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INTRODUCTION:  Arthroscopic  Bankart  revision  after  recurrent  shoulder  dislocation  is  still  a  matter  of
discussion.  Several  factors  are  contributing  to this  injury.  Recently  the  development  of all  suture  anchors
has  grown  in  popularity  in  arthroscopic  stabilization.  It was  proven  to  preserve  bone  stock,  smaller  in
size thus  more  anchors  can be  made.
PRESENTATION  OF  CASE:  We  presented  a case  of 27-year-old  woman  with  recurrent  anterior  dislocation
after  seven  years  of arthroscopic  Bankart  repair.  Seven  years  before,  we performed  Bankart  repair  using
three  2.8  mm  fiber-wire  anchor  (FASTak® (Arthrex,  Karsfield  Germany)).  For  the  revision  surgery  we
performed  arthroscopic  revision  using  four  all suture  anchor  technique  (Y-Knot® Flex  All-Suture  Anchor,
1.3  mm  – One  strand  of  #2  Hi-Fi® (Conmed,  New  York)).
DISCUSSION:  From  preoperative  and  intraoperative  assessment,  we  found  no  anchor  failure  and  no mas-
sive  bony  lesion.  To  preserve  the  bone  stock  we  insert  four  all suture  anchors  between  the  old  anchor.

One  year  post-operative  follow  up showed  that  patient  could  gain  normal  range  of  movement.  No  early
or  late  complications  were  observed.
CONCLUSION:  Compared  to  the  conventional  metallic  anchor,  all suture  anchor  has  the same  biomechan-
ical  strength.  Moreover  due  to its relatively  small  size,  it can  reserve  bone  stock  and  more  anchors  can
be made  thus  adding  more  stability  to  the shoulder.

©  2021  The  Authors.  Published  by  Elsevier  Ltd  on behalf  of IJS  Publishing  Group  Ltd.  This  is  an  open
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1. Introduction

Recurrent shoulder dislocation after arthroscopic Bankart repair
is still a matter of discussion. The recurrence rate varies between
four to fourteen percent in the general population. Most of the
recurrences occur in the first year after the arthroscopic repair and
in traumatic injury [1].

A lot of study tried to divine the risk factors of recurrent dislo-
cation. Shibata et al. mentioned several factors which contributes
to recurrent dislocation. Re-injury of the first year, large Hill’s-
Sach lesion and less than four suture anchors are the factors of
re-dislocation after arthroscopic Bankart’s repair (ABR). Another
study stated that the age of the patient, mechanism of injury and
glenoid and humeral defects are the causes [2]. These risk factors
contribute to the pathomechanism of the injury, thus no consen-
sual treatment has been established in term of algorithm for these

entity.

The choice of suture anchor has very important role. There are
multiple design and composition of glenoid anchors. Tradition-
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lly, surgical repair of shoulder instability was achieved by using
olid suture anchor. As minimally invasive technique for upper
xtremity surgery become more widely embraced suture anchor
xation become more important. All suture anchor has been devel-
ped recently with several potential advantages over conventional
uture anchor. The main proposed advantage is preservation of host
one through the use of smaller pilot hole hence more number of
nchors can be placed in the glenoid [3]. Multiple design and mate-
ials used to form the anchor. Polyether ether ketone, ultra-high

olecular weight poly ethylene (UHMWPE) which was proven to
ave higher resistance to break compares to metal based suture [4].
e present a re-dislocation of right shoulder with history of arthro-

copic Bankart repair seven years before, on which previously we
sed the 2.8 mm fiber-wire anchor (FASTak® (Arthrex, Karsfield
ermany)) to repair the Bankart lesion, and revising it using the
.3 mm all suture anchor (Y-Knot® Flex All-Suture Anchor, 1.3 mm

 One strand of #2 Hi-Fi® (Conmed, Newyork)).

. Presentation of case
A 27-year-old woman experience right shoulder dislocation
fter trying to hold on a ladder grip several weeks before the out-
atient clinic visit. The patient was  a cardiologist resident, she did
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not practice professional sports. Seven years before, she under-
went arthroscopic Bankart repair with 3 suture anchor using 2.8
mm suture anchor FASTak® (Arthrex, Karsfield Germany) due to a
significant trauma that caused her shoulder to dislocate.

Upon physical examination of the right shoulder we found posi-
tive apprehension test, positive relocation test and positive anterior
drawer test. Meanwhile on computed tomography scan we found
small and non-engaging Hill’s-Sach lesion. On magnetic resonance
imaging, we found that there was detachment in anterior inferior
glenoid labrum yet intact parts on rotator cuff tendon and pos-
teroinferior labrum area.

