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Background: The purpose of this study is to evaluate results of superior labrum anterior to posterior (SLAP) repairs and debridement of 
type II SLAP lesions combined with Bankart lesions.
Methods: Between 2010 and 2014, total 58 patients with anterior shoulder instability due to a Bankart lesion combined with a type II 
SLAP lesion were enrolled. Patients were divided into two groups: group C consisted of 30 patients, each with a communicated Bankart 
and type II SLAP lesion and group NC consisted of 28 patients, each with a non-communicated Bankart and type II SLAP lesion. Bankart 
repairs were performed for all patients. SLAP lesions were repaired in group C and debrided in group NC. Clinical results were analysed 
to compare groups C and NC by using the visual analogue scale pain score, American Shoulder and Elbow Surgeons score, Constant 
scores, Rowe score for instability and range of motion assessments.
Results: The clinical scores were improved in both groups at final follow-up. Also, there were no differences between two groups. No 
significant difference was found in terms of the range of motion measured at the last follow-up. The number of suture anchors used was 
significantly higher in group C than in group NC (5.6 vs. 3.8; p=0.021). 
Conclusions: In this study, it is considered that Bankart repair and SLAP debridement could be a treatment option in patients with a 
non-communicated type II SLAP lesion combined with a Bankart lesion (study design: IV, therapeutic study, case series).
(Clin Shoulder Elbow 2018;21(1):37-41)
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Introduction

Type II superior labrum anterior to posterior (SLAP) lesions 
can occur as isolated injuries, but may also be accompanied by 
Bankart lesions (tears of the anteroinferior labrum) in cases of 
recurrent dislocation, classified by Maffet et al.1) as type V SLAP 
lesions. Combined lesions of the glenoid labrum are not uncom-
mon, especially in chronic cases, as the severity of labrum le-
sions increases with time and number of dislocations.2) Much of 
the literature reports that a combination of a Bankart and a type 

II SLAP lesion occurred in approximately 20% of cases with an-
terior instability.3,4) Takase5) suggested that there were two types 
of combined SLAP and Bankart lesions. One is a SLAP lesion 
communicated to a Bankart lesion, and the other exists with no 
communication between the Bankart lesion and SLAP lesion 
(Fig. 1). It is known that type II SLAP lesions result in increased 
glenohumeral translation and—when combined with a Bankart 
lesion—increase shoulder instability.6,7)

The Bankart lesion has been described as the ‘essential le-
sion’ in patients with anterior shoulder instability.8,9) Repair of a 
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Bankart lesion is the standard choice in the treatment of anterior 
shoulder instability.10) Conversely, controversy exists over proper 
repair techniques of SLAP lesions. Debridement alone resulted 
in satisfying results in some studies,11,12) while it produced poor 
results and a high potential for instability in others.13,14) When 
a combined lesion of SLAP and Bankart was present, the treat-
ment of the SLAP lesion after surgical repair of the Bankart lesion 
has not been clearly defined. There is limited literature about 
these combined glenoid lesions. 

Therefore, authors hypothesize that a type II SLAP lesion de-
velops secondarily when chronic instability caused by repeated 
dislocation or subluxation episodes in traumatic Bankart lesion 
is present, possibly causing a non-communicated type II SLAP 
lesion. In these cases, authors consider that repair of the SLAP 
lesion is not necessary, as it is not an essential lesion causing 
shoulder instability, rather, a secondary lesion. Therefore, repairs 
of the Bankart lesions were performed and only a debridement 
was performed for the type II SLAP lesions. However, if type 
II SLAP lesions were communicated with Bankart lesions, the 
lesions are thought to be caused by a strong force at the initial 
trauma, occurring at the same time as the Bankart lesion. In 
these communicated lesions, authors hypothesize that SLAP 
lesions and Bankart lesions—thought to be essential lesions of 
anterior shoulder instability—were all repaired. The purpose of 
this retrospective study is to compare the clinical outcomes of 
Bankart lesions alone being repaired (SLAP lesion debridement) 
in patients with Bankart lesions combined with non-communi-
cated SLAP lesions and all lesions being repaired in patients with 
Bankart lesions combined with communicated SLAP lesions.

