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Background: Patients who have undergone shoulder instability surgery are often allowed to return to sports, work, and high-level
activity based largely on a time-based criterion of 6 months postoperatively. However, some believe that advancing activity after
surgery should be dependent on the return of strength and range of motion (ROM).

Hypothesis: There will be a significant loss of strength or ROM at 6 months after arthroscopic Bankart repair with remplissage
compared with Bankart repair alone.

Study Design: Cohort study; Level of evidence, 2.

Methods: A total of 38 patients in a prospective multicenter study underwent arthroscopic Bankart repair with remplissage (33
males, 5 females; mean age, 27.0 + 10.2 years; 82% with >2 dislocation events in the past year). Strength and ROM were assessed
preoperatively and at 6 months after surgery. Results were compared with 104 matched patients who had undergone Bankart
repair without remplissage, although all had radiographic evidence of a Hill-Sachs defect.

Results: At 6 months, there were no patients in the remplissage group with anterior apprehension on physical examination.
However, 26% had a >20° external rotation (ER) deficit with the elbow at the side, 42% had a >20° ER deficit with the elbow at 90°
of abduction, and 5% had persistent weakness. Compared with matched patients who underwent only arthroscopic Bankart
repair, the remplissage group had greater humeral bone loss and had a greater likelihood of a >20° ER deficit with the elbow at 90°
of abduction (P = .004). Risk factors for a >20° ER deficit with the elbow at 90° of abduction were preoperative stiffness in the same
plane (P = .02), while risk factors for a >20° ER deficit with the elbow at the side were increased number of inferior quadrant glenoid
anchors (P = .003), increased patient age (P = .02), and preoperative side-to-side deficits in ER (P = .04). The only risk factor for
postoperative ER weakness was preoperative ER weakness (P = .04), with no association with remplissage (P = .26).

Conclusion: Arthroscopic Bankart repair with remplissage did not result in significant strength deficits but increased the risk of ER
stiffness in abduction compared with Bankart repair without remplissage at short-term follow-up.
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Anterior shoulder instability is a common problem in the
United States, with rates as high as 15% in some specific
populations.'®?1?642 Not only is this a common problem in
young athletes*V'*” and the physically active popula-
tion,'%*2 but it also affects the general public.1!:3%-32:38.56
Many of these patients require shoulder stabilization sur-
gery in some form.!”314° For those with an off-track and
engaging Hill-Sachs lesion,10:2436:4454 remplissage can be
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utilized in conjunction with arthroscopic Bankart repair to
reduce the rates of recurrence.2”*515257 The addition of
this procedure is thought to reduce the risk of recurrent
instability by filling the Hill-Sachs lesion with the infraspi-
natus tendon, not allowing further engagement of the
Hill-Sachs lesion with the anterior inferior glenoid.®33
However, there is concern that this procedure can limit
range of motion (ROM) and/or strength, particularly in
external rotation (ER), as the posterior structures are being
tethered into the Hill-Sachs lesion 3?9:16:18,20,39,43
Patients who have undergone shoulder instability
surgery are often allowed to return to sports, work, and
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high-level activity based largely on a time-based criterion of
6 months postoperatively.''>2528 However, some believe
that advancing activity after surgery should be dependent
on the return of strength and ROM.'43437 Currently, the
literature is inconclusive regarding any early limitations in
strength or ROM after Bankart repair with remplissage at
6 months postoperatively. The primary aim of this study
was to determine whether any additional loss of strength
or ROM is present at 6 months after remplissage versus
arthroscopic Bankart repair without remplissage. Second-
arily, we aimed to identify independent risk factors for per-
sistent stiffness or weakness at 6 months after arthroscopic
Bankart repair with or without remplissage. We hypothe-
sized that the addition of remplissage would result in
decreased ROM with no change in strength at 6 months
relative to matched arthroscopic Bankart repair controls.

METHODS
Study Design

Our research collaborative comprises 26 sports medicine or
shoulder fellowship-trained surgeons from 10 academic and
private groups throughout the United States, as previously
described.®"2?° This prospective cohort study enrolled
patients undergoing surgical treatment for shoulder insta-
bility. Baseline demographic data, patient-reported
metrics, physician examination data, and surgical data
were collected. After undergoing Bankart repair with
remplissage, patients followed standardized anterior shoul-
der stabilization postoperative care, sling usage, and reha-
bilitation protocols at all sites,*® and outcomes were
measured at the 6-month follow-up visit. Participants pro-
vided written, informed consent using institutional review
board-approved consent forms and procedures.

