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Background: There is a lack of information regarding the reasons why patients do not return to sports after an arthroscopic
Bankart repair and whether there is a relationship between return to sports and functional outcomes.

Purpose: To evaluate the reasons why competitive athletes who underwent arthroscopic Bankart repair did not return to sports
and whether there was a relationship between returning to sports and postoperative outcome scores and complications.

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

Methods: Of 217 competitive athletes who underwent arthroscopic Bankart repair for isolated anterior glenohumeral instability
between June 2014 and December 2017, a total of 208 athletes (96%) were evaluated at minimum 2-year follow-up. Return to
sports, the level of sports achieved, and the time between surgery and return to competition were assessed, and patients who did
not return to sports were asked to provide the reasons for cessation. The Rowe score and the Athletic Shoulder Outcome Scoring
System (ASOSS) were used to assess functional outcomes. Recurrences, reoperations, and complications were also evaluated.

Results: The mean patient age was 24 years (range, 18-30 years), and the mean follow-up was 44 months (range, 24-90 months).
Of the 208 athletes, 73% were able to return to sports (65% returned to their preinjury level), and 27% did not return to sports. Of
those who did not return, the most frequent reasons were fear of reinjury (44%), lack of confidence in their shoulder (12%), and
concern about a new rehabilitation process in case of recurrence (10%). The Rowe and ASOSS scores showed significant
postoperative improvement in all patients (P < .001), with no significant differences between the 2 study groups at the final follow-
up. There were 21 recurrences (10%) and 5 complications (2.4%), and 11 patients (5.3%) underwent revision surgery, with no
significant differences in these rates between the groups.

Conclusion: Of patients who did not return to sports, 74% left for a reason independent of shoulder function, with the most
frequent causes being fear of reinjury and a concern about new rehabilitation process. Neither outcome scores nor complications
varied significantly between patients who returned and those who did not return to sports.

Keywords: glenohumeral instability; return to sports; Bankart; athletes

Glenohumeral instability is a frequent problem among
young competitive athletes, especially those involved in
contact and overhead sports such as handball, baseball, and
martial arts.5,11 Anterior glenohumeral instability is the
main cause of sports absenteeism after shoulder injuries
and may leave the athlete out of competition for 6 to
8 months.5,11

The treatment of choice in competitive athletes without
significant bony defects is arthroscopic capsulolabral

repair (Bankart procedure).13,26 In general, Bankart
repair is associated with excellent outcome scores and a
low complication rate.12,18 However, studies have
reported return to play rates ranging between 48% and
100%.1,15,25 Because sports training as well as competi-
tion is a major activity or focus of interest among most
young competitive athletes, such highly variable rates
pose a relevant clinical problem.1,15,25

Although numerous studies have evaluated return to
sports results after Bankart repair, the only commonly eval-
uated variables are the rate of return to sports, the level
achieved by athletes after surgery, and the time elapsed
between the procedure and return to competition.1,15,16
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However, the reasons why patients do not return to sports
have been scarcely addressed in the literature.

The purpose of this study was to evaluate the reasons
why competitive athletes treated using an arthroscopic
Bankart repair did not return to sports and whether there
was a relationship between the rate of return to sports and
the postoperative patient outcomes. We hypothesized that
most athletes who did not return to sports would have rea-
sons independent of their shoulder function and that out-
come scores and complications would not vary significantly
between athletes who returned and those who did not.

METHODS

This was a retrospective comparative cohort study. The
study protocol was approved by the local ethics committee
of our institution, and all patients provided written
informed consent to participate in this investigation.

A total of 280 competitive athletes underwent arthro-
scopic Bankart repair for isolated anterior instability at our
institution between June 2014 and December 2017. The
inclusion criteria for this study were participation in com-
petitive athletics, age <30 years, and at least 1 instability
episode (defined as a subluxation or dislocation with spon-
taneous reduction or complete dislocation requiring a
reduction) as an indication for Bankart repair.

