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ISKSAA (International Society for Knowledge for Surgeons on Arthroscopy and Arthroplasty) is a society of orthopaedic 
surgeons from around the world to share and disseminate knowledge, support research and improve patient care in 
Arthroscopy and Arthroplasty. We are proud to announce that ISKSAA membership has crossed the 1200 mark (India & 
Overseas) making it the fastest growing Orthopaedic Association in the country in just over 3 years of its inception. With 
over 190000 hits from over 139 countries on the website www.isksaa.com & more and more interested people 
joining as members of ISKSAA, we do hope that ISKSAA will stand out as a major body to provide opportunities to our 
younger colleagues in training, education and fellowships.  

Our Goals……… 

 To provide health care education opportunities for increasing cognitive and psycho-motor skills in Arthroscopy 
and Arthroplasty 

 To provide CME programs for the ISKSAA members as well as other qualified professionals. 
 To provide Clinical Fellowships in Arthroscopy and Arthroplasty 
 To provide opportunities to organise and collaborate research projects 
 To provide a versatile website for dissemination of knowledge 

ISKSAA Life Membership 

The membership is open to Orthopaedic Surgeons, Postgraduate Orthopaedic students and Allied medical personal 
interested in Arthroscopy & Arthroplasty. 

Benefits of ISKSAA Life membership include…. 
 Eligibility to apply for ISKSAA’s Prestigious Fellowship Programme. We are finalising affiliations with 

ESSKA , ISAKOS , BOA , BASK , Wrightington and FLINDERS MEDICAL CENTRE , IMRI AUSTRALIA to provide 
more ISKSAA Fellowships in India , UK , USA ,  Australia and Europe . We awarded 14 ISKSAA 
Fellowships in Feb 2013, 6 ISKSAA IMRI fellowships in Feb 2014, 54 ISKSAA fellowships in 
September 2014, 22 ISKSAA Wrightington MCh. fellowships in December 2014 and 40 ISKSAA 
Fellowships in October 2015 and are awaiting the results of ISKSAA Wrightington MCh. 
fellowships in December 2015.   

 Free Subscription of ISKSAA’s official, SCOPUS INDEXED, peer reviewed, online scientific journal Journal of 
Arthroscopy and Joint Surgery (JAJS).  

 Only as a life member, you can enjoy the benefit of reduced Congress charges in ISKSAA Global Summit 
2016 and participate in the Cadaveric workshops. 

 Member’s only section on the website which has access to the conference proceedings and live surgeries of 
ISKSAA 2012 , 2013 & 2014 along with a host of other educational material . 

 Important opportunity for interaction with world leaders in Arthroscopy & Arthroplasty. 
 Opportunity to participate in ISKSAA courses and workshops 

 
To enjoy all the benefits & privileges of an ISKSAA member, you are invited to apply for the Life 
membership of ISKSAA by going to the membership registration section of the website and entering all 
your details electronically. All details regarding membership application and payment options are 
available (www.isksaa.com) 

 
ISKSAA GLOBAL SUMMIT 2016 FELLOWSHIPS 

 
We are happy to announce over 50 Clinical Fellowships for ISKSAA 2016 Congress ranging from 2 weeks to 1 month 
in India and Abroad (UK, USA, Australia & Europe) only for ISKSAA Life members. Applications for Fellowships will open 
at www.isksaa.com from 1st July 2016 and will close on 31st August 2016. These fellowships will be focussed on 
Arthroscopy & Arthroplasty and Sports Medicine. Members with Submission or publication of an article in JAJS, 
completed an ISKSAA Indian Fellowship & earlier membership of ISKSAA will be preferred for the ISKSAA International 
Fellowships 
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Editorial
The current issue of JAJS contains two original papers
reporting the outcome of surgical management of acromio-
clavicular (A.C) joint injuries by arthroscopic tight rope
stabilization. Both the studies are prospective studies and
have 10 and 11 patients, respectively. Both the papers have
included Rockwood grade III to grade V A.C joint injuries. The
similar surgical technique used by both the authors, however,
has not produced similar outcomes. The first series of Gupta
et al. has reported seven excellent, two good and one fair
result. While Gangary et al. in their series have reported one
good, seven satisfactory and two poor outcomes. The second
study has reported six failures of a total number of 11
shoulders. Two shoulders required revision surgery. Of the six
failed cases, four belonged to grade III injury.