Participants and Matching Procedure

Patients were enrolled at any of the 10 participating insti-
tutions. Patients were eligible if they were aged >12 years
undergoing remplissage in addition to arthroscopic Bank-
art repair for a diagnosis of anterior shoulder instability
between November 5, 2012, and August 30, 2018. Exclusion
criteria included patients with concomitant rotator cuff
repair, open stabilization, bony procedures, posterior or
multidirectional instability, and workers’ compensation
claims. Indications and techniques for remplissage were
left to the discretion of the operating surgeon.
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A total of 527 anterior arthroscopic Bankart repair proce-
dures for primary shoulder instability were included in the
database, 38 of which also were accompanied by remplissage
for a Hill-Sachs defect. From the remaining 489 anterior
Bankart repair procedures without remplissage, a matched
cohort was obtained among those patients with some degree
of documented humeral bone loss in which remplissage still
could have been considered a surgical option. Thus, 226 were
excluded because of a lack of any Hill-Sachs defect, and 159
were excluded because of a lack of a corresponding match to
a patient with remplissage with regard to age, sex, injury
during sporting versus nonsporting activity, and number of
dislocations in the past year. The remaining 104 Bankart
repair procedures without remplissage all had at least a
minimal Hill-Sachs defect and were matched to the 38 Bank-
art repair procedures with remplissage by sex, age within 5
years, injury during sporting versus nonsporting activity,
and number of dislocations in the past year. As remplissage
is preferentially employed in the setting of large Hill-Sachs
defects, the remplissage and nonremplissage groups could
not be matched according to humeral defect size.

Data Collection

A detailed physical examination on each patient was per-
formed and documented by the operating surgeon. At the
baseline preoperative and 6-month follow-up visits, parti-
cipants were evaluated for ROM in forward elevation,
abduction, ER at the side, ER at 90° of abduction, and inter-
nal rotation at 90°. Strength was assessed using a standard
5-point muscle testing scale with forward elevation, abduc-
tion, ER with the elbow at the side, the liftoff test, and the
belly-press test. All measurements were performed on the
surgical and contralateral extremities, and no specific
device was used to measure strength or ROM. Contralat-
eral extremity measures were used to assess whether any
preoperative deficit was present. Postoperative measure-
ments and return to baseline were established based on
measuring the same extremity. The same surgeon per-
formed a physical examination for both preoperative and
postoperative assessments. Preoperative Western Ontario
Shoulder Instability Index (WOSI),*® Single Assessment
Numeric Evaluation (SANE), Beighton, and American
Shoulder and Elbow Surgeons (ASES)3%®3 scores were
recorded for each patient. Bankart repair with and without
remplissage was performed according to each surgeon’s pre-
ferred technique. Postoperatively, patients participated in a
standardized protocol that was used at all 10 participating
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institutions.*® Operative forms were filled out immediately
after each surgery and documented the type of surgery (revi-
sion vs primary), exact surgery performed, and number and
location of anchors used in the glenoid. Hill-Sachs lesions
were recorded, specifically the estimated width of the defect
as a percentage of the humeral head and ifthe lesion engaged.
Any capsular abnormality and treatment to address it were
noted. Articular cartilage abnormalities on both the humerus
and glenoid were recorded as well as the size and percentage
of bone loss for any bony Bankart or glenoid bone deficiency.

Definition of Outcome

Changes between the baseline and 6-month follow-up visits
were determined. As described in previous MOON research,
satisfactory return-to-play criteria were defined as having
ROM within 20° of the baseline surgical extremity value in
all planes and a strength measurement equal to or greater
than the baseline value.” A failure to meet return-to-play
criteria by the patient’s 6-month visit was defined as a
>20° loss of ROM compared with baseline in any plane or
strength grade less than the baseline value or both. Of note,
this study does not directly comment on whether these
patients had successfully returned to sport at the 6-month
postoperative point but rather comments only on whether
they have successfully returned to baseline ROM and
strength.

