
Technical Note

Double-Row Bony Bankart Bridge for Large Bony 
Bankart Lesions: Technical Considerations

Colin P. Murphy, M.D., Christopher J. Hawryluk, M.B.S., Ayham Jaber, M.D., 
Tyler J. Uppstrom, M.D., and Peter J. Millett, M.D., M.Sc.

Abstract: Anterior shoulder dislocations frequently cause glenoid labral pathology in the form of a Bankart lesion. Some 
patients also present with a concomitant fracture of the anterior glenoid rim, termed a bony Bankart lesion. A variety of 
approaches exist to treat and repair the lesion, depending on factors such as bone fragment size, acuity of injury, and 
patient activity level. This Technical Note describes the bony Bankart bridge, the authors’ preferred technique for treating 
large bony Bankart lesions, consisting of a double-row suture anchor fixation.

T he classic Bankart lesion is a soft tissue injury 
involving detachment of the anteroinferior glenoid 

labrum, most commonly due to an anterior shoulder 
dislocation.1,2 A bony Bankart describes a fracture to the 
anterior glenoid rim.3 The anterior glenoid labrum is 
injured in nearly 100% of patients with traumatic ante
rior shoulder instability,2,4,5 while a concomitant bony 
injury is reported in 8.6% to 41% of first-time dis
locators6-8 and from 50% to 86% in cases with recurrent 
instability.4,5,7,9 Increased glenoid bone loss at the ante
rior rim has been studied and shown to decrease stability 
of the glenohumeral joint, leading to recurrent disloca
tions and their associated complications.3 Therefore, it is 
preferred to repair the acute glenoid fracture to avoid 
anterior glenoid bone loss, as patients with even small 
bone fragments are at risk of nonunion and resorption, 
leading to recurrent instability.10

Multiple techniques exist to repair bony Bankart le
sions, including open reconstruction,11 cannulated screw 

fixation,12 arthroscopic single- and double-row suture 
anchor fixation,13-15 double-pulley fixation,16 the bony 
Bankart bridge (BBB),17 and transosseous suture button 
fixation.18 Although various techniques exist along with 
algorithms to guide treatment, no technique has been 
identified as the gold standard. Factors to consider when 
selecting treatment include osseous viability, bone frag
ment size, total glenoid bone loss, and the patient’s 
functional demand.3,19 When glenoid bone loss reaches 
13.5%, an open Latarjet procedure is associated with 
improved clinical outcomes.19

In the approach to surgical repair, arthroscopic fixa
tion has well-known advantages, such as being mini
mally invasive, low complication rates, improved 
cosmesis, and similar patient-reported outcomes 
compared to an open approach. The senior author 
(PJM) originally described the BBB repair technique in 
2009, which utilizes 2 points of suture anchor fixation. 
This technique is technically reproducible to perform 
and avoids malreduction, tilting, and comminution of 
the fragment. The BBB has excellent biomechanical 
data, with short-, mid-, and now long-term clinical 
data to support its use.20,21 In this article, we present 
the current BBB technique for large bony Bankart 
fragments, which expands on the previous technique 
to include a crossed, double-row repair construct. This 
technique is demonstrated in Video 1.

Surgical Technique

Patient Positioning
The patient is placed in the beach-chair position, but 

this technique can also be performed in the lateral 
decubitus position. The authors utilize a Schlein 
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shoulder positioner (Mizuho/OSI) with lateral supports 
to position the patient in beach chair, and the bed is 
rotated 90◦ with the operative side facing into the 
sterile field. Following examination under anesthesia, 
the arm is prepped and draped in the usual sterile 
fashion.

Portal Placement
Three portals and a 70◦ arthroscope are utilized in this 

technique. First, a standard posterior viewing portal is 
created inferior and medial to the posterolateral corner 
of the acromion using a No. 11 blade scalpel. The 
arthroscope is introduced into the glenohumeral joint, 
and working portals are created anteriorly under direct 
visualization. The anterosuperior portal is created just 
inferior to the biceps tendon, and the anteroinferior 
portal is created just superior to the subscapularis 
tendon. A diagnostic arthroscopy is carried out to eval
uate all landmarks within the glenohumeral joint.

