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Background: Failure rates after arthroscopic shoulder stabilization are highly variable in the current orthopaedic literature. Pre-
dictive factors for risk of failure have been studied to improve patient selection, refine surgical techniques, and define the role of
bony procedures. However, significant heterogeneity in the analysis and controlling of risk factors makes evidence-based man-
agement decisions challenging.

Purpose: The goals of this systematic review were (1) to critically assess the consistency of reported risk factors for recurrent
instability after arthroscopic Bankart repair, (2) to identify the existing studies with the most comprehensive inclusion of confound-
ing factors in their analyses, and (3) to give recommendations for which factors should be reported consistently in future clinical
studies.

Study Design: Systematic review; Level of evidence, 4.

Methods: A systematic review of the literature was performed in accordance with the PRISMA guidelines. An initial search yielded
1754 titles, from which 56 full-text articles were screened for inclusion. A total of 29 full-text articles met the following inclusion
criteria: (1) clinical studies regarding recurrent anterior shoulder instability; (2) surgical procedures performed including arthro-
scopic anterior labral repair; (3) reported clinical outcome data including failure rate; and (4) assessment of risk factors for surgical
failure. Further subanalyses were performed for 15 studies that included a multivariate analysis, 17 studies that included glenoid
bone loss, and 8 studies that analyzed the Instability Severity Index Score.

Results: After full-text review, 12 of the most commonly studied risk factors were identified and included in this review. The risk
factors that were most consistently significant in multivariate analyses were off-track lesions (100%), glenoid bone loss (78%),
Instability Severity Index Score (75%), level of sports participation (67%), number of anchors (67%), and younger age (63%).
In studies of bone loss, statistical significance was more likely to be found using advanced imaging, with critical bone loss thresh-
olds of 10% to 15%. Several studies found predictive thresholds of 2 to 4 for Instability Severity Index Score by receiver operating
characteristic or multivariate analysis.

Conclusion: Studies reporting risk factors for failure of arthroscopic Bankart repair often fail to control for known confounding
variables. The factors with the most common statistical significance among 15 multivariate analyses are off-track lesions, glenoid
bone loss, Instability Severity Index Score, level of sports participation, number of anchors, and younger age. Studies found sig-
nificance more commonly with advanced imaging measurements or arthroscopic assessment of glenoid bone loss and with lower
thresholds for the Instability Severity Index Score (2-4). Future studies should attempt to control for all relevant factors, use
advanced imaging for glenoid bone loss measurements, and consider a lower predictive threshold for the Instability Severity
Index Score.
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Surgical treatment of anterior shoulder instability with
arthroscopic labral repair and capsulorrhaphy has been
successful in restoring stability and returning patients to
athletic participation.45 Historically performed with open
techniques, these Bankart repairs are now more commonly
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performed arthroscopically.65 There has been a trend
toward improved failure rates after arthroscopic Bankart
repair, particularly in studies published with modern
arthroscopic labral repair techniques.23 However, the pro-
cedure is still associated with relatively high rates of fail-
ure, with recurrent instability rates ranging from 4% to
33%.32,66 Other management options, such as the Latarjet
and other bone block procedures and the remplissage pro-
cedure, may have a lower recurrent instability rate but
may also lead to complications such as reduced range of
motion, altered anatomy complicating revision, nerve
injury, and premature osteoarthritis.18,22,24,36,40,62 This
management dilemma has prompted extensive research
with the goal of optimizing surgical techniques and refin-
ing indications to improve outcomes by matching the
appropriate surgical procedure to the appropriate patient.

The current body of literature has established many risk
factors for failure of arthroscopic Bankart repair. From the
perspective of surgical technique, risk factors include the
number of anchors used,5 type of anchor,7,52 and anchor posi-
tion.26 Identification of the roles of age, sports participation,
generalized hyperlaxity, Hill-Sachs lesions, and loss of gle-
noid contour on anterior-posterior radiographs led to the
development of the Instability Severity Index Score.2 This
index has shown value in refining indications for surgery to
reduce the risk of recurrent instability after arthroscopic
Bankart repair.58 More recently, quantitative assessments
of glenoid bone loss and recognition of off-track Hill-Sachs
lesions have helped to refine the role of bony procedures
such as coracoid transfer and glenoid bone block reconstruc-
tion.16,29-31,63 However, the literature is not uniform, and
reports on the statistical significance of risk factors are incon-
sistent. For example, some studies have found no association
between Instability Severity Index Score and recurrence.46,53

There is also significant heterogeneity with regard to how
many confounding risk factors are controlled for in studies.
Finally, heterogeneity in surgical technique is significant
and may further influence results.38 Taken together, these
discrepancies present a challenge when attempting to make
evidence-based decisions regarding indications for surgery
and expected postoperative outcomes.