Arthroscopic assisted reconstruction with non-rigid cor-
aco-clavicular (CC) lacing is a relatively newmethodof surgical
stabilization of the A.C joint. The main advantages of this
method include better cosmetic result, shorter time of surgery,
no intra-operative fluoroscopy and reduced post-surgical
morbidity due to minimal invasive nature of the surgery.1,2

However, themethod involves a higher cost of the implant and
requires a surgeon well versed with the procedure of
arthroscopy.3

Some of the recent studies have shown successful outcome
with coraco-clavicular lacing procedures including tight
rope.1,2,4–6 On the contrary, there are studies which have
reported unfavorable results with these surgical procedures.
Clavert et al. in a prospective multi-centric study of 116
patients have reported 50% significant persistent dislocations
after arthroscopic endobutton coraco-clavicular procedures
with a complication rate of 22.4%.7 Similarly, Barth et al. in a
multicenteric study have concluded that coracoclavicular
stabilization alone is not sufficient irrespective of the implant
used.8

Loriaut et al. have also reported 7% patients requiring
revision surgery because of persistence of dislocation after
arthroscopic assisted reconstruction of A.C. joint.9

Thus the results of arthroscopic non-rigid CC fixation, in
the current literature are mixed. Whether the diagonally
opposite outcomes are related to variations in patient
selection or execution of the surgical technique is still
unknown.
But a universal similarity in all the studies emanating from
single centers is that the series are small with less number of
patients thus reducing the power of study. Reporting of larger
case series from individual centers will certainly take out the
factor of the learning curve of the surgeon, in addition to
enhancing the power of the study thus eliminating the chance
factor.
r e f e r e n c e s
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a b s t r a c t

Background: Humeral avulsion of the glenohumeral ligaments (HAGL) is an important cause

of shoulder instability, with magnetic resonance arthrography (MRA) routinely being used

for diagnosis. Our aim was to compare the diagnostic value of MRA to shoulder arthroscopy

for the detection of HAGL lesions and to calculate its prevalence.

Methods: Patients who underwent a shoulder arthroscopy with a single surgeon and pre-

operative MRA between February 2011 and March 2012 for instability were identified. MRAs

were reported by experienced musculoskeletal radiologists and compared to arthroscopy

findings for the presence of HAGL lesions. Sensitivity, specificity, positive and negative

predictive values, prevalence and positive and negative likelihood ratios were calculated.

Results: A total of 194 patients were identified with a HAGL lesion prevalence of 4.64% on

arthroscopy. The sensitivity of MRA in detecting HAGL was 0.44 (CI: 0.14–0.79) and the

specificity was 0.97 (CI: 0.94–0.99). The positive predictive value was 0.44 (CI: 0.14–0.79) and

negative predictive value was 0.97 (CI: 0.94–0.99). The positive likelihood ratio was 16.44 (CI:

5.30–51.00) and negative likelihood ratio was 0.57 (CI: 0.32–1.02).

Conclusions: MRA appears to be specific and accurate in excluding HAGL lesions, but not

sensitive. HAGLs were associated with numerous other injuries such as bankart, SLAP and

Hill–Sach lesions. The prevalence of 4.64% is comparable to previous studies.

# 2016 International Society for Knowledge for Surgeons on Arthroscopy and Arthro-

lsevier, a division of Reed Elsevier India, Pvt. Ltd. All rights reserved.
plasty. Published by E
2

1. Introduction
Humeral avulsion of glenohumeral ligaments (HAGL) is an
important cause of shoulder instability.1 Instability usually
arises as a result of acute trauma from glenohumeral subluxa-
tion or dislocation, with a combination of hyperabduction
* Corresponding author. Tel.: +44 7719491775; fax: +44 7719491775.
E-mail address: rukhtamsaqib@doctors.org.uk (R. Saqib).

http://dx.doi.org/10.1016/j.jajs.2016.02.001
2214-9635/# 2016 International Society for Knowledge for Surgeons on
Reed Elsevier India, Pvt. Ltd. All rights reserved.
and external rotation. MRA is well established in assessing
glenohumeral pathology but its role in identifyingHAGL lesions
isunder-reported in literature.3 Janaetal. andCarlsondescribed
the J-sign referring to the conversion of the U-shaped axillary
pouch to a J-shape as the inferior glenohumeral ligament (IGHL)
complex drops inferiorly.3,4 Other characteristics include
increased intensity, thickening of the inferior capsule, a
Arthroscopy and Arthroplasty. Published by Elsevier, a division of
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Fig. 1 – A MRA demonstrating a HAGL lesion.

