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Background: Few studies have focused on shoulder arthroplasty after anterior stabilization procedures.
This study compares the outcomes of total shoulder arthroplasty (TSA) and reverse total shoulder arthro-
plasty (RTSA) after anterior stabilization surgical procedures.
Methods: All primary shoulder arthroplasties from 2000 to 2014 with prior surgery were retrospectively
reviewed from a prospective research database. The inclusion criteria were primary TSA or RTSA, a history
of anterior stabilization surgery, and minimum 2-year follow-up. Soft-tissue and bony anterior stabiliza-
tion procedures were included. We compared the following between TSA and RTSA patients: active range
of motion (ROM) and Shoulder Pain and Disability Index 130; Simple Shoulder Test; American Shoul-
der and Elbow Surgeons (ASES); Short Form 12; University of California, Los Angeles; and Constant
scores. The RTSA group was also compared with an RTSA control group.
Results: The study included 15 TSA and 10 RTSA patients with average follow-up periods of 3.3 and
4.0 years, respectively. RTSA patients experienced greater improvements in all ROMs except internal ro-
tation; these were not statistically significant despite the mean values for RTSA being above the minimal
clinically important difference compared with TSA for forward flexion and abduction. RTSA patients had
better improvements in all functional outcomes; only the ASES score was statistically significant. TSA
patients had a 33% complication rate and a 20% reoperation rate. RTSA patients had no complications or
reoperations. The group that underwent RTSA with prior anterior stabilization surgery had similar im-
provements in ROM and outcome measures to the RTSA control group.
Conclusion: RTSA patients had better postoperative improvement in most ROMs and all functional scores;
only the ASES score was statistically significant. This study suggests better outcomes with a lower com-
plication rate with RTSA after prior anterior stabilization procedures compared with TSA.
Level of evidence: Level III; Retrospective Cohort Design; Treatment Study
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Anterior shoulder instability, whether treated surgically or
nonsurgically, can progress to glenohumeral arthritis.6,12 This
was first described by Neer et al15 in 1982, and then Samilson
and Prieto19 coined the term “dislocation arthropathy.” A recent
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study reported improved stability with open Bankart repairs
compared with Bristow-Latarjet procedures; however, dislo-
cation arthropathy was more common after Bankart repairs
(62% vs 30%) at long-term follow-up.7 The same research-
ers subsequently reported dislocation arthropathy in 49% of
patients, with 14% having moderate to severe arthropathy, after
prior Bristow-Latarjet procedures at 15-year follow-up.6 Mul-
tiple factors reportedly affect this progression following
surgical stabilization including patient age at first disloca-
tion, time between the initial instability episode and surgical
stabilization, patient age at surgery, and presence of a glenoid
fracture.6,12,19

Treatment of arthropathy due to shoulder instability can
be challenging. High revision rates have been reported after
arthroplasty for dislocation arthropathy.1,5,10 Green and Norris5

described the results of capsulorrhaphy arthropathy, showing
reduced pain and improved function in 19 total shoulder ar-
throplasty (TSA) or hemiarthroplasty patients; however, they
reported an 18% revision surgery rate. Lehmann et al10 re-
ported a 40% complication rate in their study reviewing TSAs
and hemiarthroplasties in which 20% of patients required re-
vision. They concluded that arthroplasty for instability-
induced arthritis has a higher complication rate compared with
idiopathic osteoarthritis.10

Limited literature exists on shoulder arthroplasty out-
comes after prior shoulder anterior stabilization procedures.
Only 2 studies included reverse total shoulder arthroplasty
(RTSA) for the treatment of glenohumeral arthritis follow-
ing operatively treated anterior shoulder instability,3,18 with
neither reporting on a control group. To our knowledge, no
study has compared the outcomes of TSA versus RTSA after
prior anterior stabilization procedures.

This study reports on clinical and functional RTSA out-
comes in patients with prior anterior shoulder stabilization
surgery and compares their results with patients with TSA
after prior instability surgery. In addition, this study com-
pares RTSA patients with prior shoulder stabilization with a
group of matched control RTSA patients to evaluate whether
prior instability surgery affects function after RTSA. Our hy-
pothesis is that RTSA patients with prior anterior stabilization
procedures will have at least similar outcomes to TSA pa-
tients with similar prior procedures and to a matched cohort
of RTSA patients without prior surgery.