Statistical Analysis

All analyses were performed using a standard statistical
package (STATA 15.1; StataCorp). Descriptive statistics
were first generated for the entire sample. Bivariate compar-
isons between remplissage and nonremplissage Bankart
repair procedures were performed with and without match-
ing using the appropriate unpaired and paired statistical
tests, respectively. To determine the independent effect of
remplissage on postoperative stiffness, weakness, or insta-
bility at 6 months, a series of conditional logistic regression
models was created with grouping by matched group.
Remplissage status was included by default, and the remain-
ing variables were considered in a backward selection man-
ner with an exit criterion of alpha >0.05. As all patients in
the remplissage group were matched to those in the nonrem-
plissage group by sex, injury during sporting versus non-
sporting activity, and number of dislocations in the past
year, these variables were not considered in the regression
analyses. The remaining variables considered for inclusion
were age (as matching by age was within 5 years, not exact
age); humeral defect size; baseline ASES, WOSI, SANE, and
Beighton scores; preoperative ER ROM; preoperative ER
strength; and number and location of glenoid anchors.

Sample Size Estimation

The rates of meeting ROM and strength return-to-play cri-
teria for remplissage have not been previously described; it
is our clinical opinion that the accurate estimation of meet-
ing ROM and strength criteria within a 20% margin of error
for remplissage and detection of a >25% difference in rates
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of postoperative stiffness or weakness for remplissage ver-
sus Bankart repair without remplissage is acceptable. The
study sample (n = 38 with remplissage; n = 104 without
remplissage) is adequately powered to estimate the preva-
lence of these outcomes after remplissage with a 15% mar-
gin of error and a 23% difference in rates of stiffness or
weakness after Bankart repair with versus without
remplissage at 80% power and an alpha of 0.05.

RESULTS

Among the 38 patients who underwent anterior Bankart
repair with remplissage, the mean age was 27.0 £ 10.2
years, and 87% were male (Table 1). The initial instability
episode occurred during sporting activity in 66% of cases.
All patients in the remplissage group had a Hill-Sachs
defect visible at the time of arthroscopic surgery, with a
defect size of 0% to 10% of the humeral head in 18% of
patients, 11% to 20% in 58% of patients, and 21% to 30%
in 24% of patients. No patient in this series had >30%
humeral bone loss. On average, 1.4 = 0.5 anchors were used
for remplissage. Among matched groups, in the bivariate
analysis, there was a greater degree of humeral bone loss
(0%-10%, 18%; 11%-20%, 58%; 21%-30%, 24%; P < .001) and
a higher likelihood of a >20° ER deficit with the elbow at
90° of abduction at 6-month follow-up for Bankart repair
with remplissage compared with Bankart repair without
remplissage (P = .004); otherwise, there were no significant
differences in any other preoperative, intraoperative, or
postoperative variables between the Bankart repair with
versus without remplissage groups. This includes the num-
ber of anchors used in the Bankart repair with remplissage
(total, 4.5; superior quadrant, 0.7 + 0.9; inferior quadrant,
1.2 + 0.9; anterior quadrant, 2.2 + 0.8; posterior quadrant,
0.4 + 0.8) and without remplissage groups (total, 4.8; supe-
rior quadrant, 0.8 = 1.0; inferior quadrant, 1.5 £ 0.9; ante-
rior quadrant, 2.1 = 0.7; posterior quadrant, 0.4 £ 0.7; P >
.05 for all).

Complications, ROM, and Strength

At 6 months postoperatively, no patients with remplissage
had anterior apprehension on physical examination. How-
ever, 26% of patients in the remplissage group had a >20°
ER deficit with the elbow at the side, and 42% had a >20°
ER deficit with the elbow at 90° of abduction. A total of 5%
had persistent weakness with ER.

