
Arthroscopic Latarjet - Retrospective Study of 74 Patients – 
Technique, Indications, and Results

Introduction
Arthroscopic bankart is a gold standard 
for  anter ior  shoulder  instabi l i t y. 
However, it fails in certain situations – 
glenoild bone defects >20% glenoild 
bone loss, capsular insufficiency, large 
engaging hill-sachs, Hagl lesion, young 
patients practicing overhead, or throwing 
sports. Arthroscopic bankart repair – in 
2000, burkart showed his results of 
arthroscopic bankarts repair with 4% 
recurrence rate when no bony deficiency 
present and 67% recurrence rate when 
bone loss is present. [1,2,3,4,5]
Latarjet is the surgical procedure used to 

treat recurrent shoulder dislocation in 
which coracoid process from the front of 
shoulder transferred to anteroinferior 
aspect of glenoid first described by 
French surgeon, Michael Latarjet in 
1954. [6, 7] It provides (1) Conjoint 
tendon sling effect – when arm is placed 
in abd. and external rotated position, the 
conjoint tendon in its CA ligament new 
p o s i t i o n  a c t s  t o  r e i n f o r c e  t h e 
subscapularis and inferior joint capsule. 
(2) Bony effect – increasing or restoring 
the glenoid anteroposterior diameter, 
(3) Capsule repair effect – repair of 
capsule and IGHL to the ca ligament – 

bankart effect. [8, 9]
Following the evolution of arthroscopic 
techniques, several authors described the 
all-arthroscopic latarjet procedure. 
Arthroscopy may allow good positioning 
of the coracoid process because imaging 
is magnified.
Arthroscopic latarjet provides superior 
cosmesis, minimally invasive, faster 
recovery and healing of wounds, less 
chances of post-operative stiffness, less 
hospital stay, less blood loss, and better 
visualization of anatomy – more precise 
g r a f t  p o s i t i o n i n g .  Co n c o m i t a n t 
abnormalities can be treated same time 
such as cuff tears and labrum lesions. 
[8,9,10]

Materials and Methods
This is a retrospective study of 74 cases of 
arthroscopic latarjet done at our single 
institute from 2010 to 2019. Three live 
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Objective: The all arthroscopic latarjet procedure was performed to manage anterior recurrent shoulder instability with bone loss. 
The aim of present study was to briefly describe the technique and to evaluate the results and complications following procedure.
Materials and Methods: Retrospective study of 74 patients with anterior shoulder instability since 2010–2019 conducted in a 
single center. Out of 74 patients, 32 patients were sportsperson who were involved in at least district level games, 14 were manual 
labourers and remaining were non-sportsmen. Fifty-five patients were males and 19 were females. Arthrolatarjet was done using 
DePuy Synthes double barrel cannula system and fixation of coracoid with 4.00 mm titanium cannulated cancellous screws with 
Top Hat. No capsular repair done in our cases.
Results: Out of 74 cases, two-screw fixation was possible in 98% of patients. No neurological complications seen in our series. Two 
patients had graft resorption and non-union. Osteolysis of the graft around upper screw is seen in eight patients post-operative 
computed tomography scans but clinically no complaints. Technically challenging in first 25 cases.
Conclusion: Arthrolatarjet is a safe and reproducible procedure which gives good results, better visualization of anatomy, more 
precise graft positioning, concomitant abnormalities that can be treated. Cadaveric workshops needed. Technically demanding.
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surgeries were included in it and were 
followed up for at least 18 months after 
the surgery. Out of 74 patients, 32 
patients were sportsperson who were 
involved in at least district level games, 14 
were manual labourers and remaining 
were non-sportsmen.[11] Fifty-five 
patients were males and 19 were females. 
All surgeries were performed using 
double barrel cannula (DePuy Synthes) 
and fixation of coracoid graft with 
titanium screws and Top Hats.
All patients were assessed by magnetic 
resonance imaging or 3D computed 
tomography (CT) scan.  Pat ients 
included in the present study are 37 cases 
of primary anterior bankarts with glenoid 
bone loss >20%, 23 cases of primary 
anterior bankarts with glenoid bone loss 
>20% and large engaging hill-sachs, 13 
cases of failed arthroscopic bankart (soft 
tissue – capsulolabral repair) with 
capsular deficiency, and one case of failed 
open bankarts repair. [12, 13, 14, 15, 16, 
17, 18, 19, 20].