Exclusion criteria were large bony Bankart lesions (bony
defects >20% on the anteroinferior portion of the glenoid),
engaging Hill-Sachs lesions, humeral avulsion of the gleno-
humeral ligament lesions, associated superior labral
anterior-posterior lesions, posterior labral tears, rotator
cuff injuries, previous surgery on the same shoulder, ante-
rior or inferior hyperlaxity, and multidirectional
instability.

Evaluation

Preoperative and postoperative evaluations consisted of
patient-reported outcome measures and a physical exami-
nation performed by a shoulder fellow who did not partici-
pate in the surgical procedure (I.P.). Instability was
evaluated using apprehension and relocation tests per-
formed at the preoperative evaluation and at the last
follow-up. Anterior hyperlaxity was defined as external
rotation >90� with arms at the side (reaching in the frontal
plane), and inferior laxity was determined through use of
the Gagey hyperabduction test.7,10

Radiography and magnetic resonance imaging were per-
formed in all patients preoperatively. If, during these stud-
ies, bony defects were suspected, computed tomography
was ordered to evaluate the magnitude of defects. Patients

were considered competitive athletes if they fulfilled all 4
criteria of Araújo and Scharhag3: (1) training in sports aim-
ing to improve their performance; (2) actively participating
in sports competitions; (3) formally registered in a local,
regional, or national sports federation as a competitor; and
(4) having sports training and competition as their major
activity or focus of interest. Patients who did not fulfill
these criteria were considered recreational athletes.

The distinctive types of shoulder-dependent sports were
subdivided in an analog manner according to Allain et al2:
noncollision/nonoverhead sports, high-impact/collision
sports, overhead sports, and martial arts sports.

Pre- and postoperatively, patients completed the Rowe
score22 and the Athletic Shoulder Outcome Scoring System
(ASOSS).23 The ASOSS measures subjective, shoulder-
dependent, sport-specific perceptions of pain, instability,
muscular strength and endurance, intensity, and profi-
ciency level, with percentage scores compared with condi-
tions before injury (defined as 100%). Clinical outcomes
were also assessed using the minimal clinically important
difference (MCID) for the Rowe score, defined as an
increase from baseline of at least 9.7 points.20

Patients were contacted by telephone and then examined
at a minimum follow-up of 24 months. Postoperatively,
patients were asked whether they had been able to practice
sports again and whether they had been able to perform
their sports at the same level as before the injury. Patients
who did not return to sports were asked to give their rea-
sons for cessation. The determination of recurrences was
made via a review of the electronic clinical records of the
patients and an interview with and physical examination of
the patients at the last follow-up visit. We defined recur-
rence as the presence of dislocation or a subluxation event
that limited activities or sports.

Surgical Technique

The surgical technique for all cases in this series was an
anterior arthroscopic stabilization performed with the
patient in the lateral decubitus position under combined
general endotracheal and regional anesthesia. All athletes
underwent primary arthroscopic anterior glenohumeral
stabilization surgery for anterior shoulder instability that
entailed a knotted anchor technique using simple sliding
knots. The labral edge was debrided after complete libera-
tion and release of the capsulolabral ligament beyond the 6-
o’clock position. Then, the anterior and inferior glenoid rim
and neck were lightly abraded using a shaver. Typically, 3
anchors with No. 2 nonabsorbable sutures (CrossFT;
ConMed) were placed on the cartilage edge of the glenoid
surface (mean, 3.2 anchors; range, 2-4 anchors). The first
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anchor was placed in the inferior area of the anterior glen-
oid rim below the 5-o’clock position. Additional anchors
were placed in a similar manner at both the 3- and the
4-o’clock positions. Capsular plication was performed,
starting 1 hour inferior to the anchor placement and lateral
depending on capsular laxity, between 5 and 15 mm, to
create superior tensioning of the inferior glenohumeral lig-
ament and eliminate inferior capsular redundancy. Once
the sutures were placed in the correct position, they were
secured using sliding knots. No patients in this series were
treated using a posterior-inferior capsulolabral repair,
rotator interval closure, superior labral anterior-posterior
lesion repair, or remplissage.

