worst possible shoulder function, and 100% indicated the best function. A
minimum of two included studies was set as a requirement for pooling data quantitatively. A p-

value of 0.05 was considered statistically significant.

Results

Study Search and Selection

The initial database and manual search yielded 360 documents; of those, 160 duplicates were
identified and removed, leaving 200 for the screening process. Documents were then screened,
giving 13 articles for full-text review. After applying the defined inclusion and exclusion criteria,
5 articles were excluded and 8 studies?111217:21232% remained for the analysis. The PRISMA

search flowchart is shown in Figure 1.

Study Characteristics
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A total of 348 patients, with first-time traumatic anterior shoulder dislocations, from a total of 6
RCTs, were included in the meta-analysis. 170 of those were randomized to receive Bankart
repair surgery, while the remaining 178 patients were treated conservatively. The follow-up
duration ranged from 2 to 12 years. The mean age of all participants was 23.7 years (24.2 years
in the surgical group and 23.2 years in the conservative group). 87.9% of patients who underwent
surgery, and 90.7% of those treated conservatively were males. All the RCTs utilized
arthroscopic surgical repair for the intervention group, with the exception of Jakobsen et al, who
used an open repair technique.® Jakobsen et al included both short-term and long-term follow-up
patients.® Kirkley et al published a long-term follow-up study, in 2005%2, of the same subjects
who were enrolled in the initial 1999 study. Similarly, Yapp et al?® recently published the long-
term follow-up data of study participants from the 2008 Robinson et al?® study. Important

characteristics for all included RCTs are displayed Tables 1 and 2.

Risk of Bias and GRADE Analysis

Figure 2 shows a visual summary of the risk of bias analysis within and across all included
studies. The Kirkley et al*'*? studies had a low risk of bias for both short and long-term analyses.
On the other hand, Robinson et al? received a low rating for risk of bias in their short-term study
but the long-term follow-up, published by Yapp et al?®, exhibited a high risk of bias rating due to
a 26% loss of follow-up. Minkus et al*’, was also found to have a high risk of bias due serious
concerns with blinding. Three studies®®2! had some concerns of bias in their measured outcomes
due to missing details about blinding. Table 3 includes the GRADE summary for all outcome

variables. Certainty of evidence was low for only the long-term subsequent stabilization surgery
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outcome, while it was moderate for the short-term recurrent instability outcome, and high in all

other remaining outcomes.

Pooled Outcomes

In the short-term (2-3 years) follow-up period, recurrent instability was reported in 6
studies?®1:17:2123 with a total of 348 patients. 11 out of 170 patients (6.5%) experienced
recurrent instability and were treated with surgery, while 78 out of 178 patients (44%) were
treated conservatively. In the short-term, surgical repair resulted in a large reduction in risk of
recurrent instability (Risk Ratio (RR), 0.15; 95% CI, 0.08-0.27; |2 = 0%; P < .0001) (Figure 3).
For the long-term (5-12 years) analysis, 171 patients from 3 studies®>'*?were available. 13 out of
85 patients (15%) treated with surgery, had recurrent instability, whereas 56 out of 86 patients
(65%) in the conservative group, had experienced recurrent instability. A large reduction in the
risk of recurrent instability (RR, 0.23; 95% CI, 0.14-0.39; 1> = 0%; P < .0001) (Figure 4) was

also observed with surgical intervention for long-term follow-up.

“Return to sport” was reported in 4 studies>'>?123 with a total of 155 patients. 70 out of 76
patients (92%), returned to sports in the surgical repair group, while 58 out of 79 patients (73%),
returned to sports in the conservative group. No statistically significant difference was seen in
“return to sport” between both groups (RR, 1.18; 95% ClI, 0.91-1.52; I2=78%; P = 0.21) (Figure

5),

Subsequent surgery in the short-term (2-3 years) follow-up period was reported in 5

studies?1172123 with a total of 272 patients. 6 out of 133 patients (4.5%) treated with surgery,