Independent Predictors of Persistent
Side-to-Side ER Deficits

Among matched groups, remplissage did not increase the
likelihood of failing to achieve ER with the elbow at the side
within 20° of the contralateral arm (P = .89) (Table 2).
Patients with remplissage preoperatively had 65° + 20°
ER with the elbow at the side, with 16% having a >20°
deficit, and postoperatively had 59° + 16° ER, with 26%
having a >20° deficit, while those patients without remplis-
sage preoperatively had 63° + 20° ER, with 13% having a
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TABLE 1
Descriptive Statistics and Bivariate Analyses®
With Remplissage  Without Remplissage
(n = 38) (n =104) Unpaired P Value” Paired P Value®
Age, y 27.0£10.2 224+17.9 .005 .20
Sex, % .06 .20
Male 87 96
Female 13 4
Injury during sporting activity, % 66 88 .005 .13
No. of times dislocated in past year, % 97 .84
0 3 4
1 16 13
2-5 53 52
>5 29 31
Hill-Sachs defect noted on arthroscopic surgery, % 100 100 >.99 >.99
Humeral bone loss from Hill-Sachs defect, % <.001 <.001
0%-10% 18 72
11%-20% 58 28
21%-30% 24 0
>30% 0 0
Preoperative ASES score 69.3 £19.7 70.2 £ 19.1 .81 .54
Preoperative WOSI score 43.2+19.3 436 +194 .92 .82
Preoperative SANE score 46.7 £ 28.0 44.2 + 23.6 .61 27
Preoperative motion
ER with elbow at side, deg 65 + 20 63 + 20 .70 .85
Side-to-side deficit, deg —-6+11 —4+12 47 .76
>20° deficit, % 16 13 .61 .79
ER with elbow at 90° of abduction, deg 86+ 17 83+ 20 .39 .10
Side-to-side deficit, deg -9+ 16 -10+20 72 .27
>20° deficit, % 21 24 71 .30
Preoperative ER weakness (strength grade <5/5), % 3 4 .83 .37
No. of anchors
Superior quadrant 0.7+0.9 0.8+1.0 .81 .88
Inferior quadrant 1.2+09 1.5+0.9 .12 .49
Anterior quadrant 2.2+0.8 2.1+0.7 .93 42
Posterior quadrant 04+0.8 0.4+0.7 .80 .90
Remplissage anchors 14+05 N/A N/A N/A
Motion at 6 mo
ER with elbow at side, deg 59+ 16 62 + 18 .40 .29
Side-to-side deficit, deg -10+ 14 -8+11 49 .70
>20° deficit, % 26 19 .37 .69
ER with elbow at 90° of abduction, deg 82+ 16 85+ 13 .15 44
Side-to-side deficit, deg -13+15 -8+12 .03 11
>20° deficit, % 42 16 .002 .004
ER weakness at 6 mo (strength grade <5/5), % 5 2 .29 47
Anterior apprehension at 6 mo, % 0 3 .56 .10

“Data are shown as mean *+ SD unless otherwise indicated. Boldface P values indicate statistical significance. ASES, American Shoulder
and Elbow Surgeons; ER, external rotation; N/A, not applicable; SANE, Single Assessment Numeric Evaluation; WOSI, Western Ontario

Shoulder Instability Index.
®Unmatched comparison.

‘Matched by age, sex, injury during sporting activity, and number of dislocations.

>20° deficit, and postoperatively had 62° + 18° ER, with
19% having a >20° deficit.

Independent predictors of failing to meet these ROM cri-
teria were increased number of inferior quadrant glenoid
anchors (per additional anchor; conditional odds ratio
[cOR], 2.36 [95% CI, 1.33-4.19]; P = .003), increased patient
age (per 5 years; cOR, 3.35 [95% CI, 1.18-9.57]; P = .02), and
preoperative side-to-side deficits in ER with the elbow at
the side (per 10° increased deficit; cOR, 1.64 [95% CI, 1.03-
2.63]; P = .04) (Table 2).

Among matched groups, remplissage did independently
increase the likelihood of failure to achieve ER within 20° of
the contralateral arm with the elbow at 90° of abduction
(cOR, 4.69 [95% CI, 1.41-15.601; P = .01) (Table 3). Patients
with remplissage preoperatively had 86° + 17° ER, with
21% having a >20° deficit, and postoperatively had 82° +
16° ER, with 42% having a >20° deficit, while those
patients without remplissage preoperatively had 83° + 20°
ER, with 24% having a >20° deficit, and postoperatively
had 85° + 13° ER, with 16% having a >20° deficit.
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TABLE 2
Independent Predictors of Range of Motion Deficit >20°
in ER With Elbow at Side”®

Conditional Odds Ratio

(95% CI) P Value
No. of anchors in inferior 2.36 (1.33-4.19) .003
quadrant
Age per 5y increase 3.35 (1.18-9.57) .02
Side-to-side ER deficit at 1.64 (1.03-2.63) .04
baseline per 10° increase
in deficit
Remplissage 0.91 (0.23-3.52) .89

“Sex, injury during sporting versus nonsporting activity, and
number of dislocations in the past year were not considered, as these
were used as matching criteria for the remplissage versus nonrem-
plissage groups. Additional variables considered for inclusion were
humeral defect size; preoperative ER strength; and baseline Amer-
ican Shoulder and Elbow Surgeons, Western Ontario Shoulder
Instability Index, Single Assessment Numeric Evaluation, and
Beighton scores. These variables were all nonsignificant and not
included in the final multivariate model. ER, external rotation.