Existing systematic reviews have sought to clarify the
indications for arthroscopic Bankart repair and to summa-
rize the clinical outcomes of this procedure.35,39 Other
reviews have used meta-analyses to clarify risk factors
for failure.52 However, no existing review has focused on
critically evaluating the consistency of results across

studies reporting risk factors for failure of arthroscopic
Bankart repair. There are also no reviews that assess
which studies have the most comprehensive inclusion of
risk factors. The goals of this systematic review were (1)
to critically assess the consistency of risk factors for recur-
rent instability after arthroscopic Bankart repair, (2) to
identify studies with the most comprehensive inclusion of
confounding factors in their analyses, and (3) to give rec-
ommendations for which factors should be reported consis-
tently in future clinical studies.

METHODS

This systematic review of the literature was conducted in
accordance with the PRISMA guidelines (Preferred Report-
ing Items for Systematic Reviews and Meta-analyses).44

PubMed and Scopus databases were queried using an a priori
search algorithm with the terms ‘‘anterior shoulder stabiliza-
tion’’ OR ‘‘anterior labral repair’’ OR ‘‘Bankart repair.’’ The
search identified 1754 studies, of which 706 were duplicates
(Figure 1). A title screen was performed on the resultant
1048 publications to identify clinical studies of arthroscopic
anterior labral repair. A total of 331 article titles met these
criteria and were advanced to abstract review. Studies
were then assessed for the following inclusion and exclusion
criteria. Inclusion criteria were (1) clinical studies regarding
recurrent anterior shoulder instability; (2) surgical proce-
dures performed including arthroscopic anterior labral
repair; (3) clinical outcome data including failure rate; and
(4) assessment of risk factors for surgical failure. Studies
were excluded if they were written in languages other than
English, did not mention clinical outcomes, did not include
labral repair procedures, did not clearly differentiate out-
comes for arthroscopic repair, included first-time dislocations
or revision surgery, or presented a case series of \10
patients. In addition, any study was excluded that did not
report an association between demographic or pathoanatomic
risk factors and outcomes. After abstract screening, 56 full-
text articles were evaluated. At this stage, an additional 15
articles were excluded for having the wrong inclusion criteria
(eg, first-time dislocations or revision surgery); 2 were
excluded for examining the wrong intervention (open and
nonoperative treatment); and 10 failed to report risk factors
for surgical failure.

A total of 29 studies were subsequently included for
analysis. Risk factors in each study were extracted. The
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statistical significance or nonsignificance of each factor
was recorded. Failure rates, as well as the definitions of
failure for each study, were noted. Risk factors were tabu-
lated and summarized to assess agreement across the body
of literature. Finally, studies were critically evaluated by
their inclusion of clinically significant variables with the
goal of identifying those with the highest rate of inclusion
of important risk factors in their analyses. Subanalyses
were performed for glenoid bone loss and Instability Sever-
ity Index Score and for studies that included a multivariate
statistical analysis. Quality assessment for each study was
performed using the modified Coleman methodology scor-
ing system (Appendix Table A1, available in the online ver-
sion of this article).

RESULTS

The 12 most commonly analyzed risk factors for failure of
arthroscopic Bankart repair were identified in 29 studies.

Follow-up duration was at least 24 months in 25 of 29 studies
(86.2%) and 4 years in 5 of 29 studies (17.2%). Studies and
risk factors are presented in Table 1 regardless of statistical
analysis technique; studies and factors in multivariate anal-
yses are outlined in Appendix Table A2 (available online).