208

209

210

211

212

213

214

215

216

217

218

219

220

221

222

223

224

225

226

227

228

229

230

SI10rL dla LOMNg-Leri VULCOITES IVIELd-AINdlYSIS

required subsequent surgery, whereas 35 out of 139 patients (25.2%) who were treated
conservatively, required subsequent surgical stabilization. Pooled data showed that initial surgery
reduces the risk of subsequent stabilization surgery (RR, 0.19; 95% CI, 0.09-0.43; I> = 0%; P <
.0001) (Figure 6). Regarding long-term follow-up, a total of 171 patients from 3 studies®!22°
were included, and one study® did not report short-term results. 6 out of 85 patients (5.8%)
treated with surgery, underwent further surgical stabilization, while 35 out of 86 patients (40.7%)
treated conservatively, underwent subsequent stabilization surgery. A significant reduction in
risk of subsequent stabilization in the long-term, was therefore observed (RR, 0.17; 95% ClI,

0.07-0.39: 12 = 25%: P < .0001) (Figure 7).

WOSI scores were reported, during short-term (2-3 years) follow-up, in 4 studies**t"?*%with a
total of 251 patients. No significant differences were seen in short-term WOSI scores between
both groups (MD, 2.54; 95% ClI, -0.51-5.59; 1% = 48%; P = 0.1) (Figure 8). As for long-term (5-
12 years) follow-up, WOSI scores were reported in only 2 studies'®?° with total of 96 patients.
Initial surgery was found to slightly improve long-term WOSI scores compared to conservative

treatment (MD, 7.03; 95% Cl, 1.51-12.55; 1% = 0%; P = 0.01) (Figure 9).

Patient satisfaction was reported in 3 studies???® with 141 patients in total. 63 out of 69 patients
(91.3%) in the surgery group, were satisfied with their outcomes, whereas 37 out of 72 patients
(51.4%) in the conservative group, were satisfied with their outcomes. Therefore, surgery was
found to improve patient satisfaction compared to conservative management (RR, 1.75; 95% ClI,

1.4-2.2; 1> = 88%; P < .0001) (Figure 10).
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Heterogeneity was “possibly not important” for the following outcomes: recurrent instability
both short and long-term, subsequent stabilization surgery both short and long-term, and long-
term WOSI score. A rating of “possibly moderate heterogeneity” was given to the short-term
WOSI score outcome, while “return to sport” was rated as “possibly substantial heterogeneity”,

and patient satisfaction was deemed to have “considerable heterogeneity”.

Discussion

This study showed that first-time anterior shoulder dislocations have better short-term and long-
term outcomes when treated with Bankart repair surgery versus conservative management.
Recurrence rates of instability were 7 times less at short-term follow-up and 4 times less at long-
term follow-up. Additionally, patients treated with Bankart repair surgery had fewer subsequent
stabilization surgeries, by about 5 times, compared to those treated conservatively. Satisfaction
rates were also twice better with surgery than conservative management. However, no significant

differences in “return to sport” was seen between both groups.

The recurrent rate of shoulder instability was observed to be less in the Bankart group compared
to the conservative group, (6.5 % versus 43.8 %) and (15.2 % versus 65.1 %), in short and long-
term follow-up, respectively. The result is therefore in agreement with Hurley et al and Chahal et
al for short-term recurrence.®® Moreover, this result is maintained even in the long-term. On that
basis, it appears than Bankart repair surgery alone may be an effective modality for preventing
recurrent shoulder instability both in the short and long-term, following a first-time anterior

shoulder dislocation.
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The results also demonstrated a significantly lower rate of subsequent stabilization surgeries
following Bankart repair versus conservative management, (4.5 % versus 25%) and (7% versus
41 %), in short and long-term follow-up, respectively. Pooled short-term results are again similar
to what was observed in the Hurley et al study.® This finding continued to be seen in the long-
term and was again higher in the conservative group. Interestingly, the need for subsequent
surgery to treat instability, be it soft tissue or bony procedures, continued to increase over time in
both groups; although this increase was much higher in the conservative group, and only slightly
higher in the surgical group. This new evidence can be utilized for counseling patients with first-
time shoulder dislocation who are hesitant to undergo surgery due to fears about long-term

outcomes and future revisions.