Bony Bankart Repair
The glenoid fracture site is exposed, and the fracture 

fragment is elevated so that the anterior glenoid neck can 
be visualized with the 70◦ arthroscope (Fig 1). This 
allows for the percutaneous placement of the drill/an
chor guide inferior and medial to the anteroinferior 
portal. The 2 fracture ends are roughened with a rasp 
and arthroscopic shaver to create a healing surface; care 
is taken not to disrupt the bony anatomy of the fracture 
fragments so as to allow for anatomic reduction. A 
2.4-mm SutureTak (Arthrex) is placed on the medial 
(nonarticular) aspect of the native glenoid at the superior 
portion of the fracture site; the sutures from this anchor 
are then guided anterior to the fracture fragment and 
associated capsulolabral tissue using the drill guide to 
pass the sutures (Fig 2). A second 2.4-mm SutureTak 
anchor is placed in the medial aspect of the glenoid at the 
inferior portion of the fracture site, and again sutures are 
guided anterior to the fracture fragment and associated 
capsulolabral tissue with use of the drill guide. Alterna
tively, a shuttling device can be used to pass the sutures 
around the bone fragment, but in our experience, use of 
the drill guide is more efficient. Sutures are then 
retrieved through the skin of the anterosuperior portal, 
outside of the cannula, using a suture retriever.

Next, the labrum is secured inferior and superior to 
the bone fragment to help stabilize the bony fragment 
and the associated labral tear. A 1.8-mm Knotless 
FiberTak (Arthrex) is placed into the intact glenoid 
inferior to the Bankart lesion. The repair suture is 
passed through the torn capsulolabral tissue inferior to 
the anchor using a curved suture lasso and then 
shuttled through the anchor into the locking mecha
nism to secure the tissue to the bone. This process is 
repeated with a 1.8-mm Knotless FiberTak just supe
rior to the Bankart lesion. The sutures from the 

previously placed 2.4-mm SutureTak anchors are then 
passed into two 2.9-mm PushLock (Arthrex) anchors 
to create a bridging double-row configuration, and the 

Fig 1. Left shoulder, visualized from the posterior portal. 
Elevation of the fracture fragment allows for visualization of 
the anterior glenoid neck and facilitates percutaneous 
placement of the guide for the medial anchors. (BB, bony 
Bankart fragment; G, glenoid.)

Fig 2. Left shoulder, visualized from the posterior portal. The 
drill guide is used to pass sutures anterior to the fracture 
fragment. (BB, bony Bankart fragment; DG, drill guide; G, 
glenoid.)
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anchors are placed into the lateral (articular) surface of 
the glenoid at the superior and inferior portion of the 
fracture site, respectively. Sutures are tensioned and 
cut flush with the anchor (Fig 3). In this case, the su
tures were not only bridged but also crossed. Since the 
labral tear extended to the 12-o’clock position, an 
additional 1.8-mm Knotless FiberTak was required 
superior to the bony Bankart repair in order to 
completely repair the labral tear. An arthroscopic view 
of the entire bony Bankart bridge is seen in Figure 4, 
and a diagram showing the final orientation of the 7- 
anchor repair is shown in Figures 5 and 6. The final 
construct is tested for stability. The shoulder is taken 
through gentle range of motion.

Closure
Portals are closed using buried 3-0 Monocryl (Ethi

con) suture. Incisions are dressed, and the patient is 
placed in an abduction sling. The patient remains in the 
abduction sling for 6 weeks. Passive range of motion 
begins immediately postoperatively, with external 
rotation limited to 30◦ initially. Active range of motion 
begins at 6 weeks postoperatively, and strengthening 
begins at 10 weeks postoperatively. Patients typically 
return to full activities at 4 to 5 months postoperatively.

