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Background: The redislocation rate after arthroscopic Bankart repair (BR) among patients with a Hill-Sachs lesion (HSL) may be
reduced with the use of remplissage.

Purpose: To investigate the outcomes of adding remplissage to an arthroscopic BR in patients with concomitant HSL.

Study Design: Meta-analysis; Level of evidence, 3.

Methods: PubMed and ScienceDirect databases were searched between February 2022 and April 2023 with the terms ‘‘remplis-
sage’’ and ‘‘shoulder instability’’ according to PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses)
guidelines. The inclusion criteria were formed using the population, intervention, control, and outcome method; the investigation
included studies that compared BR with and without remplissage and had �24 months of follow-up.

Results: From 802 articles found during the initial search, 7 studies with a total of 837 patients—558 receiving isolated BR (BR
group) and 279 receiving BR with remplissage (BR 1 REMP)—were included. The probability of recurrence of instability among
patients with an engaging HSL was significantly diminished in the BR 1 REMP group compared with the BR group (odds ratio,
0.11; 95% CI, 0.05 to 0.24; P \ .001). Regarding shoulder range of motion, the BR 1 REMP group achieved increased forward
flexion (mean difference [MD], 1.97�; 95% CI, 1.49� to 2.46�; P \ .001) and decreased external rotation in adduction (MD, –1.43�;
95% CI, –2.40� to –0.46�; P = .004) compared with the BR group. Regarding patient-reported outcome measures, the BR 1 REMP
group had Rowe (MD, 2.53; 95% CI, –1.48 to 6.54; P = .21) and Western Ontario Shoulder Instability Index (WOSI) (MD, –61.60;
95% CI, –148.03 to 24.82; P = .162) scores that were comparable with those of the BR group.

Conclusion: Remplissage resulted in a 9-fold decrease in the recurrence of instability after arthroscopic BR in patients with HSL.
Remplissage not only led to an increase in forward flexion but also only slightly limited patients’ external rotation in adduction.
WOSI and Rowe scores after remplissage at the final 24-month follow-up were comparable with those obtained after isolated
Bankart repair.
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Arthroscopic Bankart repair (BR) is commonly performed
to treat anterior shoulder instability with minimal bone
loss; however, redislocations after isolated arthroscopic

BR may occur in up to 30% of patients.10,13,18,42 According
to the glenoid track concept presented by Yamamoto
et al,37 an ‘‘off-track’’ Hill-Sachs lesion (HSL) may be
a major cause of isolated arthroscopic BR failure. When
concomitant HSL occurs, the so-called bipolar lesion signif-
icantly increases the recurrence rate of instability and may
be responsible for a recurrence rate of 30%.26 When a bipo-
lar lesion occurs with glenoid bone loss (GBL) in the range
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of 20% to 25%, the traditional approach is to perform the
Latarjet procedure.7 However, the precise extent of this
bone loss remains a subject of debate.31 If a bipolar lesion
occurs with GBL \20% to 25% and an off-track HSL, the
usual recommendation is BR with an additional procedure
known as remplissage.8,29 Former meta-analyses have indi-
cated superiority of BR with remplissage over isolated BR
mainly in terms of recurrence of instability (RoI)3,7,13,18,24

but also according to patient-reported outcome measures
(PROMs).3,18 However, these meta-analyses did not present
data pertaining to long-term follow-up. Further, glenoid and
humeral bone losses were insufficiently reported and could
not be quantitatively compared.

Generally, remplissage is thought to be a safe procedure
with significantly fewer complications than bone block sta-
bilization procedures.34 However, remplissage might not
be free of possible complications. Some authors have
reported a late complication due to the nonanatomic
nature of remplissage: that is, allegedly, a loss of range
of motion (ROM) in the shoulder joint.21,24 A systematic
review of biomechanical studies showed that the ROM
that is most probably limited may be external rotation in
adduction (ERad)—from 9� to 14� compared with the con-
tralateral side.21 Due to the high heterogeneity and low
level of evidence of studies included in recent meta-analy-
ses, drawing significant conclusions is limited. Addition-
ally, glenoid and humeral bone loss were insufficiently
measured and reported; thus, homogeneity of the com-
pared groups was doubtful. Because of the aforementioned
issues, we set out to address some of the most troublesome
questions pertaining to the remplissage procedure.