TABLE 3
Independent Predictors of Range of Motion Deficit >20°
in ER With Elbow at 90° of Abduction®

Conditional Odds Ratio

(95% CI) P Value
Remplissage 4.69 (1.41-15.60) .01
>20° ER deficit with elbow 4.21 (1.27-14.00) .02
at 90° of abduction at
baseline
Beighton score per point 0.59 (0.36-0.97) .04
increase

“Sex, injury during sporting versus nonsporting activity, and
number of dislocations in the past year were not considered, as
these were used as matching criteria for the remplissage versus
nonremplissage groups. Additional variables considered for inclu-
sion were age (as matching by age was within 5 years, not the exact
age); humeral defect size; baseline American Shoulder and Elbow
Surgeons, Western Ontario Shoulder Instability Index, and Single
Assessment Numeric Evaluation scores; preoperative ER strength,
and number and location of glenoid anchors. These variables were
all nonsignificant and therefore not included in the final multivar-
iate model. ER, external rotation.

Additional independent predictors of failing to meet ROM
criteria with the elbow at 90° of abduction were a baseline
ER deficit of >20° in this position (cOR, 4.21 [95% CI, 1.27-
14.00]; P = .02), while an increased Beighton score was
protective (per point increase; cOR, 0.59 [95% CI, 0.36-
0.97]; P = .04) (Table 3).

Independent Predictors of Persistent ER Weakness

Among matched groups, remplissage did not increase the
likelihood of having persistent ER weakness at 6 months
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TABLE 4
Independent Predictors of ER Weakness at 6 Months

Conditional Odds Ratio

(95% CI) P Value
Preoperative ER weakness 13.20 (1.10-1.72) .04
Remplissage 3.28 (0.41-26.30) .26

“Sex, injury during sporting versus nonsporting activity, and
number of dislocations in the past year were not considered, as
these were used as matching criteria for the remplissage versus
nonremplissage groups. Additional variables considered for inclu-
sion were age (as matching by age was within 5 years, not the exact
age); humeral defect size; baseline American Shoulder and Elbow
Surgeons, Western Ontario Shoulder Instability Index, Single
Assessment Numeric Evaluation, and Beighton scores; preopera-
tive ER range of motion; and number and location of glenoid
anchors. These variables were all nonsignificant and therefore not
included in the final multivariate model. ER, external rotation.

postoperatively (P = .26) (Table 4). The only significant
independent predictor of weakness at 6 months was preop-
erative ER weakness (cOR, 13.20 [95% CI, 1.10-1.72];
P = .04) (Table 4).

Independent Predictors of Postoperative
Anterior Apprehension

Remplissage was not predictive of postoperative anterior
apprehension. Because there were no occurrences of ante-
rior apprehension on examination in the remplissage
group, odds ratios and CIs could not be estimated for
remplissage versus no remplissage.