Patient satisfaction was also found to be consistently higher following Bankart repair compared
to conservative management. This outcome measure was assessed by asking patients, at final
follow-up, if they would accept the same treatment modality if able to go back in time and
reselect. Chahal et al reported on satisfaction rates but did not demonstrate a significant
difference in their meta-analysis.® However, pooling of results from the new RCTs increased data

available on patient satisfaction, and hence revealed that a significant difference indeed exists.

Although patients in the surgical Bankart repair group were found have higher rates of “return to
sport” than the conservative group (92% versus 73%), the result was not statistically significant.
Hurley et al demonstrated a significant difference in “return to sport” between surgery and

conservative management, with results favoring Bankart repair.? It is possible that differences in

defining “return to sport” may have affected results. Nonetheless, this finding is important in the
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counseling process, since “return to sport” may significantly impact a patient’s decision to

proceed with a certain treatment modality.?®

This study was able to analyze WOSI score data, which was not previously pooled or reported by
any other meta-analysis.»>® The WOSI score was found to be significantly better in the surgical
Bankart repair group during long-term follow-up, with improvements reaching a mean difference
of 7%. The difference in WOSI scores can be considered clinically relevant due to its proximity
to the minimal clinically important difference (MCID), which is 7.2% after conversion.®

However, this was not demonstrated during the short-term follow-up period.

High heterogeneity was seen in “return to sport”, patient satisfaction and in the short-term WOSI
score. The reasons for this are difficult to pinpoint; however, for “return to sport” this could be
due to a difference in treatment and decision factors for when to return to the sport, which may
or may not be at a competitive level. It may also be a result of different types of sports being
played by the many included patients. Patient satisfaction is also an outcome which may be open
to different methods of evaluation and interpretation, keeping in mind the various differences in
surgical techniques and immobilization time periods and protocols. On the other hand,
heterogeneity was significantly low for: recurrent shoulder instability, subsequent surgical
stabilization and, long-term WQOSI score, likely due to their more objective nature and ease of
measurement. In regards to the GRADE analysis results, most outcomes exhibited a high degree
of confidence with the exception of subsequent stabilization in the long-term, where it was found
to be low. It is possible that the low number of studies contributed to this result, especially for

outcomes where sample sizes were limited.
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Limitations

The main limitations of this study are: The number of available RCTs for inclusion, while
improved since previous meta-analyses, is still low. The inability to stratify outcomes based on
age, sex, level of sports activity, all of which are important risk factors for recurrent shoulder
dislocations.?’ The difficulty in assessing the impact of shoulder dislocation associated lesions,
such as: bony Bankart, chondral lesions, and other capsular pathologies on different outcomes.
The possibly substantial heterogeneity in a few of the pooled outcomes (“return to sport”, patient
satisfaction, and WOSI score at short-term follow-up). The existence of different treatment
protocols and different patient reported outcome measures, across all included studies, in both
the surgical and conservative groups, which may have introduced some bias in the results. The
wide range of follow-up intervals, which would make it difficult to give exact timeframes when
discussing the evidence, especially for long-term outcomes. The loss of follow-up for some

patients in the long-term analysis, potentially leaving out important data.