The most commonly studied risk factor for failure of
anterior labral repair was younger age at the time of sur-
gery; this was included in 72% of studies and was statisti-
cally significant 48% of the time. The most common age
cutoff was 20 years, and 67% of studies using this cutoff
found statistical significance. The risk factor with the high-
est rate of significance was the presence of an off-track
lesion; this was reported in 17% of studies but was signifi-
cant 100% (5/5) of the time. The second-most frequently
significant risk factor was the number of suture anchors;
this was noted in 17% of studies and was significant in
60% (3/5). Among the studies analyzing the number of
anchors used, 2 cited descriptive demographic data with
number of anchors ranging from 2 to 5 and 1 to 4.10,19

Three studies5,56,61 included anchor count in a multivariate

Figure 1. PRISMA flow diagram.
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risk analysis and reported threshold risks of \3 and \4.
Glenoid bone loss was a risk factor in 59% of studies and
was significant in 47% (8/17). Forty-eight percent of stud-
ies had the presence of a Hill-Sachs lesion as a risk factor;
this was significant 50% of the time (7/14). Hyperlaxity,
Instability Severity Index Score, and level of sports were
also significant 50% of the time, although they were in
fewer studies than the presence of Hill-Sachs lesions
(41%, 28%, and 28%, respectively). Sex and hand

dominance were the least often significant, with 7% of
studies finding sex significant and 0% finding dominance
significant. The least included factor was bilateral instabil-
ity (4/29 studies). One of 4 studies citing bilateral instabil-
ity found it significant; this study considered patients to
have bilateral instability if previous surgery was per-
formed for contralateral instability.43 The modified Cole-
man methodology score of included studies was 61.97 6

8.57 (mean 6 SD; range, 46-79) (Appendix Table A1).

TABLE 1
Risk Factors Associated With Recurrent Instabilitya

Study Age GBL HSL Sex
Hyper- 
laxity

Collision 
Sports ISI Score

Level 
Sport

No. of 
Anchors 

Used
Off-Track 

Lesion
Dominant 

Hand
Bilateral 

Instability

Factors 
Included 

(Out of 12)

Chen (2021)11 9

Boileau (2006)5,b 9

Loppini (2019)42,b c c c c 8

Bessière (2014)3,b 8

Sommaire (2012)57 8

Chechik (2010)10 7

Phadnis (2015)50,b 7

Yian (2020)64,b 7

Ruiz Ibán (2019)53 7

Chan (2019)9,b 7

Shibata (2014)56,b 6

Lee (2018)37,b 5

Flinkkilä (2010)19,b 5

Vermeulen (2019)61,b 4

Ahmed (2012)1,b 3

Bouliane (2014)6 3

Thomazeau (2019)59,b 3

Mahure (2018)43,b 3

Shaha (2015)55 3

Dekker (2020)15,b 2

Clesham (2019)13 2

Park (2015)49 2

Zhu (2015)66 1

Cho (2006)12 1

Ide (2004)28,b 1

Kim (2003)32 1

Koyonos (2016)33 1

Locher (2016)41 1

Pandey (2020)47 1

Studies analyzed (out of 29), No. (%) 21 (72) 17 (59) 14 (48) 14 (48) 12 (41) 12 (41) 8 (28) 8 (28) 5 (17) 5 (17) 5 (17) 4 (14)

Significant, No. (%) 10/21 (48) 8/17 (47) 7/14 (50) 1/14 (7) 6/12 (50) 4/12 (33) 4/8 (50) 4/8 (50) 3/5 (60) 5/5 (100) 0/5 (0) 1/4 (25)

aFactors included in any statistical analysis. Studies are sorted by the number of factors in the analysis. Blank cell, factor not included; 
green √, significant risk factor; red ×, nonsignificant risk factor. GBL, glenoid bone loss; HSL, Hill-Sachs lesion; ISI Score, Instability 
Severity Index Score.

bStudies that performed multivariate analysis. Significant factors are by multivariate analysis; nonsignificant factors are from univariate 
or multivariate analysis.

cFactor excluded from multivariate despite P < .05 on univariate analysis.
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Multivariate Analysis

The median sample size of studies performing a multivari-
ate analysis was 144 patients (range, 55-5719). The most
commonly cited factors in multivariate analyses were age
(73%), glenoid bone loss (60%), and Hill-Sachs lesions
(53%) (Appendix Table A2, available online). Age was sig-
nificant in 64% of multivariate analyses (7/11). Glenoid
bone loss was a significant factor in 78% of studies (7/9).
Hill-Sachs lesions were a significant factor in 63% (5/8).
Instability Severity Index Score was in 27% of multivariate
analyses (4/15) and was significant 75% of the time (3/4).
Level of sports participation and number of anchors used
were each in 3 studies and were significant in 67% (2/3).
Off-track lesions and bilaterality were significant 100% of
the time, although they were mentioned infrequently (2
studies37,64 and 1 study,43 respectively). Sex remained
insignificant in a majority of studies, with 1 of 5 reporting
significance.37