[(Fig._2)TD$FIG]

Fig. 2 – A HAGL lesion on shoulder arthroscopy.
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thickened wavy contour and higher intensity within the
ligament itself, and extravasation of contrast material along
the humeral neck (Fig. 1).3,4

Shoulder arthroscopy is the gold standard indetectingHAGL
lesions through direct visualisation.5 The distinguishing sign is
visualisation of fibres of the subscapularis through the avulsed
inferior joint capsule.6 Bokor et al. described a disruption of the
'wave' between the reflection of the inferior capsule onto the
humeral neck to be a reliable sign of HAGL lesions.7

The aim of our study is to assess the diagnostic value of
MRA in detecting HAGL lesions compared with arthroscopy
and to calculate the prevalence within our study group (Fig. 2).
Table 1 – A table to show the sensitivity, specificity,
positive likelihood ratios (PLR), negative likelihood ratios
(NLR), positive predictive value (PPV) and negative pre-
dictive value (NPV) with 95% confidence intervals.

Statistical test Value 95% confidence
intervals

Sensitivity 0.44 0.14–0.79
Specificity 0.97 0.94–0.99
Positive likelihood ratio 16.44 5.30–51.00
Negative likelihood ratio 0.57 0.32–1.02
Positive predictive value 0.44 0.14–0.79
Negative predictive value 0.97 0.94–0.99
2. Materials and methods

Shoulder arthroscopies performed by a single Consultant
Orthopaedic Surgeon between February 2011 and March 2012
for instability were identified using the surgeon's operative
records. All patients attended an initial outpatient clinic and
were found to have clinical instability on examination, with
suspicion of glenohumeral pathology including the possibility
of a HAGL lesion. Of these patients, only those who had a pre-
operative MRA were included and identified through PACS
(Centricity PACS, GE Healthcare), Bluespier (Bluespier Interna-
tional, Droitwich, UK) and clinic letters. Patients were included
regardless of demographics, background, side of operation or
indication. The MRAs were requested by the Orthopaedic
Surgeon to ensure that radiologists were made aware of the
positive clinical findings on the request forms. The investiga-
tions and procedureswere conducted over three hospital sites.
1.5T MRI scanners with gadolinium as contrast were used
throughout with a routine standard protocol of T1 and T1 fat–
sat axial, T1 fat–sat coronal and sagittal obliques, T2 fat–sat
coronal oblique. All MRAs were reported by experienced
specialist musculoskeletal radiologists. Findings were only
included as positive when the radiologists or arthroscopist
were definitive in their diagnosis.
2.1. Statistics

Sensitivities, specificities, positive and negative predictive
values (PPV/NPV), positive and negative likelihood ratios (PLR/
NLR) were calculated using Statistical Package for Social
Sciences (SPSS) version 22.0 (SPSS Inc. Chicago, IL, USA, 2014).

3. Results
A total of 744 patients underwent shoulder arthroscopic
procedures for instability, of which 194 patients had a pre-
operative MRA. Patients whose pathology was easily identifi-
able, or not related to a HAGL, on clinical examination or
simpler radiological investigations such as ultrasound and
X-rays did not have anMRA. Themean agewas 29.9 years with
a range between 13 and 69 years. 73%/27% of patients were
males/females. Right to left ratio was nearly equal (52%:48%).

The prevalence of HAGL lesions on arthroscopy was 4.64%
(9/194 cases). There were 4 true positives, 180 true negatives, 5
false positives and 5 false negatives. The sensitivity and
specificity was 0.44 (CI: 0.14–0.79) and 0.97 (CI: 0.94–0. 99)
respectively. The PPVwas 0.44 (CI: 0.14–0.79) and NPVwas 0.97
(CI: 0.94–0. 99). The PLR was 16.44 (CI: 5.30–51.00) and NLR was
0.57 (CI: 0.32–1.02). Table 1 summarises the statistical analysis.



j o u r n a l o f a r t h r o s c o p y and j o i n t s u r g e r y 3 ( 2 0 1 6 ) 3 – 6 5
Of the 9 confirmed cases of HAGLS on arthroscopy, 8/9 had
an associated bankart lesion, 1/9 had an anterior labral
periosteal sleeve avulsion (ALPSA), 3/9 had a superior labral
tear from anterior to posterior (SLAP), 4/9 had a Hill–Sach's
lesion and 2/9 had a rotator cuff tear.