Conclusion

Bankart repair surgery for first-time anterior shoulder dislocation results in a large reduction in
the risk of recurrent shoulder instability and subsequent stabilization surgery, in both short (2-3
years) and long-term (5-12 years) follow-up intervals. Additionally, slight improvements in
overall patient satisfaction and WOSI score can be seen at long-term follow-up. However,
surgical intervention failed to significantly improve the rate of “return to sport”, when compared

to conservative management.
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Table 1: Detailed Characteristics of Included Studies

Follow-up Number of patients in the surgery group Number of patients in the conservative group
Level of Sample Mean Age .
Study Type . . Duration
Evidence Size (yrs)
(months) Sex Sex
Total Mean Age (yrs) Total Mean Age (yrs)
M F M F
Kirkley 1999* RCT I 38 224 331 16 3 19 22.1 18 1 19 22.7
Bottoni 20022 RCT | 21 224 36.6 9 0 9 21.6 12 0 12 23
Jakobsen 2006° RCT | 76 215 24 30 7 37 23 32 7 39 20
Robinson 20082 RCT | 84 24.8 24 42* 3* 42 24.3 40* 3* 42 25.3
Minkus 2021% RCT | 91 26.2 24 48* 4* 44 25.7 55* 5* 47 26.7
Pouges 2021% RCT | 38 21.8 24 15* 5* 19 22 18* 2* 19 215
Long Follow-up Data
Kirkley 2005% RCT | 31 224 79 13 3 16 22.1 14 1 15 22.7
Jakobsen 2006° RCT | 75 214 120 29 7 36 23 32 7 39 20
Yapp 2020% RCT | 65 24.2 144 30 8 33 24.7 30 2 32 238




Table 2: Main Criteria and Protocols of Included Studies

Study

Inclusion Criteria

Exclusion Criteria

Comparison Groups

Surgical Technique

Kirkley 1999

Age less than 30 and
first-time traumatic
anterior shoulder

dislocation

Associated fractures

(Except Hill Sachs or Bankart lesion), history or evidence of
multidirectional instability of the opposite shoulder,
neurovascular compromise of the affected limb, medical
condition making the patient unfit for surgery, and

unwillingness to be followed for 5 years.

Shoulder immobilization for 3 weeks followed
by rehabilitation versus arthroscopic Bankart

repair

Arthroscopic Bankart repair
using a trans-glenoid suturing

technique

Bottoni 20022

Ages 18 to 26 and
first-time traumatic

shoulder dislocation

Presence of a tuberosity fracture or other concomitant
fracture, neurologic injury, any history of previous shoulder

injury, previous subluxation, and dead arm syndrome

Shoulder immobilization for 4 weeks in a sling
followed by rehabilitation versus arthroscopic

Bankart repair

Arthroscopic Bankart repair

using a bioabsorbable tack

Jakobsen 2006°

Ages 15 to 39 and
first-time anterior

shoulder dislocation

Fracture of the greater tubercle or history of previous

shoulder problems

Arthroscopic lavage followed by
immobilization for 2 days in sling versus
diagnostic shoulder arthroscopy with open

Bankart repair

Diagnostic arthroscopy

followed by open Bankart repair

using suture anchors

Robinson 2008%

Ages 15 to 35 and
first-time traumatic
anterior shoulder

dislocation

Dislocation not caused by a substantial external force,
fracture of greater tuberosity/glenoid rim that is visible in
conventional radiography, and patient was seen after more

than two weeks of the dislocation

Arthroscopic lavage versus arthroscopic
Bankart repair with a post-op rehabilitation
protocol of shoulder immobilization for 6

weeks

Arthroscopic Bankart repair

using suture anchors

Minkus 2021

Ages 18 to 40 and
first-time traumatic
anterior shoulder

dislocation

Recurrent shoulder instability, posterior and multidirectional
shoulder instability, concomitant shoulder pathology (such
as cuff tear, bony Bankart lesion, dislocation fracture
including greater tuberosity fracture, engaging Hill-Sachs

lesion, or nerve lesion), non-compliance with brace

Shoulder immobilization in 60 degrees of
external rotation and 30 degrees of abduction
for 3 weeks followed by rehabilitation versus

arthroscopic Bankart repair

Arthroscopic Bankart repair

using suture anchors

Pouges 2021

Ages 18 to 25 and
first-time traumatic
anterior shoulder

dislocation

Non-traumatic cause with hyperlaxity, delay between
dislocation and surgery of >15 days, humeral head fracture,
Bony bankart lesion >25 % of glenoid surface on imaging,
HAGL lesion, pregnancy, breast feeding, non-compliance