Methods

Patients Selection
This study targeted patients who had undergone arthroscopic 

treatment due to anterior shoulder instability, which was per-
formed by a single surgeon in our institution. Inclusion criteria 
are as follows: (i) An anterior shoulder instability test (more than 
1 episode of traumatic shoulder dislocation) with positive ante-
rior apprehension, (ii) the combination of a Bankart lesion and 
a type II SLAP lesion, (iii) a follow-up performed minimally 24 
months postoperatively, and (iv) a normal contralateral shoul-
der. Exclusion criteria were as follows: (i) Patients with a bony 
Bankart lesion or an anterior glenoid defect of more than 25%, 
(ii) generalized ligamentous laxity, (iii) humeral avulsion of the 
glenohumeral ligament (HAGL). Patients were divided into two 
groups according to the presence of and communication be-
tween Bankart and type II SLAP lesions. 

Demographics and Clinical Assessment
Age, gender, mean number of dislocations, follow-up period, 

side of the affecting shoulder, time from injury to surgery, and 
sports activity level were checked preoperatively to exclude the 
interference factors between two groups. Clinical data were eval-
uated preoperatively and at final follow-up. The visual analogue 
scale (VAS) pain score, American Shoulder and Elbow Surgeons 
(ASES) score, Constant score, Rowe score, and passive shoulder 
range of motion (ROM) were used for clinical outcome assess-
ment. Improvement of the anterior apprehension test and recur-
rence of shoulder dislocation were also checked postoperatively. 

Surgical Technique 
Surgical treatments were performed for patients who had 

anterior instability–identified by the anterior apprehension test 
or relocation test—and difficulty in daily activity and persistent 
pain. The patient was positioned in the lateral decubitus position 
and before surgery, an examination under anesthesia for ante-
rior translation with the arm in abduction was performed and 
instability classified according to Altchek and Dines.15) Standard 
arthroscopic portals—including both posterior and anterior—
were used in most cases. Examination of joint and labral condi-
tion was performed using the posterior portals as viewing portals. 
The inferior glenoid measurement was performed using a probe. 
Usually, three to four anchors for repair of a Bankart lesion were 
used. For non-communicated SLAP lesions, only a debridement 
was done. For communicated SLAP lesions, one or two anchors 
were used (after completion of Bankart repair). We omitted clo-
sure of the anterosuperior labrum during SLAP lesion repair to 
reduce the risk of postoperative stiffness.

Postoperative Management
Postoperatively, the arms of the patients were kept in a shoul-

A B

Fig. 1. Schematic diagram of (A) communicating Bankart and superior la-
brum anterior to posterior (SLAP) lesions and (B) non-communicating Ban-
kart and SLAP lesions.
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der sling with an abduction pillow at neutral rotation and 20° 
abduction. Three weeks after the surgery, progressive self-assist-
ed shoulder elevation and external rotation were initiated. Post-
operatively, active ROM exercises were permitted at 6 weeks, 
rotator cuff strengthening at 12 weeks, and full participation in 
sports at 6 months.

Statistical Analysis
Statistical analysis was conducted using IBM SPSS for Win-

dows Release ver. 23.0 (IBM Co., Armonk, NY, USA) with a 95% 
confidence level. A student t-test and Mann-Whitney test were 
used for comparison between the two groups and The Wil-
coxon signed rank test was used for comparisons of preoperative 
and postoperative conditions. The level of significance was p-
value<0.05. 

Ethics Approval and Consent to Participate
The protocol of this retrospective comparative study was ap-

proved by Wonkwang University Hospital Institutional Review 
Board (approval number: WKUHIRB 201507-HRE-065). In-
formed consents were obtained from all participants.

Results

A retrospective cohort of 91 arthroscopic surgeries for anterior 
shoulder instability performed between from March 2005 and 
February 2014 was used. Of the 91 cases, 33 were excluded ac-
cording to the exclusion criteria: (i) bony Bankart lesions or an-
terior glenoid defects of more than 25% (n=7); (ii) generalized 
ligamentous laxity (n=15); (iii) HAGL lesion (n=2); and (iv) no 
follow-up before 24 months (n=9). Consequently, 58 patients 
with a median age of 25.1 years (range, 18–43 years) and mean 
follow-up period of 35.1 months (range, 24–122 months) met 
the inclusion criteria and were sorted into two groups. Group C 
consisted of 30 patients with communicated Bankart and type 
II SLAP lesions and group NC consisted of 28 patients with non-
communicated Bankart and type II SLAP lesion. 

Demographics
In the demographic patient data, patients in group NC had 

more dislocations (5.1 times vs. 2.3 times; p<0.01) preopera-
tively and time from injury to surgery (5.6 years vs. 2.5 years; 
p<0.01) compared with group C (Table 1).

