¢-ISSN: 0976-822X, p-ISSN:2961-6042

Available online on http://www.ijcpr.com/

International Journal of Current Pharmaceutical Review and Research 2025; 17(12); 467-470

Original Research Article

Open Latarjet Procedure for Recurrent Anterior Shoulder Instability

Gopal Ghosh!, Pradyumna Chakraverty?, Shabarna Roy?

! Assistant Professor, Dept. of Orthopaedics, KPC Medical College, Kolkata, West Bengal
2Assistant Professor, Dept. of Orthopaedics, KPC Medical College, Kolkata, West Bengal
3Associate Professor, Dept. of Paediatrics, RG Kar Medicl College, Kolkata, West Bengal

Received: 01-09-2025 / Revised: 15-10-2025 / Accepted: 21-11-2025
Corresponding author: Dr. Shabarna Roy
Conflict of interest: Nil

Abstract

Background: The shoulder joint is the most unstable. The most common complication of traumatic shoulder
dislocation is recurrent dislocation. The Latarjet procedure, introduced in 1954, was described as a coracoid
bone block technique to prevent anterior dislocation. Latarjet procedure has become the treatment of choice for
recurrent anterior glenohumeral instability. This study aimed to evaluate the effectiveness of the Laterjet
procedure in preventing recurrent shoulder dislocation.

Materials and Methods: This was a prospective observational study. Patients were reviewed on week 2 after
the operation for stitch removal, then week 6, month 3, month 6, month 12, and month 24. The mean follow-up
period was 18 months.

Results: A total of thirteen patients were included in the study. No patients have recurrent dislocation after this
procedure. Only one patient has recurrent traumatic subluxation. The restriction of external rotation was about 0
to 5 degrees. According to Rowe score/Walch-Duplay score, the overall excellent and good satisfaction rate was
about 84%.

Conclusions: Latarjet procedure continues to be a viable treatment option in selected patients with
posttraumatic anterior shoulder instability as this procedure has less chance of recurrence rate and
complications.
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Introduction

The shoulder joint is the most unstable joint at
which frequently dislocation or subluxation occurs
(Figure 1). The most common complication of
traumatic  shoulder dislocation is recurrent
dislocation. Several factors like patient age, activity
level, hyperlaxity, and bony loss of glenoid or
humeral head are responsible for recurrent
dislocation [1,2]. The glenoid fossa is a flattened
and dish-like structure, and only 25% of the
humeral head articulates with it.

Labrum around the margin of the glenoid increases
the depth of the glenoid and also joint surface area.
No single anatomical lesion is responsible for each
recurrency. It may be due to Bankart lesion, Hill-
Sachs Lesion, or other secondary deficiencies
following repeated dislocations. As there are
multiple causes of recurrent dislocation, no single
operative procedure is successful for every patient
[3,4]. The Arthroscopic stabilizing procedure has a
recurrence rate of 10.8% to 21.1% [1-4]. Cadaveric
biomechanical studies have suggested that
anteroinferior glenoid bone loss accounting for
19% to 21% of the glenoid width, significantly
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compromises the stability of soft-tissue repair alone
[5,6]. Combined glenoid and humeral head bone
loss has additive negative effects on glenohumeral
joint stability. As little as 2 mm of glenoid bone
loss in the setting of a medium Hill-Sachs lesion
(1.47 cm®) and 4 mm of glenoid bone loss in the
setting of a small Hill-Sachs lesion (0.87 cm?) have
been correlated with failed soft-tissue Bankart
repairs [7]. Because of these findings, coracoid
transfer, particularly the Latarjet procedure, has
become the treatment of choice for recurrent
anterior glenohumeral instability in the setting of
osseous deficiencies greater than 20% to 30% of
the glenoid surface area and may also be
considered for the primary treatment of recurrent
instability in high-risk athletes, even in the setting
of limited osseous deficiency [2, 5-7].

The Latarjet procedure, introduced in 1954, was
described as a coracoid bone block technique to
prevent anterior dislocation [8]. It was suggested
that the horizontal limb of the coracoid process be
fixed to the anteroinferior portion of the glenoid
margin with a screw. The advantage of this
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procedure in cases with glenoid bone loss is the
obvious augmentation of the anteroinferior glenoid.
Patte et al. [9] described a triple-blocking effect as
stabilizing mechanism. First, the conjoined tendon
acts as a sling on the inferior subscapularis and
anteroinferior capsule when the arm is abducted
and externally rotated. Second, the “bone blocking
effect” increases or restores the glenoid diameter in
the anteroposterior direction by augmentation the
anteroinferior glenoid. Third, stabilization is
provided by repairing the capsule to the
coracoacromial ligament stump. In our study, we
have done the Laterjet procedure for traumatic
recurrent dislocation or subluxation of the shoulder
joint. The procedure has some advantages,
including (i) low recurrence rate, (ii)) low
complication rate, (iii) low reoperation rate, (iv)
does not stiff the shoulder, and (v) applicable for
most cases [7-9].

