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Background: The Bankart and the Latarjet procedures are 2 of the most commonly utilized surgical techniques to treat anterior
shoulder instability. However, the long-term outcomes after these procedures remain unclear, and there is not enough information
regarding arthroscopic Latarjet.

Purpose: To analyze long-term outcomes of patients with anterior glenohumeral instability managed with an arthroscopic Bankart
or Latarjet procedure.

Study Design: Cohort study; Level of evidence, 3.

Methods: Patients who underwent an arthroscopic Latarjet were matched-paired in a 1:1 ratio with patients who underwent an
arthroscopic Bankart procedure at a single institution between 2007 and 2012. Recurrence at the time of follow-up as well as
intraoperative and postoperative complications were recorded and compared between the 2 groups. Postoperative status was
assessed at the final follow-up using the Rowe score, the Western Ontario Shoulder Instability Index (WOSI), the Subjective
Shoulder Value, and the return-to-sport rate.

Results: A total of 80 patients, 40 patients in each group, were included (overall mean age, 26.5 6 15.4 years). The mean follow-
up was 13.2 years (range, 10-17 years). The recurrence rate was significantly higher in the Bankart group compared with the La-
tarjet group (35% vs 10%, respectively; P = .009). The mean estimate for the cumulative proportion of stable shoulders at 15-year
follow-up was 64.4% in the Bankart group and 89.6% in the Latarjet group (P = .008). Revision surgery because of instability was
necessary in 8 (20%) patients in the Bankart group and 2 (5%) in the Latarjet group (P = .41). There was no significant group dif-
ference in complication rate (15% in the Bankart group vs 17.5% in the Latarjet group; P = .48). The WOSI score was significantly
better in patients treated with arthroscopic Latarjet (P = .004). More than half of the patients were able to completely return to their
previous sport (52.5%), with no significant difference between groups.

Conclusion: Arthroscopic Latarjet was associated with a significantly lower recurrence rate and better postoperative WOSI score
and sports activity level at long-term follow-up compared with arthroscopic Bankart, without any greater risk of complications.
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Anterior glenohumeral instability is a common condition
frequently affecting young and active patients with an
overall incidence rate of 23.9 per 100,000 people per
year.40 The Bankart procedure is the most common

surgical procedure to treat shoulder instability. Although
good short-term outcomes regarding recurrence and com-
plication rates have been reported, the rate of recurrent
instability increases up to 35% to 37.5% at mid- and
long-term follow-up.27 On the other hand, bone loss has
been identified as a risk factor for soft tissue repair fail-
ure.9,38 In this situation, glenoid augmentation procedures
have been considered the standard of treatment, either
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transferring the coracoid (Latarjet procedure) or through
free bone grafts.8 Good to excellent outcomes of the Latar-
jet procedure have been reported, with low redislocation
rates noted at 0% to 8%.2,16 In 2007, Lafosse first described
the arthroscopic Latarjet, and it has since been shown to
have a low redislocation rate and good clinical out-
comes.13,16 However, as it is a nonanatomic and more inva-
sive technique, it is considered to have more complications,
including infection, graft fracture or nonunion, subscapu-
laris damage, or neurovascular injuries,15,36 as well as
hardware-related complications, scapular dyskinesia, and
glenohumeral arthrosis.6,26

This complication rate appears to be lower in the arthro-
scopic Latarjet. In a recent multicenter study involving
1555 patients who underwent an arthroscopic Latarjet pro-
cedure, a 2.2% rate of major complications was found.16,36

However, there is paucity of studies analyzing long-term
results of the arthroscopic Latarjet procedure. Therefore,
although publications exist analyzing the short- and mid-
term results and complications of both the Bankart and
the Latarjet procedures, there are few comparative trials
evaluating these techniques, and very little evidence exists
on the long-term outcomes of either procedure. Moreover,
no studies comparing the long-term results between
arthroscopic Bankart and arthroscopic Latarjet exist.

The purpose of the current study was to compare the
long-term outcomes of patients with anterior glenohumeral
instability managed with an arthroscopic Bankart or an
arthroscopic Latarjet procedure. The null hypothesis was
that no differences in recurrence rate and clinical long-
term results would exist between these procedures.