Materials and methods

We used our prospectively collected shoulder arthroplasty re-
search database to perform a retrospective review of patients who
underwent shoulder surgery before primary shoulder arthroplasty
from 2000 to 2014. Medical records and a prospective research da-
tabase were reviewed for demographic, operative, and clinical
information. The inclusion criteria included primary TSA or RTSA
within the study period, a history of anterior shoulder stabilization
surgery, and minimum 2-year follow-up. The anterior stabilization
procedures considered were anterior labral or Bankart repair, an-
terior capsulorrhaphy or capsular plication, and any bony procedure

for anterior shoulder instability. All patients with a history of surgery
were evaluated, and patients were included only if they had one of
these prior procedures documented by either specific patient history
or prior operative records or had radiographic confirmation of one
of these previous procedures. Prior open and arthroscopic anterior
stabilization procedures were included. The exclusion criteria were
patients with a prior shoulder infection, any prior shoulder arthro-
plasty, and/or less than 2 years’ follow-up.

The deltopectoral approach was used for all shoulder arthro-
plasty procedures. Biceps tenodesis was routinely performed to the
pectoralis major insertion. The deltopectoral interval was closed with
absorbable suture. The skin was closed with a subcuticular absorb-
able suture and Dermabond (Ethicon, Somerville, NJ, USA). The
decision to perform TSA or RTSA was based on surgeon discre-
tion, although a few patients included in the TSA group underwent
surgery prior to US Food and Drug Administration approval of the
RTSA.

Rehabilitation was similar for all patients, consisting of a phys-
ical therapist–directed home program. Active range of motion (ROM)
was limited for 6 weeks, and external rotation was limited to neutral
for RTSA and to 30° for TSA for 6 weeks. Sling use was discon-
tinued 6 weeks postoperatively, and weight-restriction limitation was
discontinued 3 months postoperatively.

Evaluated primary outcome measures included active ROM data
and functional outcome scores collected in a prospective research
database. A research coordinator (A.M.S.) obtained ROM measure-
ments (forward elevation, abduction, internal rotation by vertebral
level, and external rotation) using a goniometer. The American Shoul-
der and Elbow Surgeons (ASES) score, normalized Constant score,
Simple Shoulder Test (SST) score, Short Form 12 score, and Shoul-
der Pain and Disability Index 130 (SPADI-130) score were used.
In most patients, a clinical examination was performed and radio-
graphs were obtained at final follow-up, but for patients unable to
attend annual follow-up visits, a telephone interview or mailed ques-
tionnaire was obtained and their functional scores were calculated.
Postoperative radiographs were taken at 2 weeks, at 3 months, and
then annually postoperatively. All radiographs were reviewed by the
study team and evaluated for any complications and notching.

Active ROM and outcome scores were compared between TSA
and RTSA patients for preoperative values, postoperative values, and
changes in values from preoperatively to postoperatively. The RTSA
study group was also compared with a control group of patients who
underwent primary RTSA for osteoarthritis or rotator cuff arthropa-
thy without previous anterior stabilization procedures. These patients
were matched for age and sex as closely as possible in a ratio of 1
study patient to 3 controls. Active ROM and outcome scores were
also compared between RTSA patients with prior anterior stabili-
zation procedures and the RTSA control group for preoperative values,
postoperative values, and changes in values from preoperatively to
postoperatively to evaluate whether prior anterior stabilization surgery
affects outcomes in RTSA patients.

Quantitative comparisons were made using the Student t test to
compare continuous variables and the Fisher exact test for dichoto-
mous variables. Univariate analysis was used given the small numbers
in each group. Statistical significance was set at P < .05.

Results

A total of 1298 primary shoulder arthroplasties (545 TSAs
and 753 RTSAs) in 1136 patients were reviewed from the study
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period; 25 patients met the inclusion criteria. The study pop-
ulation included 15 TSA patients (5 female and 10 male
patients) and 10 RTSA patients (4 female and 6 male pa-
tients). The TSA group’s mean age at surgery was 54.9 years,
with an average follow-up period of 4.0 years. The RTSA
group’s mean age was 65.4 years, with an average follow-
up period of 3.3 years. All implants were Exactech Equinox
implants (Gainesville, FL, USA) except for 2 Tornier TSA
implants (Montbonnot-Saint-Martin, France) and 1 DePuy TSA
implant (Warsaw, IN, USA). Conversion to RTSA was per-
formed in 2 TSA patients (13% conversion rate); they were
not included in the outcome analysis for ROM or outcome
scores. No patients with RTSA after prior anterior stabiliza-
tion procedures required revision surgery. In addition, 1 patient
from each group died of unrelated causes prior to the 2-year
follow-up (death occurred 1.5 years postoperatively in the
RTSA patient and 1.7 years postoperatively in the TSA patient).
Both of these patients had well-functioning implants without
complications at the time of death, but their outcomes were
not included in our ROM or outcome analysis. All patients
were included in the demographic, follow-up, and compli-
cation analysis.

