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Why	
  is	
  Evidence	
  
Important?	
  

What	
  This	
  Means…	
  

How	
  Should	
  We	
  
Use	
  Evidence?	
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•  SystemaIc	
  review	
  	
  
–  Open	
  vs	
  Arthroscopic	
  anterior	
  shoulder	
  stabilizaIon	
  

•  No	
  glenoid	
  /	
  humeral	
  head	
  bone	
  loss	
  

– Minimum	
  5	
  years	
  follow-­‐up	
  (mean	
  11	
  years)	
  
–  PRO’s	
  
–  Recurrent	
  “instability”	
  spectrum	
  

•  DislocaIon	
  
•  SubluxaIon	
  
•  Apprehension	
  or	
  fear	
  

Anterior	
  Shoulder	
  
Instability	
  Evidence	
  

•  26	
  studies	
  (1,800	
  subjects)	
  
–  All	
  but	
  2	
  studies	
  level	
  III	
  or	
  IV	
  evidence,	
  poor	
  MCMS,	
  QAT	
  
– Mean	
  28	
  years	
  of	
  age,	
  80%	
  male	
  

	
  

Anterior	
  Shoulder	
  
Instability	
  Evidence	
  

•  No	
  significant	
  difference	
  between	
  open	
  and	
  
arthroscopic	
  suture	
  anchor	
  repair:	
  
–  Recurrent	
  instability:	
  8.0%	
  vs	
  8.5%;	
  	
  p	
  =	
  0.82	
  
–  Return	
  to	
  sport:	
  89%	
  vs	
  87%;	
  	
  p	
  =	
  0.43	
  
–  ArthriIs:	
  33%	
  vs	
  26%;	
  	
  p	
  =	
  0.06	
  
–  Rowe	
  or	
  Constant	
  scores;	
  	
  p	
  >	
  0.05	
  for	
  both	
  

	
  

Anterior	
  Shoulder	
  
Instability	
  Evidence	
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•  OpImal	
  outcome	
  score	
  for	
  anterior	
  instability:	
  
–  Best	
  psychometric	
  properIes	
  
– WOSI	
  
– Walch	
  -­‐	
  Duplay	
  
– MISS	
  

	
  

Anterior	
  Shoulder	
  
Instability	
  Evidence	
  

•  31	
  studies;	
  2,800	
  shoulders;	
  
– Mean	
  MCMS	
  67	
  (fair);	
  level	
  IV	
  evidence	
  
– Mean	
  age	
  28	
  years;	
  Mean	
  follow-­‐up	
  3.5	
  years	
  
–  Significantly	
  lower	
  rate	
  of	
  recurrence	
  (OR	
  13;	
  p<0.0001)	
  
with	
  surgery	
  vs	
  non-­‐surgical	
  immobilizaIon	
  	
  
•  9%	
  vs	
  38%	
  

–  If	
  non-­‐surgical	
  chosen,	
  significantly	
  lower	
  rate	
  of	
  
recurrence	
  (OR	
  2.3;	
  p=0.002)	
  with	
  ER	
  vs	
  IR	
  
•  25%	
  vs	
  50%	
  

First-­‐Time	
  DislocaIon	
  

•  10	
  studies;	
  1,300	
  subjects	
  
–  Age	
  (OR	
  13)	
  
–  Contact/collision	
  sport	
  (OR	
  8)	
  
– Male	
  gender	
  (OR	
  3)	
  
–  Hyperlaxity	
  (OR	
  3)	
  
–  Greater	
  tuberosity	
  fx	
  (7X	
  decreased	
  recurrence	
  risk)	
  

Instability	
  Risk	
  Factors	
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•  SystemaIc	
  review	
  	
  
–  Glenoid	
  and/or	
  humeral	
  head	
  bone	
  loss	
  

•  31%	
  isolated	
  glenoid;	
  13%	
  isolated	
  humeral;	
  56%	
  combined	
  

– Mean	
  follow-­‐up	
  3	
  years	
  
–  Primary	
  and	
  revision	
  stabilizaIon	
  
–  PRO’s	
  and	
  recurrent	
  instability	
  
	
  
	
  

Bone	
  Loss	
  

•  27	
  studies	
  (1,800	
  subjects)	
  