Rehabilitation

A standardized postoperative physical therapy and rehabil-
itation program was used. The arm was supported in a sling
for 4 weeks. After 1 week, patients began supervised gentle
physical therapy consisting of gradual passive range of
motion (ROM). Active-assisted ROM exercises were started
2 weeks after surgery. When the patient could perform
active forward elevation above the shoulder level, strength-
ening exercises were started. Running was authorized at 8
weeks. Return to sports was allowed when the patient was
pain-free without apprehension, full shoulder ROM had
been achieved, and shoulder strength was the near the
same as before the injury.

Statistical Analysis

Continuous variables are expressed as means and standard
deviations, and results were compared between groups
using the t test or Mann-Whitney U test if there were non-
normal distributions. The normality of distribution was
tested using the Shapiro-Wilk test. Categorical variables
are presented as absolute and relative frequencies. To com-
pare the proportions of the categorical variables between
the groups, the chi-square test or the Fisher exact test was
used according to the assumptions. The statistical analysis

was performed using STATA MP Version 14 (Stata Corpo-
ration). Statistical significance was set at P < .05.

RESULTS

A total of 63 patients was excluded because they did not
meet the inclusion criteria, and 9 patients were lost to
follow-up. Thus, the final analysis entailed 208 patients
(96% follow-up) (Figure 1).

The mean follow-up was 44 months (range, 24-90 months).
The study included 176 male athletes (85%) and 32
female athletes (15%). The mean age of the 208 patients
at the time of surgery was 24 years (range, 18-30 years).
Of the 208 arthroscopic stabilizations, 120 (58%) involved
the dominant arm. Comparative details of patients who
returned and did not return to sports are summarized in
Table 1.

Overall, 151 patients (73%) were able to return to sports,
and 136 (65.3%) returned at the same level as before the
injury. The mean time to return to sports was 5.4 months
(range, 5-7 months). Regarding the reasons for sports ces-
sation, 74% of patients who did not return to sports cited
reasons independent of their shoulder function, and 26% of
the patients reported not returning for reasons associated
with their shoulder disorders. The reasons for sports cessa-
tion are reported in Table 2.

No significant difference in shoulder ROM was found
between preoperative and postoperative results (Table 3).
The Rowe score and ASOSS score showed statistical
improvement after surgery (P < .001). Specifically, the
Rowe score increased from a preoperative mean of 45.1
points to a postoperative mean of 95.2 points (P < .01).

Figure 1. Flow diagram of the included patients. SLAP, supe-
rior labral anterior-posterior.

TABLE 1
Patient Characteristicsa

Variable

Returned to
Sports

(n ¼ 151)

Did Not
Return
(n ¼ 57)

P
Value

Age, y, mean (range) 23.9 (17-30) 24.7 (16-30) .54b

Dominant arm affected 87 (58) 33 (58) .85c

Follow-up, mo 40 ± 18 38 ± 17 .80b

Competitive athlete 80 (53) 29 (51) .80c

Sport type
Noncollision/nonoverhead 58 (38.5) 23 (40.3)
High-impact/collision 52 (34.5) 19 (33.3)
Overhead 35 (23) 12 (21.3)
Martial arts 6 (4) 3 (5)

Preoperative evaluation
Rowe score 45 ± 13 42 ± 14 .51b

ASOSS score 52 ± 3 51 ± 5 .21b

Forward flexion, deg 166 ± 5 169 ± 4 .19b

External rotation in
adduction, deg

63 ± 3 60 ± 4 .13b

aData are reported as n (%) or mean ± SD unless otherwise
indicated. ASOSS, Athletic Shoulder Outcome Scoring System.

bt test.
cw2 test.
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We found that 96% (145/151) of athletes returning to sports
and 93% (53/57) of athletes not returning to sports achieved
a clinically significant improvement that exceeded the
MCID for the Rowe score. The ASOSS score improved sig-
nificantly from a preoperative mean of 52.1 to a postopera-
tive mean of 88.8 (P < .001). The final Rowe score and the
final ASOSS score did not change significantly between the
groups at the final follow-up (Table 3).