Glenoid Bone Loss

Glenoid bone loss was in 59% of studies and was a signifi-
cant factor in 47% of them. There was significant heteroge-
neity in the reporting of glenoid bone loss, prompting
a subanalysis of this factor (Appendix Table A3). Measure-
ment of glenoid bone loss was performed with a variety of
techniques, such as plain radiographs only (6 studies), per-
fect circle inferior glenoid technique based on magnetic
resonance imaging (MRI) or computed tomography (CT; 5
studies), mixed imaging methods (3 studies), and arthro-
scopic assessment (2 studies). A majority of studies
reported glenoid bone loss as a categorical variable, with
cutoffs ranging from 10% to 30%. Two studies treated
bone loss as a continuous variable.42,64 All studies citing
insignificance had bone loss as a binary variable (yes/no)
determined primarily from radiographs, whereas most
studies citing significance measured bone loss as a continu-
ous variable to determine a threshold by various means,
such as quartiles55 or sensitivity and specificity.64 Among
studies that found bone loss a significant factor, the aver-
age failure rate was 14.5%, as compared with 19.9% for
those finding bone loss insignificant. The average sample
size for studies finding bone loss significant was 277, as
opposed to 136 for those studies that did not find signifi-
cance. Therefore, studies finding significance for glenoid
bone loss, on average, had larger sample sizes and lower
rates of surgical failure. By measurement technique, stud-
ies using radiographs revealed only glenoid bone loss a sig-
nificant factor 50% of the time (3/6); studies using MRI- or
CT-based techniques noted significance 60% of the time
(3/5); mixed imaging methods indicated significance in
0 of 3 studies; and arthroscopic assessment found signifi-
cance in 2 of 2 studies.

Instability Severity Index Score

The Instability Severity Index Score was in 28% of studies
but was a significant factor in 50% of them (4/8).

Interestingly, studies used variable thresholds for the
score in their analyses. Among the 4 studies where the
score was significant, thresholds between 2 and 4 were
investigated (Appendix Table A4). To the contrary, 3 of
the 4 studies that revealed the Instability Severity Index
Score to be an insignificant variable evaluated the classic
threshold of 6.2,6,9,53,57 The surgical failure rate was simi-
lar between the studies, with those finding the score signif-
icant having an average failure rate of 16.9%, as compared
with 15.4% in the studies that did not find significance.
Studies finding the Instability Severity Index Score signif-
icant had larger sample sizes on average (290 vs 115
patients). Among multivariate studies, the Instability
Severity Index Score was in 27% (4/15) but was significant
75% of the time when included (3/4).

Risk Factor Inclusivity

No study controlled for all 12 risk factors for recurrent
instability after Bankart repair. The most inclusive studies,
controlling for 9 factors each, were those by Chen et al11 and
Boileau et al.5 Three studies noted 8 of the 12 factors
(Loppini et al,42 Bessière et al,3 and Sommaire et al57). An
additional 5 studies cited 7 factors.9,10,50,53,64 Among multi-
variate analyses, Chan et al9 and Phadnis et al50 controlled
for the most risk factors (7/12). Some studies did not report
sufficient detail on their multivariate analyses and thus
may have included more factors than noted here. Brief sum-
maries of the 7 articles that included at least one-third of
the established risk factors in multivariate analyses are out-
lined in the Appendix (available online).

DISCUSSION

This systematic review of 29 studies evaluating risk factors
for recurrence after arthroscopic Bankart repair found that
the most commonly significant risk factors for recurrence
are off-track lesions, presence of a Hill-Sachs lesion, youn-
ger age, number of suture anchors (\3), and glenoid bone
loss. The Instability Severity Index Score, which comprises
many of these factors, was significant in half of the studies
when considered as a separate variable. There was signifi-
cant heterogeneity in the reporting of risk factors. No study
indicated all known risk factors, and studies infrequently
mentioned .5 factors in their analyses. There was no stan-
dardized threshold for the Instability Severity Index Score
among studies, and several studies sought to investigate
novel thresholds. There was also no standardization in the
literature regarding measurement techniques or thresholds
of glenoid bone loss.

These findings are relevant to the expanding field of
research on anterior shoulder instability as surgeons
seek higher-quality evidence to make educated manage-
ment decisions. The milieu of treatment options, such as
arthroscopic versus open repair, remplissage, and bony
procedures, as well as the variability of patient popula-
tions, make these decisions particularly challenging. The
current body of literature is inconsistent in its handling
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of potentially confounding risk factors and lacks a study
that controls for all known risk factors for recurrent insta-
bility after Bankart repair. Future studies should aim to
control for more known risk factors for recurrent instabil-
ity to improve the quality of evidence.