METHODS

Study Population

The protocol for this study received institutional review
board approval. We conducted an observational, retrospec-
tive study of prospectively collected data on patients with
anterior glenohumeral instability scheduled for an arthro-
scopic Bankart or arthroscopic Latarjet procedure as a pri-
mary surgery. Patients who underwent an arthroscopic
Latarjet were matched-paired in a 1:1 ratio with patients
who underwent an arthroscopic Bankart procedure according
to preoperative features except for bone loss. All procedures
were performed at our institution between 2007 and 2012.

Inclusion criteria for this study were (1) patients being
between 18 and 50 years, (2) available preoperative mag-
netic resonance imaging (MRI) or computed tomography

(CT), and (3) a minimum 10-year follow-up. Patients with
previous surgeries including instability procedures and
those with concomitant procedures (ie, superior labral
anteroposterior repair, biceps tenodesis, remplissage, or
rotator cuff repair) were excluded. Patients with posterior
multidirectional glenohumeral instability and voluntary
instability were also excluded.

Surgical Technique

All procedures were performed arthroscopically by the
same senior surgeon (E.C.). The choice of the procedure
was dependent on bone loss. In patients with anterior gle-
noid bone loss affecting �15% of the glenoid surface area9

and in those with a large Hill-Sachs (HS) lesion,12 a Latar-
jet procedure was performed following the technique
described by Lafosse et al22 using the DePuy Mitek arthro-
scopic Latarjet system.

Postoperatively, all patients were immobilized in a sim-
ple sling for 4 weeks. Pendulum exercises and passive for-
ward flexion were initiated immediately after surgery.
Active range of motion was progressively introduced in
the fourth week postoperatively, avoiding active external
rotation until 6 weeks after surgery. Physical therapy
was scheduled after 4 weeks.

Imaging Studies

All patients had anteroposterior and scapular Y radio-
graphic views of the shoulder. Measurements of bone
defects on CT scan (Siemens Somatom Definition Flash
128 slice CT Dual Energy; Siemens Healthcare) or MRI
scan (Siemens Magnetom Verio 3.0 T; Siemens Healthcare)
were performed by a shoulder and elbow fellow, previously
trained by a senior musculoskeletal radiologist, using Dig-
ital Imaging and Communications in Medicine (picture
archiving and communication system) and Syngo via imag-
ing software (Siemens Healthcare).

The glenoid track was measured as described by Gyfto-
poulos et al.17 To measure the glenoid bone defect, sagittal
images lateral to the level of the coracoid base were
selected and then reoriented into the plane of the glenoid
as defined by the superior pole, inferior pole, and most pos-
terior osseous point of the glenoid. First, on the en face
view, a best-fit circle was drawn around the posteroinferior
cortical margin of the glenoid. The circle diameter (D) and
bone loss length (d) were measured (Figure 1A). Bone loss
was expressed as a percentage of the diameter of the circle
according to the formula d/D 3 100. The glenoid track was
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calculated as 83% of the glenoid width. If glenoid bone loss
existed (d), the distance d was subtracted from 83% of the
glenoid width, determining the width of the glenoid track
according to the formula proposed by Di Giacomo et al12:
Glenoid track = 0.83 3 D – d.

For HS evaluation, an axial 2-dimensional view at the
level of the widest medial extent of the HS lesion was
obtained (Figure 1B). The HS interval was measured as
the width of the HS lesion plus the width of the intact
bone bridge between the rotator cuff attachments and the
HS lesion (HS interval = bone bridge 1 HS lesion).
When the HS interval was larger than the glenoid track,
the HS lesion was determined to be off-track. If the HS
interval was smaller than the glenoid track width, the
HS lesion was considered on-track.12

Clinical Evaluation and Outcome Measurement

Medical records of all eligible patients were reviewed by 2
independent reviewers (C.D., El.C.) in a blinded fashion
and independent from the surgeon performing the inter-
vention. We recorded the preoperative features of the
patients (age at surgery, sex, side affected, hand domi-
nance, generalized ligamentous laxity based on Marshall
et al24 criteria, and sports activity including type and
sports participation level according to Calvo et al9) (Table
1) and dislocation-related features (age at first episode,
number of dislocations, time elapsed between first disloca-
tion and surgery, and degree of instability according to
Manta et al23) (Table 2).

The primary outcome was recurrence at the time of
follow-up, set as subluxation or dislocation. The secondary
outcome was revision surgery rate. Intraoperative and post-
operative complications were also recorded. Loss of range of
motion was defined as loss of .10� in external rotation with
the arm at the side or forward elevation.