with follow up protocol

Shoulder immobilization in internal rotation

for 3 weeks versus arthroscopic Bankart repair

Arthroscopic Bankart repair

using suture anchors

Kirkley 2005*

Same as Kirkley 1999

Same as Kirkley 1999

Same as Kirkley 1999

Same as Kirkley 1999

Yapp 2020%

Same as Robinson 2008

Same as Robinson 2008 in addition to if patients could not

be reached or if they declined to participate

Same as Robinson 2008

Same as Robinson 2008




Table 3: Summary of GRADE findings

Bankart Repair Surgery Compared to Conservative Management for First-Time Shoulder Dislocation

Patient or population: First-Time Shoulder Dislocation ~ Setting: Clinical Intervention: Bankart Repair Surgery Comparison:
Conservative Management

Anticipated absolute effects”

(95% Cl) Relative effect Ne of Certainty of the
Outcomes Risk with Risk with (95% Cl) participants evidence Comments
Conservative Surgery (studies) (GRADE)
Management
Recurrent 66 per 1,000
instability - (350 118) o000 Surgery results in a large reduction

RR0.15 348

Recurrent 438 per 1,000 (0.08 10 0.27) (6 RCTS)

Instability, Short-
Term (2-3 Years)

Recurrent 150 per 1,000

MODERATE in recurrent instability at the short-
ab term (2-3 Years).

Surgery likely reduces recurrent

Instability, Long- 651 per 1,000 (91 to 254) © Fla?tgg %g) @ Il?élTs) Eﬂ%ﬁ? instability at the long-term (5-12
Term (5-12 Years) ' ' years).
866 per 1,000 Surgery results in little to no
Return to play RR 1.18 155 DODD . .
after injury 734 per 1,000 (668 to 1,000) (0.91 t0 1.52) (4 RCTSs) HIGH difference |ni:1(}tuurr;1 to play after
ssiﬁﬁfﬁ?;’ﬁztn 4(82:? ?cr; i’c?fgo RR 0.19 272 DOOD Surgery reduces subsequent
Surgery Short- 252 per 1,000 (0.09 t0 0.43) (6 RCTs) HIGH stablllzatté?pn s(lir_gs’er)é :rtS;he short-
Term (2-3 Years) y ’
SUESIE quent 6(9 per 1’0(;0 00 Surgery appears to reduce
Stabilization 2810 159 RR 0.17 171 (S>157) A -
Surgery Long- 407 per 1,000 (0.07 10 0.39) (3RCTS) LOW ? subsequent stabilization surgery in
the long-term (5-12 years)
Term (5-12 Years) ’
MD 7.23 %
Sr:/c\: rtO_STLrSnC]O(r;_:g higher A 251 DOPD Surgery increases WOSI score in
Years) (0.53 lower to (4 RCTSs) HIGH the short-term (2-3 years).
13.94 higher)
0,
WOSI Score M?i7i?e3r X 9% OODD Surgery slightly increases WOSI
Long-Term (6.5- d! - score at the long-term (6.5-12
12 Years) (1.51 higher to (2 RCTs) HIGH cars)
12.55 higher) years).
Patient 514 per 1.000 899 per 1,000 RR 1.75 141 S]] Surgery likely increases patient
Satisfaction perd, (719t0 1,000)  (1.40to 2.20) (3 RCTs) MODERATE # satisfaction.

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and the relative
effect of the intervention (and its 95% ClI).
ClI: Confidence interval; RR: Risk ratio; MD: Mean difference

GRADE Working Group grades of evidence

High certainty: We are very confident that the true effect lies close to that of the estimate of the effect.

Moderate certainty: We are moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but
there is a possibility that it is substantially different.

Low certainty: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect.
Very low certainty: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate
of effect.

Explanations
a: Blinding of patients and outcome assessors was not mentioned.
b: Blinding was reported not possible for patients and not feasible for outcome examiners.
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