Table 1. Demographic Data of Patients

Variable Group C Group NC p-value

No. of patient 30 28 NS

Median age (yr) 22 (18–41) 27 (19–43) NS

Follow-up time (mo) 36 (24–122)  34 (24–112) NS

Gender (male/female) 28 (93.3)/2 (6.7) 25 (89.3)/3 (10.7) NS

Dominant arm/non-dominant arm 19 (63.3)/11 (36.7) 19 (67.9)/9 (32.1) NS

Mean no. of dislocation 2.3 ± 1.4 5.1 ± 3.1 <0.01

   (1/more than 1) 5 (16.7)/25 (83.3) 2 (3.6)/26 (96.4) NS

TFI (yr) 2.5 (0.3–10.0) 5.6 (0.5–20.0) <0.01

Sport activity level NS

   High 10 (33.3) 8 (28.6)

   Moderate 17 (56.7) 16 (57.1)

   Low 3 (10.0) 4 (14.3)

Preoperative score

   VAS 5.0 (3–8) 5.3 (4–8) NS

   ASES 55.2 (42–64) 51.5 (40–62) NS

   Constant 50.5 (34–57) 49.1 (36–60) NS

   Rowe 34.6 (18–46) 29.5 (15–42) NS

Preoperative ROM (°)

   Forward elevation 173.5 (160–180) 167.4 (150–180) NS

   External rotation 74.6 (50–90) 73.2 (60–90) NS

Values are presented as number only, median (range), number (%), or mean ± standard deviation.
Group C: with a communicated Bankart and type II superior labrum anterior to posterior (SLAP) lesion, Group NC: with a non-communicated Bankart and 
type II SLAP lesion, TFI: time from injury to surgery, VAS: visual analogue scale, ASES: American Shoulder and Elbow Surgeons, ROM: range of motion, NS: not 
significant.



40    www.cisejournal.org

Clinics in Shoulder and Elbow  
Vol. 21, No. 1, March, 2018

Other demographic data were well-matched and not statisti-
cally different (Table 1). ROM was nearly intact, and apprehen-
sion test results were positive in all patients preoperatively. 

Clinical Results 
The postoperative ASES, Constant, Rowe, and VAS scores are 

presented in Table 2. These clinical outcomes showed no sig-
nificant difference between the two groups. All shoulder scores 
improved postoperatively in both groups (p<0.05). Between the 
two groups, no significant difference was found regarding the 
ROM (forward elevation and external rotation) measured at the 
last follow-up (Table 2). One patient from group C redislocated 
his shoulder while competitively exercising, and one patient 
from group NC reported an episode of subluxation when his 
shoulder was placed by force in abduction and external rota-
tion. Two patients from group C and three patients from group 
NC had a positive apprehension test result at the last follow-up 
evaluation. There were no significant differences regarding the 
number of complications between the two groups.

Discussion

The most important findings of this study were that the clini-
cal outcomes of the Bankart lesion only repairs (SLAP lesion 
debridement) in patients with Bankart lesions combined non-
communicated SLAP lesions was comparable to all lesions being 
repaired in patients with Bankart lesions combined with a com-
municated SLAP lesion.

