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Fig. 1. (A) A small amount of external rotation can cause the Hill-Sachs lesion to engage the anterior glenoid. (B) Axial CT image of

the patient with an engaging Hill-Sachs lesion.

Fig. 2. Engaging Hill-Sachs lesion. In afunctional position of abduction and external rotation, the long axis of the Hill-Sachs lesion is
parallel to the glenoid and engages its anterior corner. (A) Creation of lesion with arm in abduction and external rotation. (B)
Orientation of Hill-Sachs lesion. (C) Engagement of Hill-Sachslesion in functional position of abduction and external rotation.
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Fig. 3. Nonengaging Hill-Sachs lesion. (A) This Hill-Sachs lesion was created with the arm at the side and in some extension and
will engage only with the arm at the side with external rotation and extension, which is not a functional position. (B)
Orientation of Hill-Sachs lesion. (C) In afunctional position of abduction and external rotation, the Hill-Sachs lesion is diago-

nal to the anterior margin of the glenoid and does not engage.

Fig. 4. (A) Axial view of computerized tomographic scan shows the large size of the defect. (B) 3D CT scan determines the extent of

defect of humeral head.
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Fig. 5. Remplissage repair with posterior capsule and infra-
spinatus tendon well apposed to Hill-Sachs lesion.

Fig. 6. Arthroscopic Remplissage procedure. (A) Post
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Large Hill-Sachs
lesion from posterior viewing portal. (C) Two transtendon spinal needles. One near the superior aspect of the Hill- Sachs
lesion and the other near its inferior aspect. (D) Two anchors placed on the superior and inferior aspect of the Hill-Sachs
lesion. (E) Penetrating grasper preparing to pass 1 suture limb through posterior capsule and infraspinatus tendon. (F)
Remplissage just before completion by tying sutures. (G) Completed repair with posterior capsule and infraspinatus tendon
from anterosuperior viewing portal. (H) Subacromial view of completed Remplissage.
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