Surgical technique
All cases were performed in beach chair 
position under general anesthesia using 

sevoflurane along with inter scalene and 
suprascapular block , with a slight 
i n c l i n a t i o n  o f  t h e  h e a d  t o  t h e 
contralateral side, and positioning of the 
f ields to al low more medial chest 
exposure. Positioning of the posterior 
p o r ta l ,  i n  l i n e  w i t h  t h e  jo i nt ,  i s 
fundamental for the proper positioning 
of the M portal and the correct angle for 
graft fixation in the glenoid. The portals 
used were those described by Lafosse – 
seven portals [10, 21]. (Fig 1)
The A portal is the standard posterior 
viewing portal at the posterior soft-spot 
of  the shoulder.  The D por tal  i s 
established at the anterolateral corner of 
the acromion in line with the upper 
border of the sub-scapularis tendon. It 
allows an intra-articular view during 
preparation of the anterior glenoid and 
an extra-articular view during anterior 
exposure. Figure 1.
The E portal is the standard anterior 
portal through the rotator interval. It is 
used as  a  work ing  por ta l  dur ing 
numerous steps in the course of the 
procedure. The H portal (“High” portal) 
i s  necessar y  for  preparat ion and 
osteotomy of the coracoid. It is placed 

directly superior to the coracoid.
The I portal is the standard anterior 
viewing portal located “Inferior” to the 
coracoid. The portal is located at the apex 
of  the  anter ior  a x i l lar y  fold  and 
established under direct vision with a 
spinal needle which is directed toward 
the coracoid.
The J portal is placed on an arc half-way 
between the I and D portals. It is an 
alternative viewing portal used during 
graft shaping as well as graft transfer and 
fixation. During coracoid preparation the 
portal is used for instrumentation to 
access the lateral edge of the coracoid. 
The M portal is an instrumentation 
portal, “Medial” to the coracoid, in line 
with the joint axis. It is placed mid-way 
between inferior borders of pectoralis 
major. For safe portal placement stay 
anterior to the pectoralis minor. The M 
portal is used for pectoralis minor release, 
medial edge coracoid preparation, 
subscapularis split, and to insert the 
cannula. (Fig 1)
The arthroscopic latarjet procedure 
[10,21,22,23,24] is  performed in 
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Figure 2: Soft-tissue clearance in front of 
glenoid.

Figure 1: (a) Beach chair position. (b) Portal surface markings. (c) Portal D.

Figure 3: (a) Coracoid process preparation. (b) Musculocutaneous nerve identification. Figure 4: Axillary nerve identification.



following steps, as follows.
1. Bankart lesion identification and 
o p e n i n g  o f  t h e  r o t a t o r  s p a c e 
(visualization: Posterior portal; working 
portal: Anterior E)
The surgery begins with the posterior 
portal and it is important that the portal 
must be positioned in line with the joint. 
We  p e r f o r m e d  b a n k a r t  l e s i o n 
identification, the debridement of the 
anterior glenoid border and the opening 
of the rotator gap until the lateral edge of 
the coracoid process is visualized. (Fig 2)
2. Preparation of the anterior glenoid 
border, joint tendon dissection, and 
conduction of midsub J/I and pectoral M 

portals (visualization: Anterolateral 
portal; work portal: Anterior E) [25,26].
In this step, we occupy the anterior space 
of the shoulder. Using the anterolateral 
portal, we prepared the anterior border of 
the glenoid clearing the entire residual lip 
and we can see the gap between the 
conjoint tendon and the deltoid, as well 
as between the conjoint tendon and the 
subscapularis. In this step, we identify the 
axillary and musculocutaneous nerves 
and release the lateral adhesions of the 
conjoint tendon. (Fig 3 & 4)
The next step was to perform the midsub 
portal, which is made 1.0 cm above the 
axillary fold and in line with the coracoid 
process. Through this portal, we can 
properly visualize the coracoid process 
from its lateral portion to its medial 
portion, as well as the tendon of the 
s u b s c a p u l a r i s  m u s c l e  i n  a l l  i t s 
craniocaudal extension. In this step, we 
also perform, from the inside out, the 
pectoral M portal through which will be 