–  4	
  Level	
  III;	
  23	
  Level	
  IV	
  
– Mean	
  CMS	
  61	
  (fair)	
  

•  Mean	
  age	
  27	
  years	
  
•  Defined	
  “bone	
  loss”	
  as:	
  

–  <	
  15%;	
  	
  15%	
  -­‐	
  25%;	
  	
  >	
  25%	
  
–  Engaging,	
  Non-­‐engaging	
  

	
  

Bone	
  Loss	
  

•  Allograr	
  (37%)	
  
–  Iliac	
  crest	
  

–  Femoral	
  head	
  
–  Distal	
  Ibia	
  

	
  

•  Autograr	
  (63%)	
  
–  Bristow	
  (26%)	
  
–  Latarjet	
  (22%)	
  

–  Scope	
  bony	
  Bankart	
  (5%)	
  
–  ORIF	
  (4%)	
  

Glenoid	
  

Bone	
  Loss	
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•  Remplissage	
  with	
  scope	
  Bankart	
  repair	
  (95%)	
  
•  Open	
  humeral	
  head	
  allograr	
  (3%)	
  

•  Arthroscopic	
  humeral	
  head	
  allograr	
  (2%)	
  

	
  

Humerus	
  

Bone	
  Loss	
  

•  Recurrent	
  dislocaIon:	
  	
  
–  6.5%	
  overall	
  
–  7.2%	
  (isolated	
  glenoid)	
  
–  13.3%	
  (isolated	
  humerus)	
  
–  6.3%	
  (combined)	
  

	
  

Outcomes	
  

•  Return	
  to	
  sport:	
  	
  
–  87%	
  at	
  same	
  or	
  higher	
  level	
  
–  4%	
  at	
  lower	
  level	
  
–  3%	
  changed	
  sports	
  
–  6%	
  no	
  return	
  to	
  any	
  sport	
  

	
  

Bone	
  Loss	
  

•  Bankart	
  +	
  Remplissage	
  lower	
  rate	
  of	
  recurrence	
  than	
  
isolated	
  Bankart	
  (OR	
  0.05;	
  p=0.0002)	
  

•  Bankart	
  +	
  Remplissage	
  recurrence	
  5.4%	
  
•  No	
  significant	
  loss	
  of	
  moIon	
  in	
  either	
  review	
  

Humeral	
  Bone	
  Loss	
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•  45	
  studies;	
  1,900	
  shoulders	
  
–  All	
  level	
  IV	
  evidence	
  
– Mean	
  age	
  26	
  years	
  
– Mean	
  follow-­‐up	
  7	
  years	
  
–  90%	
  open;	
  10%	
  scope	
  

ComplicaIons	
  

•  30%	
  total	
  complicaIon	
  rate	
  
–  7%	
  re-­‐operaIon	
  rate	
  
–  2%	
  neurovascular	
  injury	
  

•  Nerve	
  (11	
  musculocutaneous,	
  6	
  axillary,	
  4	
  ulnar,	
  3	
  radial,	
  2	
  median)	
  
•  Plexus	
  (4	
  trunk-­‐level	
  plexopathy)	
  
•  Artery	
  (6	
  axillary)	
  

–  13°	
  loss	
  of	
  ER	
  
	
  

	
  

ComplicaIons	
  

•  QuanIty	
  of	
  evidence	
  is	
  increasing	
  
•  Quality	
  of	
  evidence	
  is	
  improving	
  
•  Age,	
  gender,	
  sport	
  are	
  criIcal	
  risk	
  factors	
  
•  Surgery	
  reduces	
  recurrence	
  for	
  first-­‐Ime	
  dislocaIon	
  
•  Without	
  bone	
  loss,	
  arthroscopic	
  and	
  open	
  repair	
  
provide	
  equivalent	
  outcomes	
  

•  RecogniIon	
  of	
  bone	
  loss	
  (isolated,	
  combined)	
  
•  Treatment	
  of	
  bone	
  loss	
  (osseous,	
  sor	
  Issue)	
  
•  Excellent	
  outcomes	
  can	
  be	
  achieved	
  (>90%	
  success)	
  

Conclusions	
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