Previous surgical procedures

In the RTSA group, 4 prior bony procedures (40%) were per-
formed: 3 were Bristow procedures (1 patient also underwent
a prior open rotator cuff repair) and 1 was a glenoid oste-
otomy. The remaining 6 patients underwent previous soft-
tissue procedures that included the following: 3 with open
anterior labral and capsular repairs (one of these with a total
of 3 open reconstructive procedures), 2 with arthroscopic labral
repairs, and 1 with a thermal capsulorrhaphy for instability
with rotator cuff repair in the same setting.

In the TSA group, 4 patients underwent prior bony pro-
cedures (27%), all of which were Bristow procedures. One
underwent multiple other non-arthroplasty shoulder surgi-
cal procedures, and another underwent 4 previous arthroscopic
surgical procedures. The remaining 11 patients underwent pre-
vious soft-tissue procedures that included the following: 7 with
arthroscopic anterior labral repairs and 4 with open anterior
capsular reconstructions.

Status of rotator cuff

The subscapularis tendon was treated depending on the tendon
quality. In the RTSA group, 3 subscapularis tendons were
intact, 3 were poor quality, 2 were scarred, and 1 was defi-
cient; in 1 case, the tendon quality was not recorded in the
operative report. The intact subscapularis tendons were re-
paired (2 with a peel and 1 with a lesser tuberosity osteotomy).
One of the poor-quality tendons and one of the scarred tendons
were repaired using suture. The remaining subscapularis
tendons were left as tenotomies. In the TSA group, all the

subscapularis tendons were deemed of adequate quality by
the operative reports. Eleven subscapularis tendons were re-
paired after a lesser tuberosity osteotomy, three subscapularis
peels were repaired using suture, and one subscapularis peel
was repaired using suture anchors.

The status of the other rotator cuff tendons was evalu-
ated in the RTSA group (in 9 of 10 patients). The supraspinatus
was intact in 2, partially torn or poor quality in 3, and absent
(or with a full-thickness tear) in 4. The infraspinatus was intact
in 5, poor quality in 1, and absent (or with a full-thickness
tear) in 3. The teres minor was intact in 6, partially torn or
poor quality in 2, and absent in 1. The remaining rotator cuff
tendons were documented as being of adequate quality in all
patients in the TSA group.

RTSA versus TSA

Comparison of preoperative scores of patients who under-
went TSA or RTSA after prior anterior stabilization procedures
showed that RTSA patients had similar preoperative ROM
(Table I). When patients who underwent RTSA were com-
pared with those who underwent TSA, preoperatively, all
outcome scores were slightly lower for the RTSA group;
however, none were statistically different and the means were
not above the minimal clinically important difference (MCID)
(Table I).20

Postoperative active ROM was both clinically and statis-
tically similar between the TSA and RTSA groups after prior
anterior stabilization procedures (Table I). Comparison of
outcome scores postoperatively showed that the RTSA group
had better mean outcome scores for all 6 outcome measures
used, with a statistically significant difference in the SPADI-
130 score (P = .049) and a trend toward significance in both
the ASES (P = .09) and SST (P = .06) scores (Table I). The
RTSA group’s mean outcome scores were above the MCID
for the ASES, SST, Constant, and SPADI-130 scores in com-
parison with the TSA group’s scores.20

TSA and RTSA patients had improvements in all postop-
erative ROM and functional outcomes measured (Table II).
Statistically significant improvements from preoperative to
postoperative values were seen in most ROM and outcome
scores evaluated except for internal rotation after RTSA and
the Short Form 12 score after TSA (Table II). When im-
provements were evaluated between RTSA and TSA patients,
RTSA patients had better mean improvements in active ROM;
these were not statistically significant, but the RTSA group
had mean forward flexion, abduction, and external rotation
that were above the MCIDs compared with the TSA group.20