Postoperative clinical and functional status were
assessed at the final follow-up. Objective clinical and func-
tional performance were defined as the degree of

instability23 and the Rowe score.32 Subjective patient-
reported outcomes measures included the validated Spanish
version of the Western Ontario Shoulder Instability Index
(WOSI)39 and the Subjective Shoulder Value (SSV). were
used. The WOSI was utilized as it is disease specific, widely
used, and has the best rating of psychometric properties.

The number of dislocations and subluxations, the time
elapsed since surgery, and the recurrence mechanism
were also recorded in those cases with postoperative insta-
bility. In addition, return-to-sport rate was determined,
including the overall return to sport and the return to pre-
injury level and to specific type or sports participation
level. The return-to-sports rate was classified as 0 for no
return whatsoever to sports activity, 1 for partial recovery,
2 for subtotal recovery, and 3 for complete recovery.

Statistical Analysis

Statistical analysis was performed using SPSS software
Version 26 (SPSS Inc) and Prims 5.0 (GraphPad). Normal
distribution of data was analyzed using the Kolmogorov-
Smirnov test. Quantitative variables were reported as
means with standard deviations or medians with inter-
quartile ranges. Quantitative data were compared using
the Student t test for parametric data and the Mann-
Whitney U test for nonparametric data. Categorical varia-
bles were reported as frequencies with percentages and
compared using the chi-square test. In addition,
a Kaplan-Meier survival analysis was performed to evalu-
ate recurrence-free time. The log-rank test was used to
compare survival times. Multivariate logistic regression
analysis was performed to investigate significant associa-
tions between preoperative features and recurrence.

Power analysis was performed before data collection. A
preoperative-to-postoperative difference of �9.7 points in
the Rowe score and �151.9 points in the WOSI score has
been demonstrated to be clinically relevant.21,28 Based on
these data and accepting an alpha risk of .05 and beta
risk of 0.2 on a 2-sided test, 17 participants were necessary

Figure 1. Glenoid track measurement. (A) En face view of a right shoulder. A best-fit circle is drawn along the posteroinferior
glenoid rim, and the diameter of the circle and the portion of the defect are obtained. (B) Axial view of a right shoulder and esti-
mation of a Hill-Sachs lesion. The distance from the medial edge of the Hill-Sachs lesion to the insertion of the rotator cuff is
measured.
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in each group to detect a statistically significant difference
of �9.7 points on the Rowe score and 151.9 points on WOSI
score. The significance level was established at P \ .05.

RESULTS

Overall, 158 anterior instability stabilization procedures
were performed that met inclusion criteria, 75 arthroscopic
Latarjet and 83 arthroscopic Bankart. Of these, 19 patients
were excluded (15 because the surgery was performed as
a revision surgery and in 4 cases because an additional
lesion requiring repair was found), 11 declined to partici-
pate, and 42 were unable to complete the questionnaires
or follow-up visit and were lost to follow-up (follow-up
rate, 57%). After analysis, 40 patients who underwent an
arthroscopic Latarjet procedure were matched with 40
patients managed with an arthroscopic Bankart repair
(Figure 2). Thus, the final sample size comprised 80
patients (mean age, 26.5 6 15.4 years). Baseline demo-
graphic features overall and according to the procedure
are summarized in Table 3.

At a mean follow-up of 13.2 years (range, 10-17 years),
there were 14 (35%) cases of recurrence in the Bankart
group, 10 dislocation and 4 subluxations, and 4 (10%) in
the Latarjet group (2 dislocations and 2 subluxations)
(P = .009). The mean time to recurrent instability was
1.56 6 1.4 years. Recurrence occurred in the first postoper-
ative year in 57.1% (8/14) of patients in the Bankart group
and in 75% (3/4) of patients who underwent an arthro-
scopic Latarjet. The multiple regression analysis showed
no association between preoperative features and recur-
rence. No significant differences in revision surgeries rates

were found between groups (P = .41). Eight (20%) revision
surgeries were necessary in the Bankart group because of
instability. A Latarjet procedure was performed in 6 of
these patients, whereas in 2 patients a new Bankart repair
with associated anterior and posterior capsular plication
was carried out. In the Latarjet group, revision surgery
because of recurrent instability became necessary in 2
(5%) patients, in whom an Eden-Hybinette procedure was
performed. Five patients with recurrent postoperative
instability in the Bankart group and 1 in the Latarjet
group had an isolated postoperative instability episode or
reported that they felt their shoulder stable enough as to
not interfere with their activities and therefore did not
request revision surgery (Table 4). Of the remaining 2
patients, 1 refused revision surgery for personal reasons
and the other due to associated medical pathology.