The main objectives of the study were to evaluate
whether adding remplissage to an arthroscopic BR in
patients with concomitant off-track HSL would (1)
decrease the chance of RoI, (2) influence ROM of the shoul-
der joint, and (3) show superior outcomes in PROMs. It was
hypothesized that arthroscopic BR with remplissage would
be superior to isolated BR in terms of RoI and PROMs and
would not limit ROM of the shoulder joint.

METHODS

Literature Search Strategy

PubMed and ScienceDirect databases were systematically
searched between February 2022 and April 2023 according
to PRISMA (Preferred Reporting Items for Systematic
Reviews and Meta-Analyses) guidelines.27 The following
terms were used: ‘‘remplissage’’ AND ‘‘shoulder

instability.’’ Medical Subject Headings terms were used
in the PubMed database to increase sensitivity of the
search.

Study Screening

All titles and abstracts were screened by 2 independent
investigators (N.P., A.F.), who assessed all studies sepa-
rately. Those studies selected by both investigators were
included in the second stage of screening with the assess-
ment of full text of the article. All full-text screening was
performed independently by the 2 investigators. Disagree-
ments at both stages were reviewed by another author
(M.K.). At the end of the screening stage, all included stud-
ies were arbitrated by the senior author (A.K.) for the final
eligibility assessment.

Study Eligibility

The inclusion criteria were defined a priori by the second
author (M.K.) using the population, intervention, control,
and outcome (PICO) model.

1. P – Population: adults (mean age of study population
.18 years) of either sex who qualified for surgical man-
agement of shoulder instability.

2. I – Intervention: BR with remplissage procedure and
minimal follow-up of 24 months.

3. C – Control: BR without remplissage procedure and
minimal follow-up of 24 months.

4. O – Outcomes: RoI, ROM, and PROMs.
5. S – Studies eligible for data extraction had to be peer-

reviewed and written in the English language.

The following study designs were considered exclusion crite-
ria: (1) case reports or case series, (2) consensus statements,
(3) cadaveric studies, (4) editorial commentaries, (5)
reviews, (6) meta-analyses, and (7) technical notes.

Quality Assessment

Methodological quality of the included studies was
assessed with the methodological index for non-
randomized studies (MINORS) tool.32 This checklist
assesses articles on 12 items, with the last 4 items being
specific only to comparative studies. Scoring is as follows:
0, not reported; 1, reported but poorly done and/or inade-
quate; and 2, reported in a well-done and adequate man-
ner. The highest possible score is 16 for noncomparative
studies and 24 for comparative studies. Interpretation of
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the methodological quality according to MINORS was
taken from previous literature.30 A score of 8 was defined
as poor quality, 9 to 14 as moderate quality, and 15 or 16
as good quality for studies that were noncomparative. Cut-
off points were 14, 15 to 22, and 23 or 24, respectively, for
comparative studies.

For articles that were randomized controlled trials, the
modified Jadad scale was used.41 This scale includes 8 ques-
tions concerning randomization, blinding, withdrawals and
dropouts, inclusion and exclusion criteria, adverse effects,
and statistical analysis. The ideal score is 8 points. High-
quality studies achieve scores 4 to 8 and low quality 0 to
3. Assessments with the MINORS tool and the modified
Jadad scale were performed by 2 researchers (N.P. and
A.F.) independently, and the mean value was drawn. Any
disagreement was solved by the senior author.

Data Abstraction

Data from eligible studies were abstracted into a Microsoft
Excel spreadsheet (Microsoft Excel for Microsoft 365
MSO). Data for each study included the name of the first
author, year of publication, and study design. Descriptive
statistics consisted of data such as interventions, sample
size, mean age, sex distribution, mean follow-up time,
and mean GBL as a percentage (mean 6 SD for each
group). Outcome measures that were recorded included
clinical and functional outcomes such as RoI after the pro-
cedure (percentage of occurrences in each group), final for-
ward flexion (mean 6 SD for each group), final ERad
(mean 6 SD for each group), postoperative Rowe score
(mean 6 SD for each group), and postoperative Western
Ontario Shoulder Instability Index (WOSI) (mean 6 SD
for each group). In the absence of any given information,
the publication was omitted from a single analysis.