Materials and Methods

This study was a prospective observational study.
The study was done in a tertiary care medical
college hospital from January 2017 to January
2020. A total of thirteen patients were included in
the study after proper consent. Of which 9 were
male and 4 were female. The operative procedure
was done after proper clinical and radiological
examination and anesthetic fitness. Patients were
admitted to the hospital for three days. The
postoperative third-day dressing was done, and
patients were discharged. Patients were reviewed
on week 2 after the operation for stitch removal,
then week 6, month 3, month 6, month 12, and
month 24. The mean follow-up period was 18
months.

Surgical Procedure: Patient position and incision.
All surgical procedures were done in the Beach
chair position with regional anesthesia. After
dressing and dropping, a 4 to 5 c¢cm skin incision
was made beginning from the tip of the coracoids
process and extended vertically (Figure 2).
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Preparation of bone block. The affected shoulder
was abducted and externally rotated, and then an
incision of coracoacromial ligaments from 1 cm of
coracoids was done. Pectoralis minor was released.
Coracoids were osteotomized medial to lateral at
the junction of the horizontal-vertical part (Figure
3). Coracohumeral ligaments were released from
the lateral aspect of coracoids. Lateral and medial
margins of the conjoint tendon along with
osteotomized coracoids were released. Two drill
holes were made with a 3.2 drill bit on the deep
surface of coracoids.

Exposure of glenoid. The superior and inferior
borders of subscapularis were identified. The
subscapularis tendon was split horizontally at the
upper third and lower third junction. The capsule
was exposed, and a 1.5 cm vertical capsulotomy
was done at the anteroinferior margin of the
glenoid. The anteroinferior part of the glenoid rim
was decorticated with a curet.

Fixation of bone block. Bone Block was fixed with
two AO malleolar screws to the anteroinferior
margin of the glenoid preciously - no lateral
overhanging of coracoids in the joint (Figure 4).
The screw was placed in antero- posterior and
superior directions in the scapular neck.

Closure. Remnants of coracoacromial ligaments
were repaired with lateral capsular flaps. Soft tissue
was repaired in layers.

Postoperative care. A check x-ray was done (Figure
5, 6). The shoulder was immobilized in a shoulder
immobilizer for 2 weeks. Forward flexion was
started after 2 weeks, and external rotation at week
6. Strengthening exercises were started at week 8
after surgery.

Results

13 patients were included in the study, of which 9
were male and 4 were female. Overall results are
summarized in Table 1.

Table 1: Overall results of the study.

Gender Side Mean follow | Recurrent Recurrent Rowe score/Walch-Duplay
up period subluxation dislocation score
Male: 9 Right: 10 | 18 months 1 case Absent Excellent: 7 (53.84%)
Female: 4 | Left: 3 (7.69%) Good: 4 (30.76%)
Fair: 2 (15.38%)
Poor: 0
The restriction of external rotation was about 0 to 5 Discussion

degrees (Figure 7). According to Rowe
score/Walch-Duplay score, the overall excellent
and good satisfaction rate was about 84%.

In this short-term study, no patient has a recurrent
dislocation, but only one patient (7.69%) has
subluxation of the shoulder.
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Latarjet procedure has been shown to restore
glenohumeral joint stability reliably, but there are
some complications. According to the literature,
restricted external rotation is a complication of this
procedure [10-13], but it was about 0 to 5 degrees
in our study. Various studies showed a recurrence
rate of 0 to 5.4% [14-19], but this study had no
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recurrent dislocation and only one subluxation.
Glenohumeral arthritis is a known complication of
this procedure [20], but none of the patients
developed osteoarthritis of the glenohumeral joint
in our study.

This procedure has been associated with
postoperative complication rates up to 25% [21].
Reported short-term complications after the
Latarjet procedure include infection, hematoma,
intraoperative graft fracture, graft malposition or
malunion, non-union, hardware complications
including screw breakage, and neurovascular injury
[20,21].

Surgeons must be aware of the complications
related to this surgical procedure to take
appropriate intraoperative precautions to limit
patient risks, as well as to provide proper
preoperative and postoperative patient education. In
conclusion, the Latarjet procedure is a reliable
option for the surgical management of recurrent
anterior glenohumeral instability in the setting of
osseous deficiencies greater than 20% to 30% of
the glenoid surface area.
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