The Kaplan-Meier curve for recurrence-free survival is
shown in Figure 3. The mean estimate for the cumulative
proportion of stable shoulders at 15-year follow-up was
64.4% in the Bankart group and 89.6% in the Latarjet
group (P = .008).

No intraoperative complications occurred. At the final
follow-up CT scan, the Latarjet procedure restored the
glenoid track in 35 out of 40 patients (87.5%). There
were no statistically significant differences between
groups in the rate of postoperative complications (15%
in the Bankart group vs 17.5% in the Latarjet group;
P = .48). Loss of external rotation range of movement
was noted in 5 patients (12.5%) in both the Bankart and
the Latarjet groups. Screw irritation in 1 patient (2.5%)
and musculocutaneous transient neurapraxia in 1 patient
(2.5%) were also reported complications in the Latarjet
group.

Postoperative subjective and objective outcomes are
summarized in Table 4. The WOSI score was significantly

TABLE 1
Classification of Sports Activity Type and Sports

Participation Level According to Calvo et al9

Type of Athletic Activity
Level of Sports
Participation

0 = Sedentary life 0 = None
1 = Noncontact sports 1 = Occasional sports
2 = Contact sports without overhead

use of the arm
2 = Regular sports

3 = Overhead activities without forced
abduction or external rotation

3 = Amateur

4 = Activities that include overhead
hitting movements

4 = Professional
competition

TABLE 2
Instability Classification According to Manta et al23

Degree of Instability

0 = No instability
1 = Occasional instability
2 = Recurrent instability with sports activity
3 = Instability with everyday activities
4 = Spontaneous instability or instability during sleep

158 pa�ents

Matching

83 arthroscopic
Bankart

50 pa�ents

40 pa�ents

5 revision 
surgery

4 associated 
lesions repaired

6 refused to 
par�cipate

22 lost to 
follow-up

75 arthroscopic
Latarjet

40 pa�ents

10 revision 
surgery

5 refused  to 
par�cipate

20 lost to 
follow-up

Figure 2. Strengthening the reporting of observational stud-
ies in epidemiology (STROBE) flowchart of participant
enrollment.
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better in patients in the Latarjet group compared with
those in the Bankart group (P = .004). No significant group
differences were found in postoperative degree of instabil-
ity or Rowe and SSV scores between the 2 groups (P = .11,
.16, and .26, respectively). Most patients were able to com-
pletely return to their previous sport (52.5%), with no sig-
nificant group differences. However, patients in the
Latarjet group achieved higher postoperative activity lev-
els when compared with those in the Bankart group; 22

of 24 patients achieved an activity level �2 (91.7%) in
the Latarjet group versus 16 of 26 in the Bankart group
(P = .02).

DISCUSSION

The main finding of this study was that the arthroscopic
Latarjet is associated with a significantly lower recurrence

TABLE 3
Comparison of Baseline Characteristics Between Arthroscopic Bankart and Arthroscopic Latarjeta

Variable
All Bankart Latarjet

P(N = 80) (n = 40) (n = 40)

Age at surgery, y 27.9 6 15.4 28.3 6 9.2 27.5 6 8.93 .38
Age at first dislocation (years) 21.2 6 8.65 20.8 6 10.2 21.3 6 6.58 .80
Sex .19

Male 69 (86.3) 33 (82.5) 36 (90)
Female 11 (13.8) 7 (17.5) 4 (10)

Side affected .75
Right 51 (63.8) 26 (65) 25 (62.5)
Left 29 (36.3) 14 (35) 15 (37.5)

Dominant side affected .71
Yes 25 (31.3) 12 (30) 13 (32.5)
No 55 (68.8) 28 (70) 27 (67.5)

Number of instability episodes
Dislocation 10.5 6 18.5 7.08 6 10.5 14.7 6 24.5 .11
Subluxation 28.7 6 67.2 26.6 6 27 28.1 6 30.4 .93