Statistical Analysis

Statistical analyses were performed using Statistica 13.3
(StatSoft). Descriptive statistics comprising means,
ranges, standard deviations, and confidence intervals
were presented where applicable as reported at final
follow-up in the individual study. For studies in which
the standard deviation was missing, the method described
by Czaja et al4 was used; that is, the standard deviation
was estimated as 0.25 of the reported minimum-maximum
range. Heterogeneity across studies was assessed with the
Cochran heterogeneity statistic and Higgins I2 coefficients.
Results of the I2 test were categorized as follows: 0.0% to
24.9%, no heterogeneity; 25.0% to 49.9%, low heterogene-
ity; 50.0% to 74.9%, moderate heterogeneity; and 75.0%
to 100.0%, high heterogeneity.15 To analyze the parame-
ters that achieved low heterogeneity and insignificant P
values in the Cochran Q test, we used a fixed-effects model.
Because we obtained P \ .05 in the Cochran Q test and I2

. 50% for 4 of the investigated parameters (mean follow-
up time, mean GBL, mean Rowe score, and mean WOSI
score), which suggest a statistically significant heterogene-
ity, random-effects modeling was used in those analyses.
Effect measure was presented with odds ratio (OR) for

the dichotomous outcome (RoI) and mean difference (MD)
for continuous outcomes (ROM, PROMs, and GBL). A con-
fidence interval of 95% was used, and the level of statistical
significance was set at a = .05. Pooled data were reported
in forest plots. Review Manager 5 software (Nordic
Cochrane Centre; Cochrane) was used to generate forest
plots. MINORS criteria were used to evaluate study bias.32

RESULTS

Literature Search

During the initial search, 802 articles were identified.
After removal of duplicates, 628 studies underwent screen-
ing based on title and abstract. Subsequently, 123 records
were deemed eligible for full-text assessment, resulting in
the inclusion of 7 studies in the review. The detailed pro-
cess of study selection is illustrated in the flow diagram
(Figure 1).

Study Characteristics

A total of 837 patients were enrolled, with 558 undergoing
isolated BR (BR group) and 279 undergoing BR with
remplissage (BR 1 REMP group). Detailed summaries of
the designs of the included studies are presented in Table
1. The mean age of patients at the time of surgery, mean
follow-up time, and sex distribution appeared homoge-
neous across the studies, except for the study by Lin
et al,23 in which men outnumbered women (P = .0197).
However, the meta-analysis revealed statistically signifi-
cant differences between the BR and BR 1 REMP groups
regarding mean follow-up time in months, which was lon-
ger in the BR group (MD, 3.0; 95% CI, 0.26-5.75; P =
.032). No statistically significant differences between the
BR and BR 1 REMP groups were found regarding mean
age at the time of surgery (MD, 0.1 years; 95% CI, –0.99
to 1.19 years; P = .85) or sex distribution (OR, 1.25; 95%
CI, 0.80 to 1.97; P = .32). Only in the study by Lin et al
was there an imbalance in sex distribution among the
groups. Of the total number of patients included in the
meta-analysis, 85.5% (719/841) were men.

Quality Assessment

Among the included studies, 1 study was a randomized
controlled trial, providing level 1 evidence,25 whereas 6
studies were retrospective cohort studies of level 3 evi-
dence.11,12,16,22,23,28 All of the nonrandomized studies dem-
onstrated moderate methodological quality. Factors such
as prospective data collection, prospective calculation of
study size, and unbiased assessment of study endpoints
received the lowest scores in the analyzed studies. Only 1
study included a post hoc calculation of the study size,12

and none of the studies included an a priori calculation.
Detailed results of methodological quality assessment for
nonrandomized studies, using the MINORS tool, are pre-
sented in Figure 2A. Regarding the randomized controlled
trial, the assessment using the modified Jadad scale is
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provided in Figure 2B.25 This study met all the criteria,
achieving a maximum score of 8/8 points, indicating high
quality.