The patient was operated under general anesthesia in a beach
chair position. Three standard portals were used. A standard poste-
rior portal was created as a viewing portal and we  made additional
anterosuperior portal (upper rotator cuff interval), anteroinferior
portal (above upper border of subscapularis tendon). First, we  per-
formed diagnostic arthroscopic in the arteroinferior glenoid rim.
We mobilized the capsulolabral complex with periosteal eleva-
tor. The glenoid neck is then debrided with rasp. Footprint of the
labrum attachment and the glenoid is prepared until the denuded
surface bleeds and facilitate bone to capsule healing. The capsulo-
labral structure was ruptured from 3 clock to 5 clock direction.
No suture failure nor additional lesions was found, such as rotator
cuff tears or superior Labral Antero-Posterior lesion (SLAP lesion).
We use 70◦ scope to better evaluate the anteorinferior glenoid rim
and its capsulolabral attachment (Fig. 1). We  mobilized the cap-
sulolabral complex with periosteal elevator. The glenoid neck is
then debrided with rasp. Footprint of the capsule attachment to
the glenoid is prepared until the denuded surface bleeds and facili-
tate bone to capsule healing. The most inferior anchor was placed in
05.30 clock position. The drill hole and anchor placed 2 mm on the
glenoid surface to achieve appropriate restoration of the labrum.
Drill guide was inserted through anteroinferior portal and the first
suture anchor was inserted through the drill guide. The anchor
was started by hand to make sure it is seated properly before it
was impacted to the final position. The anchor was  then pulled
back to expand and make a seat inside the bone tunnel. The repair
suture was then retrieved. A handheld grasper was inserted to
shift and stabilize capsule meanwhile a shuttling device penetrated
lateral to glenoid and inferior to anchor. Capsulolabral complex
was then reduced to the glenoid with the help of the grasper.
The repair suture was placed into wire loop, shuttled into soft tis-
sue, and exits out through anteroinferior portal. A 25◦ angulated
shuttling device is then inserted through interoinferior cannula
and capsule is penetrated lateral to glenoid and inferior to anchor.
Grasper was used to stabilize the tissue while shuttling device was
passed through labrum, intra-articular again between osteochon-
dral junction of the glenoid medially and labrum ring laterally. The
capsulolabral complex can be reduced to glenoid rim with grasper
through anteroinferior portal. The repair suture is put into wire
loop shuttled into soft tissue and exist through anteroinferior por-
tal. For the self-locking mechanism, the repair suture is passed back
to anteroinferior portal. The repair suture passed through the end
of shuttle suture and the free end of shuttle suture is pulled until the
repair suture pass back into self-locking mechanism of the anchor.
The self-locking mechanism is buried through bone tunnel. After
that, using mini-suture cutter, the free suture end is cut, making it a
knotless construct. We  were using Y-Knot® Flex All-Suture Anchor,
1.3 mm – One strand of #2 Hi-Fi®. The process was  repeated three
times more from inferior to anterior direction 5.30, 4.30, 3.30 and
2.30 clock position. Four implants were used.

Following the surgery, the patient was kept in a shoulder sling

for three weeks. Patient could do gentle passive motion, limited
external rotation and pendulum exercise as tolerated after three
weeks. In the sixth weeks after the surgery, sling was removed, and
full passive range of motion exercise was permitted. At 6–7 weeks

m
b
l
G

292
PEN  ACCESS
International Journal of Surgery Case Reports 79 (2021) 291–294

atient was  encouraged to do closed chain exercise and isometric
xercise. Rotator cuff exercise begun at twelve weeks after surgery
nd sport participation began at 6 months after surgery.

After two  years follow up, there is no complications. Patient also
id not complain any pain or instability when doing daily activity.
his work has been reported in line with SCARE criteria [5].

. Discussion

Recent studies showed that recurrence rate for shoulder dis-
ocation after arthroscopic Bankart repair varies from 4 to 19%

ith mean follow up ranging from 5.5–13.3 years [1,2]. Half of
he patient with recurrent dislocation had traumatic injury priory
6]. In our case, the patient had recurrent dislocation after seven
ears of the first arthroscopic Bankart repair. This is not in accor-
ance with Shibata et al. who  proposed that re-injury that occur
ithin one year after the first ABR was one of re-dislocation factor

n post arthroscopic Bankart repair. Moreover, Shibata explained
hat re-dislocation rates tend to decrease over time [1]. According
o Aboalata et al., gender and hand dominance are not significantly
elated to the risk of re-dislocation. On the other hand, she was
0 years old at the first arthroscopic Bankart repair. Age less than
0 was significantly related to the risk of recurrent dislocation.
esides, the re-dislocation rate drops significantly with advance-
ent of age [2].