Type of activityb .13
0 12 (15) 5 (12.5) 7 (17.5)
1 8 (10) 6 (15) 2 (5)
2 21 (26.3) 10 (25) 11 (27.5)
3 6 (7.5) 5 (12.5) 1 (2.5)
4 33 (41.3) 14 (35) 19 (47.5)

Sport levelc .90
0 14 (17.5) 6 (15) 8 (20)
1 16 (20) 8 (20) 8 (20)
2 36 (45) 19 (47.5) 17 (42.5)
3 8 (10) 4 (10) 4 (10)
4 6 (7.5) 3 (7.5) 3 (7.5)

Hyperlaxity .07
Yes 38 (47.5) 15 (37.5) 23 (57.5)
No 42 (52.5) 25 (62.5) 17 (42.5)

Degree of instabilityd .14
0 0 (0.0) 0 (0.0) 0 (0.0)
1 15 (18.8) 9 (22.5) 6 (15)
2 10 (12.5) 7 (17.5) 3 (7.5)
3 20 (25) 11 (27.5) 9 (22.5)
4 35 (43.8) 13 (32.5) 22 (55)

Glenoid bone loss, % 8.2 6 9.9 1.13 6 0.1 14.8 6 9.7 .002
Glenoid track .003

On-track 52 (65) 36 (90) 16 (40)
Off-track 28 (35) 4 (10) 24 (60)

aData are presented as mean 6 SD or n (%). Boldface P values indicate statistically significant difference between the arthroscopic Bank-
art and arthroscopic Latarjet groups (P \ .05).

b0 = sedentary; 1 = noncontact sports; 2 = nonoverhead contact sports; 3 = overhead activities without forced abduction or external rota-
tion; 4 = activities with overhead hitting movements.

c0 = none; 1 = occasionally; 2 = regularly; 3 = amateur; 4 = professional.
d0 = none; 1 = traumatic; 2 = sports; 3 = activities of daily living; 4 = sleeping/spontaneous.
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rate at long-term follow-up compared with the arthroscopic
Bankart. The Latarjet procedure also obtained better post-
operative WOSI scores and sports activity levels. More-
over, the intraoperative and postoperative complication
rates were not higher for this group.

There is still lack of agreement regarding the optimal
surgical treatment for recurrent instability. The most per-
formed surgical procedure is the arthroscopic Bankart,
a minimally invasive procedure that allows an anatomic
restoration with a low complication rate.27 However,
when either a significant glenoid or a humeral bone defect
is present, a bone block procedure, in which the glenoid
arch and surface area are enlarged, may be advisable.5,19

The coracoid transfer in the Latarjet procedure has proven
to be effective in managing bone loss. However, no consen-
sus exists on the amount of bone defect considered signifi-
cant. Recent studies suggest that functional results of the

Bankart repair can be compromised if a 13.5% bone defect
is present.7,33 There is also little agreement regarding the
standard treatment for patients with anterior glenohumeral
instability without bone loss but associated risk factors29 (ie,
age \20 years at surgery, hyperlaxity, overhead or contact
sport, competitive level of sports activity). This lack of
agreement regarding the optimal treatment for glenohum-
eral instability resulted in heterogeneous studies with
inconsistent results.

The success of stabilization procedures is multifactorial;
clinical and functional outcomes, return to sports, and
absence of treatment-related complications should be con-
sidered in its evaluation. However, the key factor deter-
mining treatment outcome is the maintenance of
stability. Both the Bankart and the Latarjet procedure
have shown in the literature good short-term outcomes,
with a recurrence rate ranging from 10% to 25%30,35 and
0% to 20%,13,16 respectively. However, recent literature
suggests that a short-term follow-up is insufficient to
detect a large proportion of all failures after stabilization
procedures.31 When analyzing the long-term results of
the arthroscopic Bankart, Murphy et al27 in a meta-
analysis reported a recurrence rate of 31.2% at a minimum
10-year follow-up. Our recurrence rate of 35% is in line
with that reported in the literature. It is important to
note that in our study, in the Bankart group 4 patients
had an off-track HS lesion, and among 31 cases, �1 poten-
tial risk factor of failure was identified. Regarding the
arthroscopic Latarjet, the recurrent instability rate in
our series was 10%, similar to the 7.7% recurrence rate
found by Davey et al11 in their systematic review of the
long-term results after open Latarjet. Interestingly, in
our series, 75% of all recurrences after arthroscopic Latar-
jet occurred within the first postoperative year. This is in
contrast with the arthroscopic Bankart, where we found
that the results declined over time, with 43% of all recur-
rences happening after the first postoperative year. Over-
all, the arthroscopic Latarjet resulted in a significantly