The mean active change in internal rotation was higher for
the TSA group; however, this was not statistically signifi-
cant. RTSA patients also had better improvements in all
functional outcome measures evaluated; however, only the
ASES score was significant (P = .049), and the mean ASES,
SST, and Constant scores were above the MCIDs compared
with TSA patients (Table II).20
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RTSA versus controls

The control group consisted of 30 patients (15 male and 15
female patients) with a mean age at surgery of 64.5 years.
The mean follow-up period for controls was 2.8 years. The
patients undergoing RTSA after prior anterior stabilization

procedures compared with the RTSA control group had similar
mean preoperative values for active ROM and outcome mea-
sures, with none being statistically different (Table I).
Postoperative ROM and outcome scores were all slightly better
in the RTSA study patients, with none being statistically sig-
nificant (Table I). Mean improvement in ROM and outcome

Table I Clinical outcomes of patients after prior anterior stabilization procedures and RTSA controls

RTSA TSA RTSA controls P value

RTSA vs TSA RTSA vs controls

Preoperative
Forward elevation, ° 91 103 77 .18 .29
Abduction, ° 84 94 71 .29 .30
External rotation, ° 2 11 13 .27 .13
Internal rotation level L4 Sacrum L5 .14 .50
ASES score 32.0 43.4 31.9 .085* .99
SST score 3.4 3.9 2.9 .64 .55
UCLA score 12.1 16.3 12.7 .056* .74
Constant score 38.2 40.4 35.7 .72 .70
SPADI-130 score 82.9 84.7 91.8 .82 .22
SF-12 score 28.7 33.7 26.5 .16 .51

Postoperative
Forward elevation, ° 138 126 128 .27 .098
Abduction, ° 128 120 118 .43 .054*
External rotation, ° 31 36 24 .29 .26
Internal rotation level L1 L3 L2 .53 .95
ASES score 83.1 68.2 78.3 .093* .33
SST score 11.2 8.9 9.5 .064* .065*
UCLA score 28.7 26.1 28.6 .41 .78
Constant score 76.5 68.9 71.4 .38 .40
SPADI-130 score 16.0 42.0 28.8 .049† .10
SF-12 score 38.3 38.1 31.5 .97 .074*

RTSA, reverse total shoulder arthroplasty; TSA, total shoulder arthroplasty; ASES, American Shoulder and Elbow Surgeons; SST, Simple Shoulder Test; UCLA,
University of California, Los Angeles; SPADI-130, Shoulder Pain and Disability Index 130; SF-12, Short Form 12.
Data are given as mean values.
* Trending towards significance.
† Statistically significant.

Table II Improvement in ROM and outcome scores in patients after prior anterior stabilization procedures and RTSA controls

Improvement from
preoperatively to
postoperatively

RTSA TSA RTSA controls P value

RTSA vs
TSA

RTSA vs
controls

RTSA from
preoperatively to
postoperatively

TSA from
preoperatively to
postoperatively

Forward elevation, ° +47 +23 +46 .11 .96 <.0001 .028
Abduction, ° +46 +25 +45 .20 .84 <.0001 .034
External rotation, ° +29 +25 +16 .48 .59 .0009 .0002
Internal rotation level +2.4 levels +3.4 levels +2.5 levels .74 .97 .32 .035
ASES score +49.6 +29.1 +46.1 .049 .50 <.0001 .005
SST score +7.3 +5.4 +6.7 .12 .65 <.0001 .0003
UCLA score +16.9 +12.3 +15.3 .25 .53 <.0001 .0005
Constant score +37.3 +27.9 +35.8 .36 .85 .0007 .0003
SPADI-130 score −66.1 −48.9 −62.5 .16 .76 <.0001 .0008
SF-12 score +11.0 +6.8 +4.4 .28 .066 .046 .11

ROM, range of motion; RTSA, reverse total shoulder arthroplasty; TSA, total shoulder arthroplasty; ASES, American Shoulder and Elbow Surgeons; SST,
Simple Shoulder Test; UCLA, University of California, Los Angeles; SPADI-130, Shoulder Pain and Disability Index 130; SF-12, Short Form 12.
Data are given as mean values.
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scores was similar between the RTSA study and control groups
(Table II).