made the subscapularis split and the graft 
passage with fixation on the anterior 
border of the glenoid.
This step is of fundamental importance 
for the proper fixation of the graft on the 
anterior glenoid border, since placement 
of the same in a too lateral position will 
result in a lateral position of the graft, and 
consequent impact on the humeral head.
3. Preparation of the Coracoid Process 
(visualization: Portal I or j; work portals: 
Pectoral and coracoid H)
Correct visualization of the coracoid 
process is fundamental to the process of 
skeletonization, releasing it from its 
l igam ent  an d  mu s c l e  i n s er t i o n s . 
Releasing the tendon of the pectoralis 
minor muscle is a  delicate step  that must 
b e  d o n e  c a r e f u l l y ,  a s  t h e 
musculocutaneous nerve is immediately 
posterior to it. Complete release of the 
conjoint tendon from its adhesions and 
vinculas is important for its proper 
mobilization and transfer in the next 
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Authors Year Pattern Approach Weight bearing Outcome

Mendonca et al . [4] 2004

Talar body fracture in both sagittal and coronal 

planes with intact neck, with medial malleolar 

fracture

Anteromedial
Non-weight bearing 

for 8 weeks

Full recovery with no evidence of AVN 

at 6 months follow up

Shah et al . [5] 2004

Sagittal fracture of body with medial malleolar 

fracture Talus fracture was undisplaced and 

discovered intra-operatively

Medial malleolus fixed from medial side. 

Talus fixed from lateral side (open or 

percutaneous not mentioned)

Not mentioned Not mentioned

Laxman and Devalia [6] 2006
Sagittal fracture of body with medial malleolar 

fracture
Anteromedial

Non-weight bearing 

for 3 months

Full ROM, with sclerosis of lateral 

fragment and maintained joint space at 14-

year follow-up

Saidi et al . [7] 2008
Sagittal fracture of body with medial malleolar 

fracture
Anteromedial

Non-weight bearing 

for 3 months
Good outcome, painless ankle at 6 months

Isaacs et al . [8] 2009
Talar body sagittal fracture and comminuted talar 

neck fracture, with medial malleolar fracture
Dual medial and lateral approach

Non-weight bearing 

for 7 weeks

Mild pain at 12 months; no AVN on 

radiographs, but mild secondary 

osteoarthritic changes in subtalar joint

Mootha et al . [9] 2010
Sagittal fracture of body with medial malleolar 

fracture
Posteromedial

Non-weight bearing 

for 6 weeks

Good outcome at 3 months with no 

radiological signs of AVN

Mechchat et al . [10] 2014
Sagittal fracture of body with medial malleolar 

fracture
Anteromedial

Non-weight bearing 

for 3 months

Little pain, mild secondary arthritis at 

ankle, and good ROM 14 months follow-

up

Arkesh et al . [15] 2016
Sagittal fracture of talar body with medial 

malleolar fracture
Anteromedial and Anterolateral

Non-weight bearing 

for 12 weeks

Occasional pain on prolonged standing 

with good ROM with just 50 loss of 

terminal dorsi-flexion at 6 month follow 

up

Table 1: Compilation of previous similar case reports

Figure 5: (a) Alpha/beta zig. (b) Top Hat application. (c) Osteotome at the base of coracoid. (d) Osteotomized coracoid.

Figure 6: (a) Coracoid mounted over double barrel canulla. (b) Titanium screws over guide wire. (c) Coracoid graft flush with glenoid 
subchondral bone. (d) Final fixation.

Figure 7: Post rehab after 3 months showing 
forward elevation, external rotation, internal 
rotation, and pushups. Figure 8: Postop Xray & 3D CT Scan to evaluate bone healing & Lysis



www.jcorth.comShaikh S et al

  Journal of Clinical Orthopaedics  Published by Orthopaedic Research Group  Volume 7  Issue 1  Jan-Jun 2022  Page 97© | | | | ||