TABLE 4
Comparison of Postoperative Clinical and Functional Outcomes Between

Arthroscopic Bankart and Arthroscopic Latarjeta

Variable All (N = 80)
Bankart Latarjet

P(n = 40) (n = 40)

Rowe score 84.4 6 24.9 80.1 6 27.5 88.3 6 21.9 .16
WOSI score 348.9 6 459.7 408.9 6 543.8 291.9 6 357.9 .004
SSV score 78.2 6 25.2 74.6 6 27.6 81.3 6 22.4 .26
Degree of instabilityb .11

0 64 (80.0) 30 (75.0) 34 (85.0)
1 7 (8.8) 4 (10.0) 3 (7.5)
2 0 (0.0) 0 (0.0) 0 (0.0)
3 4 (5.0) 2 (5.0) 2 (5.0)
4 5 (6.3) 4 (10.0) 1 (2.5)

aData are presented as mean 6 SD or n (%). Boldface P value indicates statistically significant difference between the arthroscopic Bank-
art and arthroscopic Latarjet groups (P \ .05).

b0 = none; 1 = traumatic; 2 = sports; 3 = activities of daily living; 4 = sleeping/spontaneous. SSV, Simple Shoulder Value; WOSI, Western
Ontario Shoulder Instability Index.

Figure 3. Kaplan-Meier survival curve of recurrences for the
Bankart and Latarjet groups over time. The shaded area indi-
cates the 95% CI. The estimates for the cumulative propor-
tion of stable shoulders at 15-year follow-up were 0.64 for
Bankart patients and 0.90 for patients with Latarjet. Log-
rank test; P = .008.
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lower recurrence rate compared with the arthroscopic
Bankart (P = .009). This finding is supported by previous
comparative studies. Zimmermann et al41 reported recur-
rence in 11% of the patients in the open Latarjet group
and a 41.7% recurrence rate in the arthroscopic Bankart
group. Recently, in a randomized multicenter study, Kuk-
konen et al20 found a higher redislocation rate in patients
undergoing arthroscopic Bankart compared with open
Latarjet (21% vs 2%). Our data are consistent with the lit-
erature, but it is important to highlight that the present
study reported on long-term results and analyzed the
arthroscopic Latarjet, whereas previous comparative stud-
ies were focused on short- and midterm outcomes and
patients were operated on in an open fashion.1 It should
also be noted that, unexpectedly, reinterventions due to
instability were not significantly higher in the arthroscopic
Bankart group. This could be explained because our crite-
ria for failure were strict; also because the majority of
patients in whom the procedure was considered to have
failed had improved their level of stability so as not to
interfere with their activities, so they declined an addi-
tional operation.

Despite this high risk of recurrence, some authors still
consider the arthroscopic Bankart the preferred technique
for anterior instability repair owing to the higher complica-
tion rate associated with the open Latarjet procedure.25 In
the present study, we demonstrated no significant differ-
ence in any treatment-related complications between the
arthroscopic Latarjet and arthroscopic Bankart proce-
dures, which is in contrast to previous analysis. Bokshan
et al4 reported on a cohort of 63 patients treated with
open Latarjet and 2291 patients who underwent arthro-
scopic Bankart. In their study, the authors found a 30-
day complication rate significantly higher in patients
who underwent the open Latarjet procedure compared
with those in the arthroscopic Bankart group (5.5% vs
0.6%). In our series, the overall complication rate, noted
at 15%, was slightly higher than that reported in previ-
ously mentioned studies. This could be related to the fact
that we considered stiffness a complication, which occurred
in 12.5% of the patients in both groups. In fact, only 1
major complication occurred in a patient in the arthro-
scopic Latarjet group, a transient musculocutaneous nerve
palsy. Moreover, no revision surgery due to complications
was required. This low risk of complications may be related
to the arthroscopic approach. However, to our knowledge,
this is the first study reporting the long-term results of
the arthroscopic Latarjet procedure. Thus, further studies
are needed to support this hypothesis.