One important component of our review is the investiga-
tion into the literature’s consistency of investigating off-
track lesions as a risk factor for recurrent instability.
Despite being analyzed infrequently, off-track lesions
were the most consistent factor and were significant every
time they were included. The infrequency of inclusion is
due in part to the relatively recent widespread understand-
ing of this concept. Glenoid track analysis has not yet
become a significant aspect of surgical decision making
for many shoulder surgeons. Lau et al34 recently issued
a contingent-behavior questionnaire to 70 shoulder sur-
geons. Glenoid bone loss .21% was the dominant factor
in decision making; glenoid track did not strongly influence
treatment, accounting for 2.66% to 8.79% of the decision.
Future studies of anterior shoulder instability should be
sure to cite this important factor.

After isolation of the studies that performed multivari-
ate analyses, the factors that were significant .50% of
the time were age, glenoid bone loss, Hill-Sachs lesions,
Instability Severity Index Score, level of sports, off-track
lesions, and bilaterality. Age cutoffs ranged from 19 to 30
years. Among multivariate studies finding age a significant
factor, the most common cutoffs were 20 years (3 stud-
ies14,20,61) and 21 years (2 studies50,64). Number of anchors
used was also significant .60% of the time, but studies
reported slightly varying thresholds of \3 and \4
anchors.5,56,61 These results largely echo those of existing
systematic reviews of clinical and technique-related risk
factors.7,52 Among multivariate studies in our review, sex
was an inconsistent risk factor, with statistical significance
in 1 out of 5 multivariate analyses. A recent systematic
review focused directly on sex as a risk factor and noted
a trend toward male sex being a risk factor for failure.8

However, the authors were unable to make definitive sta-
tistical conclusions or perform a true meta-analysis owing
to study heterogeneity.

We performed subanalyses of glenoid bone loss and
Instability Severity Index Score to provide recommenda-
tions on how best to interpret the literature on these risk
factors. Although glenoid bone loss is among the most com-
monly cited risk factors for recurrent instability, the vari-
ous measurement techniques make its relevance difficult
to compare across studies. Among the 5 studies that quan-
tified bone loss with the perfect circle method on CT or
MRI, 3 established it as a risk factor, with critical thresh-
olds ranging from 10% to 15%.15,55,64 One of the 2 that
found it insignificant reported a sample of patients without
any bone loss above the threshold.61 Therefore, they likely
did not have sufficient power to analyze its associated risk.
Additionally, despite measuring bone loss via the perfect
circle technique and yielding a percentage, Park et al49

analyzed bone loss as an ordinal variable (small, medium,
large lesion). The arbitrary categorization of lesion size
may affect its behavior in statistical analyses, and it is dif-
ficult to compare this with the studies that utilized

a continuous variable. Two studies measured bone loss
by an arthroscopic probe and presented relatively higher
thresholds (20%-30%) than other measurement techni-
ques.32,56 Both these studies noted glenoid bone loss as
a significant variable. Studies finding significance for gle-
noid bone loss, on average, had larger sample sizes and
lower surgical failure rates.

Of 8 studies citing bone loss as insignificant, 6 mea-
sured it by preoperative radiograph with either standard
(anterior-posterior, axillary) or special (Bernageau) views.
Three of these made mention of using advanced imaging
for a portion of the patients based on availability or to con-
firm radiograph findings.9,53,57 Most were insignificant by
chi-square analysis,49,53,57 and 3 studies mentioned inclu-
sion in multivariate analysis.9,19,61 The reliance of diagno-
sis on radiographs alone raises some question, as studies
investigating diagnostic accuracy across imaging modali-
ties have consistently demonstrated radiographs to have
poorer sensitivity and interobserver reliability than
advanced imaging techniques.4,25,54

Another subanalysis centered on the Instability Sever-
ity Index Score, which was developed as a predictive mea-
sure for surgical failure risk.2 This variable was significant
in 4 of 8 studies. Three of the 4 studies11,50 that revealed
significance performed receiver operating characteristic
curve or multivariate analysis to establish a predictive
threshold, whereas 1 study finding it insignificant per-
formed a receiver operating characteristic curve analysis.9

The studies that found significance reported a threshold of
2 to 4, below the traditionally proposed value of 6.2 This
suggests that lower thresholds of the Instability Severity
Index Score may have greater sensitivity for detecting
patients at risk for recurrence after arthroscopic Bankart
repair. However, this must be balanced with the risk of
performing unnecessary bony procedures.