We noted 21 recurrences (10%) and 5 complications
(2.4%). A total of 11 patients (5.3%) underwent revision
surgery. Regarding complications, there were 2 cases of
biceps tendinitis, 2 cases of subacromial bursitis, and 1 case
of postoperative stiffness. In all patients, symptoms
resolved via physical therapy. No significant differences
were seen in the rate of recurrence, complications, or revi-
sion between the groups (Table 3).

DISCUSSION

There were 3 main findings of our study. First, although we
found excellent shoulder outcome scores after arthroscopic
Bankart repair, a considerable number of athletes did not
return to sports. Second, most athletes left sports for a reason
independent of shoulder function, with the 2 most frequent
reasons being fear of reinjury and concern about a new reha-
bilitation process in case of recurrence. Third, neither out-
come scores nor complications varied significantly between
patients who returned to sports and those who did not.

Currently, the majority of the evidence regarding return
to sports after arthroscopic Bankart repair has been
focused on how many athletes return to sports, the level
of competition reattained, and the time elapsed between
surgery and return to sports.1,15,17,18 Memon et al17 ana-
lyzed 34 studies, reporting an 81% pooled rate of return to
sports at any level and a 66% rate of return to preinjury
level at a mean of 7.9 months. Ialenti et al15 reported that
90.5% of the athletes returned to sports after arthroscopic
Bankart repair and 71% returned to their preinjury level at
a mean of 8 months. Kasik et al16 analyzed adolescent ath-
letes after arthroscopic Bankart repair, showing an 89.2%
rate of return to sports at any level, with 79.8% of patients

returning to their preinjury levels of competition. Finally,
Murphy et al18 and Harris et al14 analyzed long-term out-
comes of arthroscopic Bankart repair with a minimum of
10- and 5-year follow-up, respectively, and reported return
to sports rates of 74% and 77.6%, respectively. Similarly, our
results were in line with the reported data, wherein 73% of
the patients were able to return to sports and 65.3%
returned at the same level as before the injury. The mean
time to return to sports was 5.4 months. However, there is a
lack of evidence regarding the reasons why some athletes did
not return to sports after arthroscopic Bankart repair.

Tjong et al25 evaluated the factors affecting 25 patients’
decision to not return to sports after an arthroscopic Bank-
art repair. Those authors reported that the most common
reasons for cessation were fear of reinjury, shift in priority,
mood, social support, and lack of motivation. Similarly,
Plath et al21 reported that most of their athletes did not
return to sports after arthroscopic Bankart repair because
of non–shoulder related reasons and because they were
concerned about sustaining a further injury to the shoul-
der. In our series, 74% of the athletes did not return to
sports for reasons unrelated to the shoulder. Specifically,
when athletes were asked why they did not return to sports,
most of them indicated fear of reinjury and concerns about
a new rehabilitation process in the event of a new injury.
Several studies have highlighted the influence of psychoso-
cial factors on functional outcomes and return to sports
after an anterior cruciate ligament (ACL) injury.4,6,8,9,19,24

A systematic review by Czuppon et al8 analyzed the
variables associated with return to sports after ACL
reconstruction, finding that lower kinesiophobia or fear
of reinjury, higher athletic confidence, higher preopera-
tive knee self-efficacy, and higher preoperative self-
motivation were associated with return to sports.
Similarly, a recent systematic review by Ardern et al4

found that positive psychological responses, including
motivation, confidence, and low fear, were associated
with a greater likelihood of returning to sports. Finally,
a systematic review by Everhart et al9 revealed that psy-
chological factors, such as self-confidence, optimism, self-
motivation, social support, and athletic self-identity, have

TABLE 2
Reasons Why Patients Did Not Return to Sports

(n ¼ 57 Patients)