On the other hand, Warth et al37 considered that one of
the greatest concerns in patients undergoing surgery for
anterior shoulder instability is the ability to return to
sports. In our series, .50% of the patients returned to
their previous sport in both techniques. However, the level
of competition at which they returned was significantly
better in the Latarjet group: of patients initially enrolled
in a sports activity level �2, 22 out of 24 patients (91.7%)
in the Latarjet group and 16 out of 26 patients (61.5%) in
the Bankart group returned to activity level �2 at the final
follow-up. Several studies have compared return-to-play

outcomes between the Latarjet and Bankart procedures,
showing inconsistent results. Kukkonen et al20 found in
a multicenter randomized study that only 9% of patients
were able to return to previous sport after arthroscopic
Bankart, whereas 56% of patients were able to return to
play after open Latarjet. In contrast to these findings,
a matched-cohort study performed by Blonna et al3 found
that return to sports and postoperative activity level was
better in the arthroscopic Bankart group compared with
the open Latarjet group, although an overall return-to-
sports rate of 80% was observed. This discrepancy may
be related to the fact that heterogeneous populations are
usually analyzed, encompassing patients enrolled in dif-
ferent types of sports and sports categories, from amateur
to professional. In a recent comparative study performed
exclusively in athletes, Hurley et al18 found no significant
differences in return to sports between patients after
arthroscopic Bankart versus open Latarjet (88.3% vs
93.5%). However, as shown in our study, a trend toward
a higher return-to-sport rate was found in patients who
underwent arthroscopic Latarjet. An alternative explana-
tion to the disparity in return-to-sport rates is the fact
that different approaches can be used when performing
a Latarjet. More specifically, our series reports for the
first time the return-to-sports rate after an arthroscopic
Latarjet procedure, and it cannot be dismissed that con-
ducting the procedure arthroscopically may have influ-
enced the final results. In addition, most of our patients
were not professionals. Therefore, willing rates of return
to sport may be lower than those in professional athletes
and, with that, the number of patients going back to
sports.

The consequences of these findings may be relevant
since we have found that the arthroscopic Latarjet proce-
dure obtains better long-term outcomes without any
greater risk of complications. To our knowledge, no studies
comparing results of arthroscopic Bankart and Latarjet
procedures at a minimum 10-year follow-up exist, and
there is no information regarding the long-term outcomes
of arthroscopic Latarjet. Moreover, when attempting to
compare outcomes between Bankart and Latarjet, most
studies are not controlled for preoperative features. This
may be related to the fact that the indications for the pro-
cedures differed based on bone loss, risk factors, and sur-
geon preference.34 Traditionally, the arthroscopic
Bankart is chosen for patients with soft tissue lesions with-
out or with minimal bone loss, whereas the Latarjet is indi-
cated in those patients with recurrent shoulder dislocation
and significant bone loss or as a revision procedure after
a failed Bankart.10 However, since revision surgery is
adverse to clinical outcomes,14 the first operation should
be chosen wisely. Overall, in our series, the arthroscopic
Latarjet offered better long-term failure-free survival
rates. In addition, despite being a nonanatomic procedure,
the arthroscopic Latarjet did not show a higher complica-
tion rate. Given the high rates of failure of the arthroscopic
Bankart repair, the arthroscopic Latarjet should be consid-
ered a primary procedure for recurrent anterior shoulder
instability in patients without significant bone loss but
associated risk factors.
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Limitations and Strengths

This study presents some limitations. First, although this
was a retrospective analysis of prospectively collected
matched data, the patients were not randomized. Thus,
a potential selection bias exists. However, patients with
anterior glenoid defect or large HS lesions have a higher
risk of recurrence with Bankart repair according to the lit-
erature and may be better suited with a glenoid bone aug-
mentation procedure.12 Therefore, it would be unethical to
subject these patients to a randomized trial. In addition,
when the recruitment was started, the glenoid track con-
cept had not been described or used as surgical criteria.
Thus, we have compared patients who were good candi-
dates for an arthroscopic Bankart repair with patients
treated with a Latarjet procedure. In addition, all patients
were matched for preoperative features, thus reducing
potential selection bias. Moreover, the glenoid track was
restored in 87.5% of the patients undergoing a Latarjet
procedure, turning preoperative off-track HS into on-track,
thus, comparable with those in whom a Bankart procedure
was performed.