stage. Figure 3.
4. Subscapular split (v iew: Portal 
midsub; working portal: Pectoral)
The next step was the split of the 
subscapularis muscle to be done between 
the upper 2/3 and the lower 1/3, with the 
identification of the axillary nerve and its 
protection. Figure 4. [27,28,29,30].
5. Coracoid osteotomy
After the skeletonization of the coracoid 
process, holes were dril led in the 
coracoid process using alpha and beta 
guide (DePuy Synthes) and two sliding 
top hats (DePuy Synthes) were placed. 
These implants allow the screws to slide 
with compression of the coracoid process 
against the anterior glenoid border. After 
skeletonization and preparation, the 
coracoid process is osteotomized at its 
base with the use of an osteotome. Figure 
5. [10,21] 
6. Coracoid Process Transfer and 
Fi x at i o n  (v i s u a l i z at i o n :  m i d s u b 
anterolateral and posterior portals; 
working portal: Pectoral)
With the use of two cannulated tubular 
guides-double cannula, the coracoid 
process is fixed and thus can be mobilized 
as a joystick. With the stabilized coracoid 
process, we can transfer it through the 
subscapular split. Since the guides are 
cannulated, once the proper position is 
found, the graft is fixed to the anterior 
edge of the glenoid with two Kirschner 
wires. Figure 6.
This step is still performed without a 
proper positioning guide on the anterior 

edge of the glenoid. Some parameters 
must be obeyed, such as the parallelism 
between the wires passed through the 
graft, and the position of the graft in the 
anterior border of the glenoid, which 
should be below the equator line, aligned 
with the articular surface, avoiding too 
medial or too lateral positioned grafts. 
[10,21].
Once found the correct positioning of 
the graft in the anterior glenoid edge, the 
cannulated guides are removed; the 
drilling and passage of screws can be 
carried out. As the drill has a length 
measurement, we can measure the size of 
the screws to be used as soon as it crosses 
the posterior cortex of the glenoid. In our 
experience, the size of these screws varies 
between 32 and 36 mm, depending on 
patient size and glenoid placement. [10].

Post-operative protocol
It includes sling immobilization and 
passive mobility as soon as allowed by 
pain and maintained for up to 6 weeks, 
when strengthening begins. Patients are 
released for physical activity on average 
after 4 months, and a 3D CT to identify 
graft consolidation. [31] Figure 7

Results
Union rates
Union was noted in 90–100% of patients. 
[32,33] In our two patients, we had non-
union and graft resorption, out of which 
in one patient, we did implant removal 
and arthroscopic iliac crest bone graft 

using double barrel cannula and two 4 
mm cannulated titanium screws. [14] 
Smoking was the common factor in these 
patients. Osteolysis of the graft around 
upper screw is seen in eight patients’ 
post-operative CT scans but clinically no 
complaints. [34,35,36].   Figure 8

Return to sports (RTS) activity, 
functional scores a range of motion
Time to RTS is about 8–9 months. Out of 
32 sportsperson operated, 28 patients 
return to their sports and four patients 
quit their sports activity. Excellent 
functional Rowe scores >90 were seen in 
the patients. External rotation restriction 
was seen in our patients ranging between 
5 and 10°.  Figure 7

Fracture coracoid through upper 
screw hole
Out of 74 cases, two-screw fixation was 
possible in 98% of patients and single 
screw was used in three patients where we 
fractured coracoid through upper screw 
hole (initial 25 cases, namely; 1, 8, and 
25).

Neurological complications
T h e r e  w e r e  n o  n e u r o l o g i c a l 
complications in our study but altered or 
decreased sensat ions  around the 
shoulder are seen in seven patients which 
subsided in 6–7 weeks.  [37].

Others
In init ial  10 cases,  we had faced 
difficulties in passage of coracoid graft 
through subs cap split. In one patient, we 
have placed the graft above 4 clock. No 
infections/hematoma were observed. 
Extravasation and ballooning of shoulder 
were seen in all patients but resolved in 
8–10 h with no clinical symptoms.

Lessons learnt
Lesson learnt from operating all three 
groups, namely, sportsperson, non-
sportsperson and women is – coracoid 
graft size is a big issue in women where we 
get smaller size <20 mm coracoid graft Figure 9a: shows single screw fixation of coracoid graft due to  coracoid fracture



for harvesting. Zig size needs to be 
modified for Indian patients where 
distance between two screws can be 
decreased. Bones of Indian females were 
osteoporotic. Out of three patients, 
where we fractured coracoid through 
upper screw hole, two patients were 
females. Sportsperson were highly 
demanding and needs to rehab and 
s t re n g t h e n  t h e i r  s h o u l d e r  m o re 
v i g o ro u s l y.  Sm o k e r s  n e e d  to  b e 
counseled before surgery.