Complications

The RTSA patients had no complications after prior anteri-
or stabilization procedures, whereas 2 TSA patients underwent
revision to RTSA. One TSA was converted to RTSA after
aseptic glenoid loosening, and one was converted to RTSA
because of subsequent rotator cuff failure. One TSA patient
had a dislocation, which was treated with closed reduction
and did not require further surgery. No scapular notching was
noted in the RTSA group. The recurrent instability rate was
7% after TSA and 0% after RTSA. The revision surgery rate
was 20% after TSA and 0% after RTSA. For the RTSA control
patients, the revision surgery rate was 13% and the disloca-
tion rate was 0%. Complete complication data are available
in Table III.

Discussion

The treatment of anterior shoulder instability including soft-
tissue and bony stabilization procedures is relatively common,
especially in athletes.9,17 The progression to shoulder arthri-
tis has been noted in patients with prior anterior shoulder
instability.6,7 In patients with a history of anterior instability,
treated surgically or nonsurgically, TSA and hemiarthroplasty
are reportedly viable salvage procedures, with improved ROM
and Constant scores documented postoperatively.10,12 However,
there are only a few case series on shoulder arthroplasty after
prior anterior stabilization procedures and even fewer that in-
cluded patients who underwent RTSA for shoulder arthritis
after prior anterior shoulder instability procedures.

Our study found that patients who underwent TSA or RTSA
in the setting of anterior stabilization procedures noted a com-
bined significant improvement in ROM and outcome scores.
This confirms previous reports that shoulder arthroplasty is
a viable treatment for arthropathy following anterior stabi-
lization procedures,5,10,12 although only 2 studies described
RTSA as a treatment option.3,18 Our study showed a trend
toward better improvement in ROM and outcome scores in

RTSA patients compared with TSA patients, with only the
ASES score being statistically significant (20-point differ-
ence favoring RTSA) and several of the mean improvements
being above the reported MCID.

TSA for the treatment of dislocation arthroplasty has been
documented. Green and Norris5 reported on the outcomes of
15 TSAs and 2 hemiarthroplasties after prior anterior stabi-
lization procedures at a mean age of 47 years. All patients
had improvement in pain and function except for 1 (94%),
with 18% requiring additional surgery. Lehmann et al10 also
reported on 35 TSAs and 10 hemiarthroplasties with dislo-
cation arthropathy (21 with prior stabilization surgery), showing
improved average Constant scores (mean improvement of 32
points). However, they reported a 40% complication rate in
this young patient population, with 20% requiring revision
surgery. No difference in the outcomes was found between
TSA and hemiarthroplasty patients or between patients with
and patients without prior surgery.10 Although both reports
had high complication rates with anatomic shoulder arthro-
plasty, they also included some patients with glenoid bone
grafting and subscapularis lengthening. In addition, most studies
on TSA after prior anterior instability included patients with
hemiarthroplasty in the study population as well (Table IV).

RTSA has also been reported in the treatment of post-
traumatic arthritis after prior anterior stabilization surgery with
rotator cuff insufficiency. Raiss et al18 described 13 patients
who underwent RTSA following anterior stabilization pro-
cedures and who had at least 1 deficient rotator cuff tendon,
documenting comparable improvement in ROM and Con-
stant scores to previous RTSA studies performed for other
conditions and a 92% satisfaction rate. Chalmers et al3 re-
ported similar improvement in pain and ROM in a study
population of 24 dislocation arthropathy patients who un-
derwent RTSA. They also noted that RTSA patients with
subscapularis deficiency underwent more prior procedures than
patients with a normal subscapularis or with partial deficien-
cy and trended toward worse outcomes and ROM. Neither
study reported on a control group.

Matsoukis et al12 reported on 55 patients who underwent
TSA or hemiarthroplasty for dislocation arthropathy, with 49%
having undergone prior surgery. TSA patients had improved
postoperative outcomes compared with hemiarthroplasty

Table III Complications after primary shoulder arthroplasty after prior anterior stabilization procedures

TSA (%) RTSA (%) RTSA controls (%)

Removal of retained hardware 1 of 15 (7) 0 0
Dislocation 1 of 15 (7) 0 0
Revision for interval rotator cuff failure 1 of 15 (7) 0 0
Revision for aseptic loosening 1 of 15 (7) 0 0
Deep infection 0 0 2 of 30 (7)
Disassociation of polyethylene liner NA 0 1 of 30 (3)
Postoperative forward elevation < 90° 1 of 15 (7) 0 1 of 30 (3)
Reoperation for any reason 3 of 15 (20) 0 3 of 30 (10)
Total No. of patients with complications 5 of 15 (33) 0 of 10 (0) 4 of 30 (13)