Evaluation of Mean Glenoid Bone
Loss and Humeral Bone Loss

Mean GBL was assessed in all included studies. Six studies
used the best-fit circle method, as described by Sugaya

et al.33 Among them, 3 studies used 3-dimensional mag-
netic resonance imaging12,23,25 following the approach out-
lined by Huijsmans et al.17 Horinek et al16 evaluated GBL
but did not specify the method used. Five studies presented
results suitable for meta-analysis. The GBL was signifi-
cantly greater in the BR 1 REMP group compared with
the BR group (MD, 3.33%; 95% CI, 0.59%-6.08%; P =
.02). The measurement methods used to evaluate GBL
and the values reported in the included studies are pro-
vided in Table 2.

Figure 1. PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) 2020 flow diagram for new systematic
reviews.

TABLE 1
Summary of the Design of the Included Studiesa

Lead Author (Year)

Patients, n Age, y Sex, M/F, n Follow-up, mo

BR BR 1 REMP BR BR 1 REMP P BR BR 1 REMP P BR BR 1 REMP P

Lin23 (2023) 127 56 24.8 6 7.8 25.8 6 8.1 .43 94/33 50/6 .0197 38.4 6 21.6 33.3 6 17.6 .12
Horinek16 (2022) 75 48 25.3 6 8.9 27.4 6 8.7 .2 59/16 40/8 .6429 30

(24-45.6)
30

(24-45.6)
NA

Lee22 (2021) 186 27 24.9 6 5.6
(19-44)

25.9 6 5.4
(16-47)

.38 177/9 25/2 .6345 50.1 6 24.3
(24-108)

47.7 6 25.6
(24-96)

.63

MacDonald25 (2021) 54 54 27.8
(15.4-55.2)

27.3
(14.4-53.6)

NA 48/6 46/8 .7755 24.3
(23-64)

26.5
(21-53)

NA

Pandey28 (2020) 77 59 31.6 6 8.7 29.9 6 6.2 .20 71/6 55/4 �.999 54
(24-109)

44
(24-69)

NA

Garcia12 (2015) 14 10 26.03 24.39 NA 12/2 6/4 .1921 40.72
(26.3-51.2)

31.55
(24.1-39.9)

NA

Franceschi11 (2012) 25 25 27.4 6 5.2 26.3 6 8.1 .83 17/8 19/6 .5494 25.4 6 1.5 24.8 6 1.1 .11

aAll continuous data are expressed as mean 6 SD (range). Boldface value indicates statistical significance. BR, isolated Bankart repair;
BR 1 REMP, Bankart repair with remplissage; F, female; M, male; NA, not applicable.
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The assessment of humeral bone loss (HBL) varied across
the studies. Five studies calculated the mean
HBL,11,12,16,23,25 whereas 2 studies22,28 only categorized
HBL according to the on/off-track theory by Di Giacomo
et al.8 Due to this heterogeneity in measurement methods,
a meta-analysis for HBL could not be conducted. A detailed
summary of the measurement methods used to evaluate
HBL, along with the reported values, can be found in Table 3.

Recurrence of Instability After Procedures

All of the included studies reported RoI in both analyzed
groups. However, reports often used different outcomes;
thus, the term RoI was defined widely as dislocation, sub-
luxation, or apprehension. Not all of the studies analyzed
homogeneous groups of patients in accordance with glenoid
track concept. Five studies11,12,22,25,28 presented results for
RoI among patients with an engaging HSL, whereas 4

studies16,22,23,28 presented results for RoI without assess-
ing the on/off-track status. Therefore, the meta-analysis
for RoI was performed twice, and these analyses were
named RoI–Off Track and RoI–General, respectively.

