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Preoperative Evaluations for Traumatic Shoulder Instability
due to the HAGL lesion or Capsular Tear on MR
Arthrography
by
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YAMAGUCHI Ken, UEHARA Taishi, NAGAI Suguru, YAMAGUCHI Shigetaka

Department of Orthopaedic Surgery, Showa University Fujigaoka Rehabilitation Hospital

The aim of this study was to evaluate whether preoperative diagnosis by MR orthography (MRA) was possible
or not. It has been reported that preoperative diagnosis of HAGL lesion and capsular tear (CT) was difficult
until now. However, these treatments are completely different in case of Bankart lesion. Therefore
preoperative diagnosis is very necessary.A prospective review of 166 cases of traumatic shoulder anterior
instability diagnosed at our institution from July 1999 to September 2004 was performed. All patients had
undergone MRA before arthroscopy. There were 157 men and 36 women (mean age 24.4years old). Gd-DTPA
in saline was instilled into the shoulder joint and then MRA was performed at 1.0T in the several planes. A
routine protocol uses T2 (oblique coronal and oblique axial at ABER position) and fat-suppressed T1-weighted
images in four planes (oblique coronal, axial, oblique sagittal and oblique axial at ABER position) post injection.
The MRA criteria for the diagnosis of an HAGL lesion are dilatation of the inferior pouch and extravasion of
contrast material across the torn humeral attachment on the oblique coronal and axial plane (or oblique axial at
ABER position). The criteria for a CT are discontinuity of the capsule and extravasion of the contrast material
from the part of the capsular tear on the oblique coronal and axial plane (or oblique axial at ABER position). The
finding that the glenohumeral ligament remains intact on the glenoid rim was used as supporting diagnosis.All
HAGL lesions (5 cases) were detected on MRA finding (sensitivity100%, specificity100%, and accuracy100%). 6
of 8 CTs were detected on MRA finding (sensitivity75.0%, specificity99.5%, and accuracy98.4%). A high
diagnosis rate was provided in both. HAGL lesion and capsular tear were important causes of anterior
instability of the shoulder. Preoperative diagnoses of both lesions was possible and useful by MRA findings.
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