Several anatomical conditions that greatly contribute to the re-
islocation after ABR were large Hill’s-Sach lesion (lesion surface
rea more 250 mm3) and large glenoid bone defect (more than 20%)
ut in this case the bony lesion is less than 20%.

Patient was  going down on a ladder when she slipped off and
er right arm was trying to hold her body from falling down. Her
ight arm was  abducted and externally rotated while handholding
he ladder grip. This is in accordance with Sheehan et al. who  pro-
osed that anterior dislocation most commonly involving indirect
echanism and most often due to sudden load to the arm with

arying degree of extension, abduction and external rotation [7].
he contact of humeral head and glenoid is about 30%. Therefore,
he joint has limited osseous constrain and the primary stability
s due to the soft tissue components. This fact allows a very large
ange of motion. On the other hand, it also predisposes to subluxa-
ion and dislocation as well. The labrum especially the anterior part
ad key role in anteroposterior stability as it deepens the glenoid
avity up to 50%. This explains why  recurrent dislocation occurs in

 detached labrum [8].
Arthroscopic Bankart repair has advanced to provide safer and

tronger fixation for anterior shoulder fixation. Back in the past,
urgical repair of shoulder instability is achieved using solid suture
nchor. The all suture anchor has grown in popularity recently due
o the advantageous. Y knot all suture anchor is a suture-based
nchor. This anchor typically have a 1–3 mm wide sleeve of suture
aterial (braided polyester) through which the suture is passed.

his design influence the shape of the anchor when it is tight-
ned [4]. Herein, we  will explain the advantageous of using all
uture anchor technique. First is the small size of the anchors which
nable multiple point of fixation without bone removal, second is
he anchor material which is small and strong, and last is the ability
o tension the repair under direct visualization using grasper and
notless construct.

Healing of labral to bone requires a device that allows the teared
abrum part to strongly fixed to the bone during healing phase
approximately 12 weeks). If the fixation is not secured and does not
aintain the strength until the labral is completely healed to the
one, failure might occur [9]. Previously, we  repaired the Bankart

esion using 2.8 mm fiber-wire anchor (FASTak® (Arthrex, Karsfield
ermany)). On our arthroscopic Bankart revision, intraoperatively
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Fig. 1. A. Teared labral before we repair; B. The final construct of for all a

we found no suture failure and the knot was still intact. We  decided
not to remove the old anchor because if we do so, there would be
bony defect from the detached implant that would create inade-
quate surface area for the new suture. The anchor portion of all
suture anchor consists of a sleeve like or tape made with suture
material through which the UHMWPE is woven. When all suture
anchor is inserted to the bone and the main suture is pulled, the
sleeve or tape is chinched up to compress the overlying cortical
bone. It creates a ball-like structure which serve as an anchor [10].
Bone preservation is maximized because only 1.3 mm diameter
bone tunnel is required to be drilled. This is one of the reasons why
we prefer all suture anchor in an active young patient. Not only is
the anchor good for the young with good quality of bone but also
suitable for older patients as well [11].

The size of all anchor suture small that enable us to make four
anchors in 2 mm distance along the labral tear (from 3 o’clock to
5 o’clock). This is in accordance with the study held by Kramer
that 2 mm is the optimal size that contributes to the strength of
the anchors grip [12]. Inferior glenoid rim lesion can be difficult to
access. Sometimes it requires another trans tendon anteroinferior
portal through the lower subscapularis muscle. All suture anchor,
which is lacking of rigid component, enable us to drill inferior
glenoid lesion with cruved guide. The glenoid rim at 5.30 position
can be accessed by standard anteroinferior portal by curved drill
and guide wire.

Bone preservation is maximized because only 1.3 mm diameter
bone tunnel is required to be drilled. This is one of the reasons why
we prefer all suture anchor in an active young patient.

4. Conclusion

Compared to the conventional metallic anchor, all suture anchor
has the same biomechanical strength. We  did revision using all
suture anchor technique and after two years of follow up the patient
was satisfied, no complications and good range of motions. The all
suture anchor technique offers benefit of bone preservation, strong
fixation, time saving and knotless repair construct.
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