Recurrent instability among patients with an engaging
HSL occurred in 30% of the BR patients and 4.6% of the
BR 1 REMP patients. The BR 1 REMP group had a 9 times
lower probability of RoI, and this result was statistically
significant (OR, 0.11; 95% CI, 0.05-0.24; P \ .001). The
analysis of RoI–Off Track is shown in Figure 3.

Recurrent instability among patients from studies
where the on/off-track status was not assessed occurred
in 10.1% of the BR group and 3.3% of the BR 1 REMP
group. Patients from the BR 1 REMP group had a 3 times
lower probability of experiencing RoI after the surgery
compared with the BR group, and this result reached sta-
tistical significance (OR, 0.34; 95% CI, 0.14-0.8; P = .01).
The analysis of RoI–General is shown in Figure 4.

A B

Figure 2. Results of methodological quality assessment for (A) the nonrandomized studies, using the methodological index for
non-randomized studies (MINORS) tool, and (B) the randomized study, using the modified Jadad scale. aNot described.
bDouble-blind was scored as 1, single-blind as 0.5.

TABLE 2
Evaluation Methods and Percentage for Glenoid Bone Lossa

Lead Author (Year) Method of GBL Evaluation BR BR 1 REMP P

Franceschi11 (2012) CT, Sugaya index 16.1 (10.3-24.2) 14.9 (11.5-23.6) ..05
Garcia12 (2015) MRI, Sugaya index \1 5.3 .95
Horinek16 (2022) Not clearly defined 2.5 6 4.1 6.1 6 4.9 \.001
Lee22 (2021) CT, Sugaya index 13.7 6 5.9 20.7 6 2.3 \.001
Lin23 (2023) MRI, Sugaya index 3.2 6 4.2 5.3 6 4.8 .004
MacDonald25 (2021) MRI, Sugaya index \15 \15 NA
Pandey28 (2020) CT, Sugaya index 8.8 6 5.4 (0-22) 13.8 6 4.7 (2-22) \.001

aValues are presented as percentages and data are expressed as mean 6 SD (range). BR, isolated Bankart repair; BR 1 REMP, Bankart
repair with remplissage; CT, computed tomography; GBL, glenoid bone loss; MRI, magnetic resonance imaging; NA, not applicable.
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Range of Motion

Shoulder ROM was documented in all of the studies that
were included. The reported ROMs included forward flex-
ion, external/internal rotation in adduction, and external/
internal rotation in abduction. However, only the measure-
ments for forward flexion and ERad were adequately
reported for inclusion in the meta-analysis.

Final Forward Flexion. Four of the 7 studies reported
ROM for forward flexion. The summary and analysis of
the final forward flexion in each of the included studies,
along with the total score, are presented in Figure 5. The
BR 1 REMP group achieved a higher forward flexion
than the BR group (MD, 1.97�; 95% CI, 1.49�-2.46�; P \
.001), and this result was statistically significant.

Final External Rotation in Adduction. Four of the 7
studies reported ROM of the final ERad. The summary of
final ERad in each of the included studies, the meta-anal-
ysis, and the total score are presented in Figure 6. The
BR 1 REMP group achieved a slightly lower ERad than
the BR group (MD, –1.43�; 95% CI, –2.40� to –0.46�; P =
.004), and this result was statistically significant.

Patient-Reported Outcome Measures

Rowe Score at Minimum 24 Months of Follow-up. Three
studies used the Rowe score to evaluate final subjective

functional outcomes. The BR 1 REMP group exhibited sim-
ilar Rowe score at the final follow-up compared with the
BR group (MD, 2.53; 95% CI, –1.48 to 6.54; P = .21). The
summary of Rowe scores at the final follow-up in each of
the included studies and the meta-analysis is provided in
Figure 7.

WOSI Score at Minimum 24 Months of Follow-up.
Three studies used the WOSI score to assess final subjec-
tive functional outcomes. The BR 1 REMP group presented
similar WOSI score at the final follow-up compared with
the BR group (MD, –61.60; 95% CI, –148.03 to 24.82; P =
.162). The summary of WOSI scores at the final follow-up
in each of the included studies and the meta-analysis is
provided in Figure 8.