Discussion
Multiple techniques have been described in arthro

scopic repair of the bony Bankart lesion. These include 
soft tissue—only repairs, anchor repairs with trans
osseous or bridging techniques, and screw fixation.22-25

A consensus approach to fixation has not been 
established and is dependent on fragment size, bone 
quality, fracture pattern, acuity of injury, patient 
activity level, and surgeon preference.

Regardless of repair technique, outcomes of arthro
scopic bony Bankart repair are generally positive, with 
an overall redislocation rate of 6% to 8%.25 When 

Fig 3. Left shoulder, visualized from the posterior portal. 
Sutures are tensioned with placement of the last anchor to 
compress the fracture fragment. (BB, bony Bankart fragment; 
G, glenoid; HH, humeral head; PL, PushLock anchor.)

Fig 4. Arthroscopic view from the posterior portal, showing 
the final repair construct. (BB, bony Bankart fragment; G, 
glenoid; HH, humeral head.)

Fig 5. Bony Bankart bridge repair. (FT, FiberTak soft anchor; 
PL, PushLock anchor; ST, SutureTak anchor.). As would be 
viewed anteriorly with the patient in a beach-chair position 
looking at the left shoulder.
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evaluating these patients, it is imperative to differentiate 
an acute bony Bankart fracture from attritional bone 
loss associated with recurrent instability. It is also crucial 
to identify large or engaging Hill-Sachs lesions and 
concomitant humeral avulsion of glenoid labrum le
sions, as these can lead to failure if not addressed during 
surgery.26,27 High-demand overhead activities, young 
male patients, and patients with ligamentous laxity are 
also risk factors for failure of arthroscopic treatment, and 
open treatment should be considered in these patients.28

Arthroscopic repair of bony Bankart lesions is indi
cated in acute cases with an unstable bony fragment. 
The bridging technique was initially described by Millett 
and Braun in 2009,17 which provides 2-point fixation of 
the bony fragment onto the glenoid. This technique is 

further expanded upon in this article, with 4-anchor 
fixation around the bony fragment that provides a 
crossing double-row fixation configuration. This not 
only provides additional fixation of the bony fragment 
but also allows for additional control over the fragment 
to prevent tilting, malreduction, and comminution. The 
double-row repair technique, in which repair sutures 
are passed between anchors, provides dual-vector con
trol and fixation across the fragment. This has been 
shown to result in improved fracture reduction and 
superior stability at time zero when compared to single- 
row repair in a cadaveric model.15 Clinical outcomes are 
also favorable in short-, mid-, and long-term follow-up 
studies.20,21,29 This technique is especially useful in 
larger fragments where fixation and control are essential 
to an adequate repair. Tables 1 and 2 demonstrate the 
advantages and disadvantages, as well as pearls and 
pitfalls of the presented technique.
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Fig 6. Bony Bankart bridge repair lateral view. (PL, PushLock 
anchor.) As would be viewed laterally with the patient in a 
beach-chair position looking at the left shoulder.

Table 1. Advantages and Disadvantages of the Bony Bankart 
Bridge

Advantages Disadvantages

Increased control over bony 
fragment

Technically challenging

Excellent reduction Requires placement of 
percutaneous anchors

Compression distributed 
across the entire fracture 
fragment

Relatively difficult suture 
passage and management

Table 2. Pearls and Pitfalls of the Bony Bankart Bridge

Pearls Pitfalls

Adequately mobilize fracture 
fragment for appropriate 
reduction

Disrupting osseous reduction 
with overpreparation of 
fracture edges

Secure double-row sutures 
last to allow for suture 
passage in labral repair

Difficulty passing sutures once 
double row is fixated

Pass medial row anchors 
anteriorly using drill guide

Take care not to cut or disrupt 
suture when using drill 
guide
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