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Abstract

The study included 60 patients with glenohumeral
instability. For every patient conventional MRI , intra-articular
contrast injection was done followed by MR arthrography
(MRA) .The preliminary results showed the role MRA in
diagnosing the causes of anterior shoulder instability.
Correlation between conventional MRI & MRA and
arthroscopy to clarify the role of MRA in more accurate
diagnosis of glenohumeral instability. Combined conventional
MRI & MR arthroghraphy is promisable in defining the type of
instability

(Key Words: Conventional MRI , MRA-Shoulder instability,
Bankart , shoulder dislocation)
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Introduction:

Introduction

The shoulder joint is a simple structure that provides
complex function. It is the most mobile joint in the body, and it is
the joint that is most frequently dislocated. Normal shoulder have
a certain degree of laxity due to minimal bony restraint of the
joint, which in turn allows the widest range of motion of any

joint in the body (Simon et al .,2005)

When shoulder dislocation occurs in adolescents and
children, it may be a very bad experience for the patient ;
although certainly not life threatening, recurrent sublaxation or
dislocation is clearly lifestyle threatening and can effectively
disable an otherwise active individual. The rate of recurrence in

later years is at least 70% . (Herold T et al ., 2006)

Antero-inferior dislocation is the most frequent cause of
shoulder instability. The gleno-humeral ligaments, particularly the
inferior gleno-humeral ligament are currently believed to
represent the major passive stabilizers of the shoulder (4Asem A.

AL-Hiari., 2008) .



Introduction:

A number of variants of antero-inferior labroligamentous
lesions (Bankart and Bankart variant lesions) have been
described, The classical Bankart lesion is described as detachment
of the anteroinferior labrum with its associated glenohumeral
ligament complex. Neviaser described the anterior labral
periosteal sleeve avulsion (ALPSA) lesion as a tear of the
anteroinferior labrum without rupture of the anterior capsular

periosteum (Jaideep et al 2010).

The Perthes lesion is a labroligamentous avulsion, as well,
but with medially stripped intact periosteum. The glenolabral
articular disruption (GLAD) lesion represents a superficial tear of
the anterior labrum attached to a fragment of articular cartilage
without associated capsuloperiosteal stripping. Since different
types of anterior labroligamentous lesions require different
surgical procedures, preoperative determination of lesions is of

great importance. (Asem A. AL-Hiari., 2008) .

Humeral avulsion of glenohumeral ligaments (HAGL) is an
increasingly recognized cause of recurrent shoulder instability.
HAGL lesions are the result of acute traumatic glenohumeral

subluxation or dislocation. Anterior avulsion of the inferior