DISCUSSION

The most important finding of this meta-analysis was that
adding remplissage to arthroscopic BR resulted in a 9-fold
decrease in RoI in patients with an engaging HSL in com-
parison with those with isolated BR. Additionally, the
results support our hypothesis that after remplissage,
patients have enhanced forward flexion (MD, 1.97�; 95%
CI, 1.49� to 2.46�; P \ .001) and only slightly limited shoul-
der ERad (MD, –1.43�; 95% CI, –2.40� to –0.46�; P = .004)
compared with those undergoing isolated BR.

TABLE 3
Evaluation Methods for Humeral Bone Loss and Resultsa

Study (Year) Method of HBL Evaluation BR BR 1 REMP P

Franceschi11 (2012) Plain radiograph in internal rotation, depth/radius index, % 30.1 (15-68) 30.6 (11.6-73.5) NA
Garcia12 (2015) MRI, volume measurement, mm3 310.22 283.79 .95
Horinek16 (2022) Width on axial CT scan, mm 2.7 6 4.5 14.5 6 3.7 \.001

Depth on axial CT scan, mm 1.5 6 2.5 8.6 6 3.6 \.001
Lee22 (2021) CT, on/off-track status, Di Giacomo et al8 method NA NA NA
Lin23 (2023) MRI, Hill-Sachs interval, mm 4.3 6 5.1 14.9 6 2.9 \.001
MacDonald25 (2021) MRI/CT, depth/diameter, % 15.8 (4.3) 15.1 (4.2) NA
Pandey28 (2020) CT, on/off-track status, Di Giacomo et al8 method NA NA NA

aData are expressed as mean 6 SD (range). BR, isolated Bankart repair; BR 1 REMP, Bankart repair with remplissage; CT, computed
tomography; HBL, humeral bone loss; MRI, magnetic resonance imaging, NA, not applicable.

Figure 3. Summary of the outcomes pertaining to off-track recurrence of instability from the analyzed studies. BR, isolated Bank-
art repair; BR 1 REMP, Bankart repair with remplissage.
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Why Is the Literature Inconsistent About
Chances for RoI After Remplissage?

Our result regarding RoI after remplissage strongly con-
firms the results of previous research. However, the litera-
ture is inconsistent in reporting the effectiveness of
remplissage, with RoI varying from 3.2% up to
20%.3,7,13,18,24 This discrepancy may be attributed to differ-
ent values of GBL among the studies as well as incorrect
patient classification for soft tissue repair rather than
bony augmentation. In other words, it is not remplissage
(which addresses HSL) but rather BR (which targets the
labrum rather than the glenoid) that addresses the short-
comings evident in cases of excessive GBL. The redisloca-
tion rate after isolated arthroscopic BR is decidedly
unsatisfactory. According to reports from only the past 7
years, this rate starts at 16.8% and peaks at a concerning

30%.10,13,18,42 The primary indication for BR versus a bony
augmentation procedure is what is commonly referred to
as critical bone loss. Generally, it is believed that GBL of
20% to 25% may be addressed with soft tissue repair.8,38

However, some researchers challenge this statement,
arguing that 25% may be too much and that this value
could negatively affect patients’ quality of life, even if
they do not experience recurrent dislocations.38

In 2015, Shaha et al31 attempted to redefine the concept
of critical bone loss and successfully demonstrated that
patients with less GBL who underwent isolated BR tended
to have better functional outcomes. The authors introduced
the term subcritical bone loss with a value of 13.5%. Two
years later, Dickens et al9 confirmed that none of their
operated football players with GBL \13.5% experienced
RoI. The flat anterior glenoid sign was proposed as a read-
ily recognizable pattern for subcritical bone loss.20 Over

Figure 4. Summary of the outcomes pertaining to general recurrence of instability from the analyzed studies. BR, isolated Bank-
art repair; BR 1 REMP, Bankart repair with remplissage.

Figure 5. Summary of the outcomes pertaining to forward flexion (FF) in each analyzed study and total score. BR, isolated Bank-
art repair; BR 1 REMP, Bankart repair with remplissage.