Discussion
Based on recent literature, arthrolatarjet 
has a risk of nerve damage between 0% 
and 1.6%, significantly lower than open 
surgery. We believe that this is due to the 
direct visualization of the neurovascular 
structures, to less need for displacement, 

besides less direct traction on the graft, 
since it is not pulled out of the joint for its 
preparation.
A n o t h e r  i m p o r t a n t  p o i n t  i s  t h e 
positioning of the graft: When placed too 
lateral it can lead to excessive restriction 
of external rotation and arthrosis, while 
too high or medial positioning can lead to 
high recurrence rates. The literature 
shows that graft mispositioning varies 
between 20% and 67% in open surgery 
and between 4% and 24% when the 
surgery is performed arthroscopically 
[ 2 7 , 3 3 , 3 8 ] .  We  b e l i e v e  t h at  t h e 
mag n i f i ed  v i ew  p rov i d ed  by  t h e 
arthroscope, and the ability to look at 
different angles, makes positioning more 
accurate in the arthroscopic technique.
Main advantage of arthrolatarjet is that it 
provides superior cosmesis, minimally 

invasive, faster recovery and healing of 
wounds, less chances of post-operative 
stiffness, less hospital stay, less blood loss, 
and better visualization of anatomy – 
m o r e  p r e c i s e  g r a f t  p o s i t i o n i n g . 
Concomitant abnormalities can be 
treated at same time such as cuff tears a 
labrum lesion.

Conclusion
A r throscopic  latar jet  i s  safe  and 
reproducible procedure which gives 
good results, better visualization of 
anatomy, more precise graft positioning, 
and concomitant abnormalities such as 
cuff tears and Labrum lesions etc. that 
can be treated. Cadaveric workshops 
needed.  Technical ly  chal lenging. 
[8,10,21,26].

www.jcorth.comShaikh S et al

  Journal of Clinical Orthopaedics  Published by Orthopaedic Research Group  Volume 7  Issue 1  Jan-Jun 2022  Page 98© | | | | ||

Declaration of patient consent: The authors certify that they have obtained all appropriate patient consent forms. In the form, the patient has 
given his consent for his images and other clinical information to be reported in the Journal. The patient understands that his name and initials 
will not be published, and due efforts will be made to conceal his identity, but anonymity cannot be guaranteed.
Conflict of Interest: NIL; Source of Support: NIL

References
1. Allain J, Goutallier D, Glorion C. Long-term results of the latarjet 

procedure for the treatment of anterior instability of the 
shoulder. J Bone Joint Surg Am 1998;80:841-52.

2. Young DC, Rockwood CA Jr. Complications of a failed Bristow 
procedure and their management. J Bone Joint Surg Am 
1991;73:969-81.

3. Longo UG, Rizzello G, Ciuffreda M, Locher J, Berton A, 
Salvatore G, Denaro V. Humeral avulsion of the glenohumeral 
ligaments: A systematic review. Arthroscopy 2016;32:1868-76.

4. Southgate DF, Bokor DJ, Longo UG, Wallace AL, Bull AM. The 
effect of humeral avulsion of the glenohumeral ligaments and 
humeral repair site on joint laxity: A biomechanical study. 
Arthroscopy 2013;29:990-7.

5. Hartzler RU, Bui CN, Jeong WK, Akeda M, Peterson A, McGarry 
M, et al. Remplissage of an off-track hill-sachs lesion is 
necessary to restore biomechanical glenohumeral joint stability 
in a bipolar bone loss model. J Shoulder Elb Surg 
2016;25:e325-6

6. Latarjet M. Treatment of recurrent dislocation of the shoulder. 
Lyon Chir 1954;49:994-7.

7. Latarjet M. Technic of coracoid preglenoid arthroereisis in the 
treatment of recurrent dislocation of the shoulder. Lyon Chir 
1958;54:604-7.

8. Boileau P, Mercier N, Roussanne Y, Thélu CÉ, Old J. 
Arthroscopic Bankart-Bristow-Latarjet procedure: The 
development and early results of a safe and reproducible 
technique. Arthroscopy 2010;26:1434-50.