Reason for Sports Cessation n (%)

Independent from shoulder function 42 (74)
Fear of reinjury 25 (44)
Concern about new rehabilitation process 6 (10)
Lack of time (family, work, university) 5 (9)
Change in priorities and personal interest 5 (9)
Associated injuries 1 (2)

Dependent on shoulder function 15 (26)
Lack of confidence in their shoulder 7 (12)
Shoulder discomfort with sports 6 (10)
Persistent instability 1 (2)
Pain with sports 1 (2)

TABLE 3
Comparative Outcomes Between Patients Who Returned

and Did Not Return to Sportsa

Variable

Returned
to Sports
(n¼ 151)

Did Not
Return
(n ¼ 57)

P
Value

Change in ASOSS score 35.7 ± 9 37.7 ± 9 .325
Change in Rowe score 48.1 ± 11 50.1 ± 11 .472
Postoperative forward flexion, deg 166.6 ± 4 168.3 ± 3.3 .74
Postoperative external rotation

in adduction, deg
64.2 ± 2.2 61.9 ± 2.4 .11

Recurrences 16 (10.6) 5 (8.7) .697
Complications 4 (2.6) 1 (1.8) .532
Revisions 8 (5.3) 3 (5.3) .896

aValues are expressed as n (%) or mean ± SD. ASOSS, Athletic
Shoulder Outcome Scoring System.
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been predictive of ACL reconstruction outcomes. Overall,
all of these studies show that after a severe injury, an
athlete must be not only physically but also psychologi-
cally ready to return to sports. Consequently, apart from
evaluating physical function, it is essential to address
other factors such as fear, lack of confidence, and pres-
sure from family and club authorities, which may hinder
return to sports after arthroscopic Bankart repair.
Shoulder surgeons need to acknowledge that psychoso-
cial factors might play a significant role in determining
return to sports outcomes.

Regarding outcome scores, both the Rowe and the
ASOSS scores showed excellent postoperative outcomes,
and thereby they could not explain why some athletes did
not return to sports. This was reflected in our study in 2
ways: first, only 26% of the athletes reported not returning
to sports because of shoulder-related causes. Second, the
final outcome scores of those who returned to sports com-
pared with those who did not return were similar. The same
occurred with complications and reoperations. In our study,
10% of patients had recurrences, 2.4% had complications,
and 5.3% underwent revision surgery. We found no signif-
icant differences in any of the 3 variables between patients
who returned to sports and patients who did not return. We
consider that the findings of our study are very relevant
because they show that patients who did not return to
sports had reasons independent of the shoulder, given that
functional outcome scores and complications did not vary
significantly between athletes who returned to competition
and those who did not.

Limitations

This study has some limitations that should be mentioned.
First, it is a retrospective study and has all the inherent
limitations of this type of study. Second, all the athletes
evaluated were competitive athletes. Although this popula-
tion was chosen intentionally to homogenize the evaluated
cohort, the results obtained may be different for recrea-
tional athletes. Third, we did not carry out a subanalysis
regarding the relationship between the patients who did
not return and the type of sports because we did not have
enough patients. It is possible that the percentage of
patients who do not return varies according to the demand
imposed on the shoulder to practice each sport. However,
we believe that this may influence the level of sports
achieved more than the overall percentage of return
because, as our study and previous studies have demon-
strated, the majority of patients who do not return to sports
cite reasons independent of the shoulder. Fourth, as this is
a retrospective study, it could be subject to a recall bias
related to the presence of recurrence because patients’
recollections are not fully reliable, particularly as an event
becomes more remote in time.

CONCLUSION

Although Bankart repair produces excellent outcome
scores in competitive athletes, a considerable number of

patients do not return to sports. We found that 74% of
patients left sports for a reason independent of the shoul-
der, with the 2 most frequent causes being fear of reinjury
and concern about a new rehabilitation process in case of
recurrence. Neither outcome scores nor complications var-
ied significantly between patients who returned and those
who did not return to sports.
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