TSA, total shoulder arthroplasty; RTSA, reverse total shoulder arthroplasty; NA, not applicable.
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patients. Hemiarthroplasty also reportedly has inferior results
compared with RTSA in cuff tear arthropathy.11 This study
suggests possible improved outcomes and decreased com-
plications in RTSA patients compared with TSA patients with
prior anterior stabilization procedures; however, larger studies
are needed to validate this. When the findings of this study
are combined with those of other RTSA-focused studies, there
were lower complication and reoperation rates after RTSA
but similar Constant scores compared with prior reports
of anatomic shoulder arthroplasty (Table IV). These com-
piled data are likely biased, however, because all prior studies
that included TSA also included some patients with
hemiarthroplasty.

In this study, no difference in outcomes was seen between
RTSA patients following anterior stabilization procedures and
RTSA patients without prior surgery, suggesting that pa-
tients with prior anterior stabilization surgery should have
similar outcomes to patients who undergo RTSA for other in-
dications. This is the first study, to our knowledge, to compare
RTSA patients with prior anterior stabilization procedures
versus either a control or TSA group.

The possible benefit of RTSA in patients with prior an-
terior stabilization procedures may stem from the functional
differences unique to RTSA compared with TSA. Prior an-
terior stabilization surgery can damage the native rotator cuff
tendons; this is especially true of the subscapularis tendon
with open procedures and the infraspinatus with arthro-
scopic procedures. Because RTSA does not fully rely on the
rotator cuff for function and stability, it may offer a benefit
compared with anatomic shoulder arthroplasty. Reports on
prior anatomic shoulder arthroplasty in this setting have often
described a complex soft-tissue repair being imperative to good
outcomes,1,5,10 which is generally not required in RTSA. In
addition, patients with prior instability often have bony defects
or deformity of the anterior glenoid.5,10,13 These conditions
make anatomic glenoid component placement challenging,
which may make RTSA preferable given the implants’ screw
fixation and on-growth potential. This is evident in the midterm
reported revision surgery rate of 11% to 20% with TSA
(Table IV).

Our results show similar ROM and functional score im-
provements compared with other studies focusing on RTSA
for other indications. Similar active ROM changes were re-
ported when comparing our study with others in the
literature.2,4,8,14,16 In addition, improvements in several outcome
scores are similar to our findings regarding RTSA for other
indications including the Constant score2,16; ASES score4,8,14,16;
SST score4,14; and University of California, Los Angeles score.8

The main limitations of our study are its retrospective
nature, selection bias, and small sample size. Retrospective
review risks selection bias as some patients may have been
missed, although a prospective research database was used
to help identify patients. There was selection bias in terms
of patient age as well as the pathology selected, given that
it is likely that the RTSA group had more pathology, especially
of the rotator cuff tendons, than the TSA group. It is interesting
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that this selection bias likely enhances our study as the RTSA
group has a significant disadvantage given the worse pathol-
ogy seen but still had mean ROM and outcome scores above
the TSA group. Our small sample size despite many primary
arthroplasties performed results from dislocation arthropa-
thy’s relative rarity. In addition, strict inclusion criteria were
used, so it is possible that we missed some patients who had
undergone prior procedures because of a lack of documen-
tation of these prior procedures. Moreover, these patients had
a relatively short mean follow-up (approximately 3 years);
the outcomes of RTSA and TSA may change with longer-
term follow-up.

Conclusion

RTSA patients showed a trend toward better postopera-
tive ROM except for external rotation when compared with
TSA patients for the treatment of instability arthropathy.
RTSA patients also showed a trend toward better improve-
ment in functional scores; however, only the ASES score
showed a statistically significant improvement. RTSA had
a lower complication rate than TSA after prior anterior sta-
bilization procedures. When the RTSA study population
was directly compared with an RTSA control group without
prior shoulder anterior stabilization surgery, active ROM
and outcome scores were similar. This study suggests that
RTSA may be preferable in patients with previous shoul-
der instability surgery owing to lower complication and
revision surgery rates in RTSA patients compared with TSA
patients. This may be due to RTSA’s superior ability to
treat rotator cuff and bony glenoid defects. Longer follow-
up and studies with larger numbers of patients will
determine which approach is more durable.
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