DISCUSSION

Engaging Hill-Sachs lesions continue to be of concern in
patients with anterior shoulder instability. The literature
suggests that remplissage is best utilized in the patient
with little to no glenoid bone loss and a sizable Hill-Sachs
defect that is “off-track” or engaging.®2236445¢ The use of
arthroscopic remplissage to address this abnormality has
demonstrated good clinical outcomes at various stages of
follow-up.*>9:18:20.3957 prioy literature has suggested that
at beyond 2 years, there is a recurrent instability rate of
5.6% to 11.8%.522%3% Initial in vivo and clinical outcome
studies expressed a concern over the loss of ROM, particu-
larly in ER,*'® but most recent outcomes suggest that there
is no significant clinical loss of ROM at 2-, 5-, and 8-year
follow-up.?%-20:33:3% However, our data did demonstrate
that at only 6 months postoperatively, 26% of patients who
underwent remplissage had a >20° ER deficit with the
elbow at the side, and 42% had a >20° ER deficit in abduc-
tion. While the return of ROM likely occurs over a wide
time frame, our data suggest that a large percentage of
patients still possess a significant ROM discrepancy at 6
months. Further follow-up is needed to determine whether
this diminishes over time.
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The 6-month postoperative mark is commonly used as a
metric for return to work, sport, and play but without
strong supporting literature.*'>2>28 There is concern that
returning to sport before obtaining full strength and ROM
may increase the likelihood for recurrent or additional inju-
ries; thus, recent rationale suggests that patients should
have full strength and return of ROM before potentially
competing in sport and rely less on a chronological time
point to determine return to play.'*3*37 A recent prior
study utilizing magnetic resonance imaging after arthro-
scopic remplissage demonstrated tissue/tendon incorpora-
tion into the humerus at 8 months postoperatively, but no
images were obtained earlier than this, so the exact time of
healing remains unclear.*® Prior literature also suggests a
return-to-sport rate of 71% to 95.5%, with a mean time to
return of 7 months.>2° As many as 81% of these athletes
were able to return to the same level/intensity of competi-
tion.?? Knowing this, return-to-play criteria after remplis-
sage need to be critically evaluated. However, the ability to
perform sport-specific tasks with loss of 20° ER will vary
greatly. For many athletes and positions, this would not be
a problem, but for the overhead thrower, it could delay
return to sport and be potentially career ending.2’

Because recent clinical outcome literature after remplis-
sage has not demonstrated a significant difference in ROM
at greater than 2 years,>%3339 this is the first study, to our
knowledge, to examine risk factors for the loss of ROM,
particularly ER. Risk factors for a >20° ER deficit with the
elbow at the side or in abduction were increased number of
inferior quadrant glenoid anchors, older patient age, and
preoperative side-to-side deficits in ER or baseline ER def-
icit of >20°, respectively. Perhaps not surprisingly, an
increased Beighton score was found to be protective against
motion loss. With regard to suture anchor position, an
increased number of inferior quadrant anchors led to
increased stiffness in ER. This is likely the result of tight-
ening the anterior inferior shoulder capsule.??? Further-
more, it seems logical that those with a true preoperative
ER deficit would have a more difficult time achieving full
ROM postoperatively, although to the best of our knowl-
edge, this has not previously been reported. The Latarjet
procedure is often an option in these patients as well, as it
serves to extend the glenoid track and keep the Hill-Sachs
lesion from engaging, but comes with its own inherent risks
and a complication rate higher than remplissage.'*1%55

Limitations

This study has several limitations. Our main outcome of
return to baseline ROM and strength was recorded without
the use of a specific device for objective measurements;
however, there is known fair to good reliability between
visual estimations and the use of a goniometer.?3465% In
addition, manual muscle testing is unlikely to detect more
subtle strength deficits. Also, the definition of symmetric
ROM being within 20° is based on group surgeon consen-
sus’ and may not be a useful criterion for return to sport.
Furthermore, the study identified whether patients failed
to meet designated return-to-play criteria, but it did not
assess actual rates of return to recreational, collegiate, or
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professional sport. Data on the actual date of release to
sporting activity were not collected. In addition, while an
effort was made to closely match participants with a control
group, they could not be matched according to the exact
abnormality, as remplissage is selectively performed in
patients with larger humeral head defects. Given this
imperfect match, the argument could be made that patients
undergoing Bankart repair without humeral bone loss still
should have been included in the matched cohort analysis.
However, we believe that it was more appropriate to com-
pare only those with humeral bone loss undergoing Bank-
art repair with and without remplissage. Also, exact
surgical indications and techniques may vary slightly
between surgeons, and no measurements such as glenoid
track were recorded. In addition, the number needed to
treat was calculated after completion of the study. Finally,
the proportion of female patients in the study was low, and
although this likely reflects the balance of patients with
shoulder instability as it relates to patient sex, the ability
to assess sex-based differences was limited. Until longer
term follow-up is available, it is unknown how these find-
ings relate to ultimate results in terms of strength, ROM,
and return to play as well as the risk for recurrent insta-
bility. Despite these potential limitations, this is the larg-
est multicenter, prospective study to evaluate strength,
ROM, and return-to-play criteria after remplissage.

CONCLUSION

Arthroscopic Bankart repair with remplissage did not
result in significant strength deficits but increased the risk
of ER stiffness in abduction compared with Bankart repair
without remplissage at short-term follow-up.
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