9. Boileau P, Thélu CÉ, Mercier N, Ohl X, Houghton-Clemmey R, 

Carles M, et al. Arthroscopic Bristow-Latarjet combined with 
bankart repair restores shoulder stability in patients with 
glenoid bone loss. Clin Orthop Relat Res 2014;472:2413-24.

10. Lafosse L, Boyle S. Arthroscopic latarjet procedure. J Shoulder 
Elbow Surg 2010;19 Suppl 2:2-12.

11. Longo UG, Huijsmans PE, Maffulli N, Denaro V, De Beer JF. 
Video analysis of the mechanisms of shoulder dislocation in 
four elite rugby players. J Orthop Sci 2011;16:389-97.

12. Longo UG, Loppini M, Rizzello G, Ciuffreda M, Maffulli N, 
Denaro V. Management of primary acute anterior shoulder 
dislocation: Systematic review and quantitative synthesis of the 
literature. Arthroscopy 2014;30:506-22.

13. Kartus C, Kartus J, Matis N, Forstner R, Resch H. Long-term 
independent evaluation after arthroscopic extra-articular 
Bankart repair with absorbable tacks. A clinical and 
radiographic study with a seven to ten-year follow-up. J Bone 
Joint Surg Am 2007;89:1442-8.

14. Longo UG, Loppini M, Rizzello G, Ciuffreda M, Maffulli N, 
Denaro V. Latarjet, bristow, and eden-hybinette procedures for 
anterior shoulder dislocation: systematic review and 
quantitative synthesis of the literature. Arthroscopy 
2014;30:1184-211.

15. Longo UG, Rizzello G, Loppini M, Locher J, Buchmann S, 
Maffulli N, Denaro V. Multidirectional instability of the shoulder: 
A systematic review. Arthroscopy 2015;31:2431-43.

16. Longo UG, van der Linde JA, Loppini M, Coco V, Poolman RW, 
Denaro V. Surgical versus nonoperative treatment in patients 
up to 18 years old with traumatic shoulder instability: A 



  Journal of Clinical Orthopaedics  Published by Orthopaedic Research Group  Volume 7  Issue 1  Jan-Jun 2022  Page 99© | | | | ||

www.jcorth.comShaikh S et al

systematic review and quantitative synthesis of the literature. 
Arthroscopy 2016;32:944-52.

17. Locher J, Wilken F, Beitzel K, Buchmann S, Longo UG, Denaro 
V, et al. Hill-Sachs off-track lesions as risk factor for recurrence 
of instability after arthroscopic Bankart repair. Arthroscopy 
2016;32:1993-9.

18. Longo UG, Rizzello G, Locher J, Salvatore G, Florio P, Maffulli 
N, et al. Bone loss in patients with posterior gleno-humeral 
instability: A systematic review. Knee Surg Sports Traumatol 
Arthrosc 2016;24:612-7.

19. Lazarides AL, Duchman KR, Ledbetter L, Riboh JC, Garrigues 
GE. Arthroscopic remplissage for anterior shoulder instability: A 
systematic review of clinical and biomechanical studies. 
Arthroscopy 2019;35:617-28.

20. Funakoshi T, Hartzler R, Stewien E, Burkhart S. Remplissage 
us ing in terconnected knot less anchors:  Super ior 
biomechanical properties to a knotted technique? Arthroscopy 
2018;34:2954-9.

21. Lafosse L, Boyle S, Gutierrez-Aramberri M, Shah A, Meller R. 
Arthroscopic Latarjet procedure. Orthop Clin North Am. 
2010;41:393-405.

22. Longo UG, Loppini M, Rizzello G, Ciuffreda M, Berton A, 
Maffulli N, et al. Remplissage, humeral osteochondral grafts, 
weber osteotomy, and shoulder arthroplasty for the 
management of humeral bone defects in shoulder instability: 
Systematic review and quantitative synthesis of the literature. 
Arthroscopy 2014;30:1650-66.

23. Ruci V, Duni A, Cake A, Ruci D, Ruci J. Bristow-Latarjet 
technique: Still a very successful surgery for anterior 
glenohumeral instability-a forty year one clinic experience. 
Open Access Maced J Med Sci 2015;3:310-4.