Regarding the injury mechanism of SLAP lesions, Snyder et 

al.16) reported that the force of pushing up the glenoid by the 
humeral head upon touching the ground with the hand while in 
abduction of the shoulder joint caused type I or II SLAP lesions, 
and the addition of external rotation to this axially compressed 
condition led to type III or IV lesions complicated by anterior 
instability. In some cases, recurrent dislocation or subluxation 
and traction by the tendon of the long head of the biceps brachii 
may lead to a SLAP lesion concomitant with a Bankart lesion.5) 
This is an extensive lesion that involves the biceps anchor lead-
ing to a poor outcome when treated conservatively, such as ex-
ternal rotation. Kim et al.17) suggested that the possibility of spon-
taneous healing of SLAP lesions over time is less likely in type V 
lesions than in the recurrent group. Takase5) primarily described 
the presence of communication between Bankart and SLAP le-
sions. He suggested that when SLAP lesions communicated to 
Bankart lesions, an enlargement on the detachment of the ante-
rior labrum from the anterior margin of the glenoid—which oc-
curred from repeated dislocation or subluxation—may have led 
to the SLAP lesions. In those cases, the repair of only the Bankart 
lesion was enough.5) Existing literature states that for SLAP le-
sions, only debridement or reattachment to the superior glenoid 
need to be performed, considering whether these lesions com-
municated to Bankart lesions.5) However, the hypothesis of this 
study was contrary to the opinion suggested by Takase.5) Authors 
of this study considered that SLAP lesions non-communicated 
to Bankart lesions were occurred by microtrauma from repeated 
dislocations or subluxations; in those cases, only the Bankart 
lesions were repaired and SLAP lesions were debrided. The cur-
rent study also considered that SLAP lesions communicated to 
Bankart lesions were occurred from high energy trauma at initial 
injury, and it acted as the primary lesion of anterior shoulder 
instability; in these cases, SLAP lesions and Bankart lesions were 
all repaired. Yiannakopoulos et al.4) reported on intra-articular 
lesions with acute and chronic traumatic anterior shoulder in-
stability. It was concluded from that study that secondary intra-
articular lesions are more frequent in patients with chronic cases, 
probably as a result of repeated dislocation or subluxation epi-
sodes. These findings were in accordance with the hypothesis of 
this study that reported a high recurrence rate of dislocation and 
longer time from injury to surgery in the NC group. It is assumed 
that the longer interval between injury and surgery and number 
of dislocations played a significant role in the development of 
secondary SLAP lesions of shoulder instability. 

Repairs of relatively extensive labral tears—such as com-
bined Bankart and SLAP lesions—can result in restrictions on 
the ROM. According to Warner et al.,18) external rotation was 
restricted by 6° compared to the unaffected side when the 
shoulder was at 90° abduction. Cho et al.19) reported favourable 
clinical results in patients with recurrent shoulder dislocations 
and type V tears compared with those with an isolated Bankart 
lesion. There were no limitations in ROM of more than 10° at 

Table 2. Clinical Results at the Last Follow-up

Variable Group C Group NC p-value

Postoperative score

   VAS 0.89 (0–3) 0.84 (0–4) NS

   ASES 94.7 (52–100) 95.2 (54–100) NS

   Constant 91.6 (54–100) 92.5 (60–100) NS

   Rowe 90.5 (52–100) 89.2 (58–100) NS

Postoperative ROM

   Forward elevation 170.5 (160–180) 169.3 (150–180) NS

   External rotation 71.6 (50–90) 71.2 (60–90) NS

Return to work 30 (100) 28 (100) NS

Return to sports 27 (90.0) 26 (92.9) NS

Recurrences 1 (3.3) 1 (3.6) NS

Positive apprehension test 2 (6.7) 3 (10.7) NS

Values are presented as median (range) or number (%).
Group C: with a communicated Bankart and type II superior labrum anterior 
to posterior (SLAP) lesion, Group NC: with a non-communicated Bankart 
and type II SLAP lesion, VAS: visual analogue scale, ASES: American Shoul-
der and Elbow Surgeons, ROM: range of motion, NS: not significant.
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last follow-up, although patients with type V tears had a slower 
postoperative recovery of shoulder motion. Also in this study, 
no limitations were present in ranges of motion of more than 
10° at last follow-up compared to the contralateral shoulder in 
both groups. The reason of this result was might be due to omit 
closure of anterosuperior labrum. In fact, it has been reported 
that limited joint mobility is a relatively common complication 
in patients with SLAP lesion repairs. However, Oh et al.20) re-
duced the risk of postoperative stiffness by omitting closure of 
the anterosuperior labrum during SLAP lesion repair to reduce 
tension in the rotator interval. Therefore, it was postulated that 
the recovery of the ROM was caused by omitting closure of the 
anterosuperior labrum in patients at our institution.

Some limitations of this study include this being is a retro-
spective study, meaning data was collected prospectively. Sec-
ondly, this study included a small study population and relatively 
short follow-up period. Therefore, this study indicates that stud-
ies involving more cases and long-term follow-up periods should 
be performed in order to clarify the reason for the delay in the 
recovery of the ranges of motion. Additionally, two groups were 
not affected by the same condition. Specifically, repairs of all 
were done for the communicated SLAP lesion groups, and only 
Bankart repairs were done for non-communicated SLAP lesion 
group. 

Conclusion

In the current study, authors have obtained satisfactory results 
in both groups. Also, although the non-communicated type II 
SLAP lesion accompanying the Bankart lesion was not repaired, 
it would not affect shoulder stability or the clinical result. Unnec-
essary repairs for the SLAP lesion non-communicated to Bankart 
lesions should, therefore, be avoided.
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