Figure 6. Summary of the outcomes pertaining to final external rotation in adduction in each analyzed study and total score. BR,
isolated Bankart repair; BR 1 REMP, Bankart repair with remplissage; ERad, external rotation in adduction.
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time, the term subcritical bone loss became associated with
a GBL of approximately 10% to 15%.5,36,39

The current meta-analysis revealed that the mean GBL
was greater in the BR 1 REMP group (MD, 3.33%; 95% CI,
0.59%-6.08%; P = .02). Only 5 articles provided GBL data
suitable for inclusion in the meta-analysis. The GBL cutoff
was an exclusion criterion in 6 of the 7 articles, with values
of 15%,4,16,25 20%,12 and 25%,11,22 creating significant hetero-
geneity among the compared studies.

A wide range of RoI in the literature may also result from
different values of HBL in diagnosed HSLs. As a recent sys-
tematic review presented, HBL is heterogeneously measured
and, in fact, is rarely assessed.13 It is said that 90% of authors
report the existence of an HSL, but only 3.1% quantitatively
report it.40 Brejuin et al2 reported that patients who under-
went BR 1 REMP and were unstable at .5 years of follow-
up had a deeper HSL (–25%) of the humeral head radius
(P = .04) than patients without RoI (18%). Furthermore,
studies rarely report whether the HSL is engaging or not.13

In the current meta-analysis, 5 studies provided data about
RoI among patients with an engaging HSL11,12,22,25,28 and 4
studies4,16,22,28 without introducing the glenoid track concept,
not reporting on/off status (2 studies provided both results).
These results perfectly present the inconsistency in the meth-
ods of orthopaedic research, which commonly results in dis-
crepancy of results, as in the case of meta-analysis of RoI
(RoI–Off Track vs RoI–General).

Shoulder ROM: Slight Changes After Remplissage

The literature states that remplissage may decrease shoul-
der ROM.21,24 In a systematic review and meta-analysis of

biomechanical studies, Lazarides et al21 showed that the
most commonly limited ROM after remplissage is ERad,
ranging from 9� to 14�, when compared with the contralat-
eral side. Two other studies provided data indicating
a decrease in ERad after remplissage when comparing pre-
surgical and postsurgical measurements.7,24 However, in
another meta-analysis, Hurley et al18 presented postopera-
tive ERad results after isolated BR or BR 1 REMP, and the
outcomes were comparable (MD, 7.20�; 95% CI, 6.85� to
21.24�; P = .32). These findings contrast with the results
of the current meta-analysis. We demonstrated that
ERad after remplissage was only slightly limited, by
1.43�, which may be imperceptible to a patient.

According to the final forward flexion, the aforemen-
tioned meta-analysis conducted by Hurley et al18 indicated
no statistically significant differences between the proce-
dures (MD, 3.11�; 95% CI, –1.30� to 7.52�; P = .17). These
findings contrast with the results obtained in our meta-
analysis, because we obtained a statistically significant
result (MD, 1.97�; 95% CI, 1.49� to 2.46�; P \ .001). The
studies also presented varying values of Higgins I2 coeffi-
cients,15 with Hurley et al reporting I2 = 46% (indicating
low to moderate heterogeneity), whereas our meta-analysis
showed I2 = 0%, indicating extremely low heterogeneity
among the included studies.

Increased forward flexion after remplissage was also
reported in the meta-analysis by Davis et al7 and remains
a highly intriguing outcome. A more in-depth biomechani-
cal analysis of the infraspinatus muscle is needed for a com-
prehensive understanding of this phenomenon. The
specific tendons of the rotator cuff complex have a direct
role in limiting the movement of the humeral head in spe-
cific directions. For instance, the infraspinatus tendon

Figure 7. Summary of the outcomes pertaining to the Rowe score in each analyzed study. BR, isolated Bankart repair;
BR 1 REMP, Bankart repair with remplissage.