This study also has strengths. First, 2 matched homoge-
neous samples were analyzed. In addition, all revision sur-
geries were excluded, and only primary cases were
analyzed, increasing the generalizability of the results.
Moreover, all surgeries were performed arthroscopically
by the same senior and high-volume Latarjet surgeon,
thus reducing potential bias related to experience or learn-
ing curve and variability between surgeons. Therefore,
external validity may be ensured in terms of both patient
population and surgical technique.

CONCLUSION

In this study, the arthroscopic Latarjet was associated
with a significantly lower recurrence rate and better post-
operative WOSI score and sports activity level at long-term
follow-up compared with the arthroscopic Bankart, with-
out any greater risk of complications.

ORCID iDs

Cristina Delgado https://orcid.org/0000-0003-2166-8264

Natalia Martı́nez-Catalán https://orcid.org/0000-0001-7881-

5873

Gonzalo Luengo-Alonso https://orcid.org/0000-0003-3516-5043

Emilio Calvo https://orcid.org/0000-0002-6054-6078

REFERENCES

1. Bessière C, Trojani C, Carles M, Mehta SS, Boileau P. The open

Latarjet procedure is more reliable in terms of shoulder stability than

arthroscopic Bankart repair. Clin Orthop Relat Res. 2014;472(8):

2345-2351.

2. Bhatia S, Frank RM, Ghodadra NS, et al. The outcomes and surgical

techniques of the Latarjet procedure. Arthroscopy. 2014;30(2):227-235.

3. Blonna D, Bellato E, Caranzano F, Assom M, Rossi R, Castoldi F.

Arthroscopic Bankart repair versus open Bristow-Latarjet for shoul-

der instability: a matched-pair multicenter study focused on return

to sport. Am J Sports Med. 2016;44(12):3198-3205.

4. Bokshan SL, DeFroda SF, Owens BD. Comparison of 30-day morbid-

ity and mortality after arthroscopic Bankart, open Bankart, and

Latarjet-Bristow procedures: a review of 2864 cases. Orthop J Sports

Med. 2017;5(7):2325967117713163.

5. Burkhart SS, De Beer JF. Traumatic glenohumeral bone defects and

their relationship to failure of arthroscopic Bankart repairs: signifi-

cance of the inverted-pear glenoid and the humeral engaging Hill-

Sachs lesion. Arthroscopy. 2000;16(7):677-694.

6. Butt U, Charalambous CP. Complications associated with open cor-

acoid transfer procedures for shoulder instability. J Shoulder Elbow

Surg. 2012;21(8):1110-1119.

7. Calvo C, Calvo J, Rojas D, Valencia M, Calvo E. Clinical relevance of

persistent off-track Hill-Sachs lesion after arthroscopic Latarjet pro-

cedure. Am J Sports Med. 2021;49(8):2006-2012.

8. Calvo E, Delgado C. Management of off-track Hill-Sachs lesions in

anterior glenohumeral instability. J Exp Orthop. 2023;10(1):30.

9. Calvo E, Granizo JJ, Fernandez-Yruegas D. Criteria for arthroscopic

treatment of anterior instability of the shoulder: a prospective study. J

Bone Joint Surg Br. 2005;87(5):677-683.

10. Calvo E, Luengo G, Morcillo D, Foruria AM, Valencia M. Revision

arthroscopic Bankart repair versus arthroscopic Latarjet for failed pri-

mary arthroscopic stabilization with subcritical bone loss. Orthop J

Sports Med. 2021;9(5):23259671211001809.

11. Davey MS, Hurley ET, Kilkenny C, Anakwenze OA, Klifto CS, Mullett

H. Long-term outcomes of anterior shoulder instability treated with

open Latarjet procedure—a systematic review of outcomes at a min-

imum 15-year follow-up. Shoulder Elbow. 2024;16(1):8-14.

12. Di Giacomo G, Itoi E, Burkhart SS. Evolving concept of bipolar bone

loss and the Hill-Sachs lesion: from ‘‘engaging/non-engaging’’ lesion

to ‘‘on-track/off-track’’ lesion. Arthroscopy. 2014;30(1):90-98.

13. Dumont GD, Fogerty S, Rosso C, Lafosse L. The arthroscopic Latar-

jet procedure for anterior shoulder instability: 5-year minimum follow-

up. Am J Sports Med. 2014;42(11):2560-2566.
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