24. Pereira NR, van der Linde JA, Alkaduhimi H, Longo UG, van 
den Bekerom MP. Are collision athletes at a higher risk of re-
dislocation after an open Bristow-Latarjet procedure? A 
systematic review and meta-analysis. Shoulder Elbow 
2018;10:75-86.

25. van der Linde JA, van Wijngaarden R, Somford MP, van 
Deurzen DF, van den Bekerom MP. The Bristow-Latarjet 
procedure, a historical note on a technique in comeback. Knee 
Surg Sports Traumatol Arthrosc 2016;24:470-8.

26. Boileau P, Mercier N, Old J. Arthroscopic Bankart-Bristow-
Latarjet (2B3) procedure: How to do it and tricks to make it 
easier and safe. Orthop Clin North Am 2010;41:381-92.

27. Ellman H, Hanker G, Bayer M. Repair of the rotator cuff. End-
result study of factors influencing reconstruction. J Bone Joint 

Surg Am 1986;68:1136-44.

28. Lafosse L, Lejeune E, Bouchard A, Kakuda C, Gobezie R, 
Kochhar T. The arthroscopic Latarjet procedure for the 
treatment of anterior shoulder instability. Arthroscopy 
2007;23:1242.e1-5.

29. Castricini R, De Benedetto M, Orlando N, Rocchi M, Zini R, 
Pirani P. Arthroscopic Latarjet procedure: Analysis of the 
learning curve. Musculoskelet Surg 2013;97 Suppl 1:93-8.

30. Longo UG, Forriol F, Loppini M, Lanotte A, Salvatore G, Maffulli 
N, et al. The safe zone for avoiding suprascapular nerve injury 
in bone block procedures for shoulder instability. A cadaveric 
study. Knee Surg Sports Traumatol Arthrosc 2015;23:1506-10.

31. Beranger JS, Klouche S, Bauer T, Demoures T, Hardy P. 
Anterior shoulder stabilization by Bristow-Latarjet procedure in 
athletes: Return-to-sport and functional outcomes at minimum 
2-year follow-up. Eur J Orthop Surg Traumatol 2016;26:277-
82.

32. Hovelius LK, Sandström BC, Rösmark DL, Saebö M, Sundgren 
KH, Malmqvist BG. Long-term results with the Bankart and 
Bristow-Latarjet procedures: Recurrent shoulder instability and 
arthropathy. J Shoulder Elbow Surg 2001;10:445-52.

33. Hovelius L, Sandström B, Olofsson A, Svensson O, Rahme H. 
The effect of capsular repair, bone block healing, and position 
on the results of the Bristow-Latarjet procedure (Study III): 
Long-term follow-up in 319 shoulders. J Shoulder Elbow Surg 
2012;21:647-60.

34. Griesser MJ, Harris JD, McCoy BW, Hussain WM, Jones MH, 
Bishop JY, et al. Complications and re-operations after Bristow-
Latarjet shoulder stabilization: A systematic review. J Shoulder 
Elbow Surg 2013;22:286-92.

35. Walch G, Agostini JY, Levigne C, Nové-Josserand L. Recurrent 
anterior and multidirectional instability of the shoulderpx. Rev 
Chir Orthop Reparatrice Appar Mot 1995;81:682-90.

36. Hovelius L, Akermark C, Albrektsson B, Berg E, Körner L, 
Lundberg B, et al. Bristow-Latarjet procedure for recurrent 
anterior dislocation of the shoulder. A 2-5 year follow-up study 
on the results of 112 cases. Acta Orthop Scand 1983;54:284-
90.

37. Gupta A, Delaney R, Petkin K, Lafosse L. Complications of the 
Latarjet procedure. Curr Rev Musculoskelet Med 2015;8:59-
66.

38. Longo UG, Saris D, Poolman RW, Berton A, Denaro V. 
Instruments to assess patients with rotator cuff pathology: A 
systematic review of measurement properties. Knee Surg 
Sports Traumatol Arthrosc 2012;20:1961-70.

Shaikh S, Katkar P, Takale S, Gowaikar A, Kachare M, Rukde V, Mali M. 
Arthroscopic Latarjet - Retrospective Study of 74 Patients – Technique, 
Indications, and Results. Journal of Clinical Orthopaedics Jan-June 
2022;7(1):94-99.

Conflict of Interest: NIL
Source of Support: NIL

How to Cite this Article


	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6