Figure 8. Summary of the outcomes pertaining to the Western Ontario Shoulder Instability Index (WOSI) score in each analyzed
study. BR, isolated Bankart repair; BR 1 REMP, Bankart repair with remplissage procedure.
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prevents excessive superior and posterior translation of
the humeral head.6 When this tendon is torn, the humeral
head may partially elevate out of the glenoid fossa.35 In
a biomechanical study on cadavers, Argintar et al1 demon-
strated that BR 1 REMP did not result in a change in rota-
tional ROM but did alter the kinematics of the
glenohumeral joint. The Bankart injury and HSL shifted
the apex of the humeral head posteriorly at 60� of abduc-
tion at maximum ERad relative to the intact condition.
However, performing BR 1 REMP shifted the apex of the
humeral head posteriorly and inferiorly relative to the
intact condition.1 Of course, remplissage cannot replicate
a torn infraspinatus; however, the procedure does affect
the function of the infraspinatus and probably changes
the vector of its force. One could speculate that remplis-
sage, akin to other nonanatomic techniques (such as the
Putti-Platt operation) that enhance shoulder kinematics,
may potentially lead to an accelerated progression of oste-
oarthritis.14,19 However, this is our subjective viewpoint;
studies with a follow-up period significantly longer than
24 months are necessary to either confirm or refute this
hypothesis.

Patient-Reported Outcome Measures

In the 7 studies analyzed in our meta-analysis, a variety of
different PROMs were used, with the Rowe score and the
WOSI score being the most frequently used. In a meta-
analysis conducted by Hurley et al,18 the Rowe score
showed a statistically significant difference after isolated
BR compared with BR 1 REMP, with an MD of 7.13 in
favor of BR 1 REMP (95% CI, 5.41-8.85; P \ .01). A similar
outcome was observed in the study by Camus et al,3 where
the MD was 9.33 in favor of BR 1 REMP, also showing
a statistically significant difference (95% CI, 4.54-14.2; P
= .001). However, in a meta-analysis by Davis et al,7 the
mean Rowe score increased significantly only when preop-
erative and postoperative results of remplissage were com-
pared (43.9 6 7.77 vs 92.2 6 4.02; P \ .001). Davis et al
found no significant difference in Rowe scores between
remplissage and surgical alternatives (comparison was
made to a combined group of patients after isolated BR
and Latarjet procedure) (P = .54).

Our observed Rowe and WOSI scores did not achieve
a statistically significant differences between the groups
(Rowe score: MD, 2.53; 95% CI, –1.48 to 6.54; P = .21;
WOSI score: MD, –61.60; 95% CI, –148.03 to 24.82; P =
.162). The absence of previous meta-analyses addressing
the WOSI score hindered our ability to make direct com-
parisons with existing results. It is important to highlight
that the analysis of both the WOSI score and Rowe score
was based on only 3 studies, which diminishes the statisti-
cal robustness of these findings.

Limitations and Future Directions

This meta-analysis has potential limitations and biases,
including the limitations of the included studies. The
most frequently used study design was retrospective cohort

(level of evidence 3). Although some patient characteristics
among the study groups were comparable (such as mean
age and sex distribution), final outcomes may have been
affected by noncomparable factors such as follow-up time,
GBL, or HBL (insufficient data for meta-analysis). Only 1
of the 7 studies assessed HBL before analysis and indi-
cated it as an inclusion criterion.12 In another study,
HBL was calculated post hoc.25 Additionally, not all of
the included studies assessed the glenoid track status.
However, performing 2 analyses (RoI–Off Track and RoI–
General) resulted in interesting results. This may mitigate
aforementioned limitations and increase the overall value
of the study. The individual quality of the included studies,
assessed with the MINORS tool and the Jadad scale, was
deemed acceptable.

CONCLUSION

Remplissage resulted in a 9-fold decrease in RoI after an
arthroscopic BR in patients with an engaging HSL.
Remplissage not only slightly limited patients’ ERad but
also led to an increase in forward flexion. WOSI and
Rowe scores after remplissage at the final 24-month
follow-up were comparable with those obtained after iso-
lated BR. Due to the moderate quality, heterogeneity,
and mainly level of evidence 3 of the included studies, fur-
ther research on the remplissage procedure is needed.
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