Interpretation of the Instability Severity Index Score in
clinical practice requires a robust investigation into the
individual components of the score, with reconsideration
of the weight of each factor based on evolving data in the
literature. Specifically, the imaging components of the
scoring system—loss of glenoid contour and Hill-Sachs
lesions—have shown inconsistency in the literature, with
1 study finding them to have the lowest odds ratios in pre-
dicting recurrence.46 In stark contrast to that is our study
finding glenoid bone loss and Hill-Sachs lesions to have
among the highest rates of significance in multivariate
analyses in the literature. Oh et al46 underscored the
lack of bone lesion severity as a flaw in the Instability
Severity Index Score. This may account for the inconsis-
tency in its significant results. For example, consider
a patient who is .20 years old and a recreational athlete
and has no hyperlaxity and no contact sports participation
but does have an off-track Hill-Sachs lesion. This patient
would have a score of 2 to 4 depending on the glenoid
appearance on plain radiographs. However, the results of
this study suggest that the off-track lesion is the most con-
sistently significant factor in predicting recurrence. While
the Instability Severity Index Score is an important clini-
cal tool, it could be improved by incorporating weight and
consideration of the severity and significance of each
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constituent risk factor. This was the motivation for a recent
modification of the score, termed the Glenoid Track Insta-
bility Management Score.17 In a study of 261 patients, use
of this system to refine indications was associated with
improved outcomes of arthroscopic Bankart repairs.17 Fur-
ther study is warranted to confirm the external validity of
this result.

Last, a goal of this review was to analyze which studies
had the most comprehensive inclusion of established risk
factors in their analyses. Brief summaries of the 7 most
inclusive articles are in the online Appendix (ie, those
including at least one-third of the established risk factors
in their multivariate analyses).

Limitations

There are several limitations to this systematic review.
First, the data presented here are extracted from existing
studies in the literature, each with its own set of experi-
mental and statistical limitations. The studies were chosen
by a priori inclusion and exclusion criteria with the goal of
analyzing a uniform patient population and surgical
approach. It is possible that additional useful studies pre-
senting risk factors for surgical failure were omitted
according to these criteria. Among the studies, some failed
to cite all factors in their multivariate analyses; therefore,
the number of factors presented here by study may be
incomplete because of the extent of reporting. The follow-
up duration was variable, and a small percentage of stud-
ies had .4-year follow-up (17.2%). It is possible that nar-
rowing inclusion criteria to long-term follow-up studies
would alter the results of this risk factor review. Addition-
ally, the studies range from 2003 to the present day; earlier
studies in this review predate some important concepts (eg,
off-track lesion). Therefore, the inclusion of risk factors is
susceptible to confounding by publication date. While this
review discussed 12 risk factors, other factors have been
presented in literature that did not meet the threshold or
inclusion criteria for this analysis, such as the number of
preoperative dislocations,37,60 patient positioning,21 anchor
placement,48 time to surgery,37,51 and overhead sports par-
ticipation.64 Last, we excluded studies of first-time disloca-
tions in our analysis. Recent studies have shown efficacy
for stabilization of first-time dislocations,27 but this is con-
sidered a distinct patient population. Thus, we cannot
make conclusions about whether risk factors for surgical
failure after arthroscopic labral repair for first-time dislo-
cations are different. The results of this review should be
applied toward management of recurrent dislocations only.

CONCLUSION

Risk factors for failure of arthroscopic Bankart repairs are
frequently studied, but there are inconsistencies in the
inclusion of established risk factors in analyses and in
the significance of studied factors. The risk factors with
the most consistently significant results in multivariate
analyses were off-track lesions (100%), glenoid bone loss

(78%), Instability Severity Index Score (75%), level of
sports participation (67%), number of anchors used
(67%), and younger age (63%). Contact sports participation
and generalized hyperlaxity were significant in half of the
multivariate analyses. The role of sex as a risk factor for
recurrence remains unclear. Currently, there are no stud-
ies that analyze all collectively reported risk factors for
recurrent instability. Future studies should strive to note
all potentially confounding variables to better clarify the
risk factors for surgical failure after arthroscopic Bankart
repair.
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