4. Discussion
The diagnostic value of MRA in identifying HAGL lesions has
been largely under-reported.5 Acid et al. compared MRA and
multidetector computed tomography (MDCT) to arthroscopy
and found thatMRAhada sensitivity/specificity of 1.00/0.97 for
humeral avulsion of IGHL lesion and 0.58/0.95 for middle
glenohumeral ligament tear.5 Our study showed a lower
sensitivity and specificity of 0.44 (CI: 0.14–0.79) and 0.97 (CI:
0.94–0.99) for HAGL lesions. In our study, the presence of any
glenohumeral ligament avulsion was considered as a HAGL
lesion regardless of position which may account for the
differences in statistics. Furthermore, our series was much
larger with 194 patients in comparison to 40 patients, which
may account for further differences.

Bigliani et al. suggested that avulsion of the IGHL would
occur in up to 25% of cases with anterior dislocation in
biomechanical cadeveric studies.8 However, the actual preva-
lence has been reported to be much less in patients among
literature. Wolf et al. were first to demonstrate a prevalence of
9.3% in 64 patients with shoulder instability, of which 73.5%
also had a bankart lesion.6 Yiannakopoulos et al. found that
HAGL lesions had a prevalence of 1.57% in 127 patients with
anterior shoulder instability.9 Magee analysed 1000 magnetic
resonance imaging (MRI) reports and found a prevalence of
1.6% on MRI and 2.1% in those who proceeded to surgery.10

Liavaag et al. showed a prevalence of 21.4% of HAGL lesions on
MRI in patients with traumatic shoulder dislocation and 7.1%
on MRA at follow-up.11 Bokor et al. found an incidence of 7.5%
of HAGL lesions in 514 patients with primary instability on
arthroscopy.7 The incidence of HAGLs rose to 39% in patients
who did not have a bankart lesion and violent injury was the
cause of the initial dislocation.7 Bhatia et al. found 11% of
patientswith bony instability had a HAGL lesion in a 64 patient
series.12 Bui-Mansfield et al. found an incidence of 2% for HAGL
lesions in 307 patients who had a diagnostic arthroscopy for
glenohumeral instability.13 Mizuno et al. found a total
incidence of 4.6% (14 patients) for HAGLs in 303 shoulders
with recurrent dislocations and 4% (12 patients) had an
isolated HAGL.14 The prevalence and population age in our
study of 4.64% andmean age 29.9 years is comparable to these
studies.

There are several limitations of our study: firstly, a 100%
commitment to the diagnosis with terms such as 'possible'
and 'cannot exclude' being identified as a negative finding.
Time elapsed between the MRA and shoulder arthroscopy
could account for worsening or improving pathology and
possibly subsequent additional injury leading to the develop-
ment of a HAGL lesion. MRA reports were available to the
arthroscopist prior to the procedure,whichmayhave added an
element of bias. However, we tried to minimise this by
standardising the method of the procedure to assess the
presence of specific glenohumeral pathology regardless of the
MRA. Nevertheless, clinical findings were available to both the
radiologist and arthroscopist prior to their assessments.
Furthermore, arthroscopy, although gold standard, is imper-
fect due to its operator-dependant nature and may result in
overlooked pathology as well.

5. Conclusion
In our study, we found large 95% confidence interval for PPV,
PLR/NLR and sensitivity. It is therefore difficult to ascertain
definitive conclusions upon diagnostic value with these
statistics. Nevertheless, we are able to conclude that MRA is
specific and able to predict a negative result with smaller 95%
confidence intervals, but it is limited as a diagnostic tool for
HAGLs due to its poor ability to produce a definitive positive
result. However, by performing a MRA, the shoulder can be
examined for concurring pathologies, which may provide an
alternative or concurrent diagnosis. A much larger scale study
with greater number of cases assessing the diagnostic value of
MRA for HAGL lesions is necessary to explore the true potential
of MRA. An additional study comparing MRA and MRI would
help establish any further benefit, if any, for themore invasive
MRA.
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