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Abstract 

Background: Uncemented reverse total shoulder arthroplasty (RTSA) for the primary treatment of proximal humerus 
fractures (PHF) in elderly patients was introduced at our institution in 2017. Recent reports have raised concerns about 
increased rates of early bone resorption at the proximal humerus with uncemented fracture stems. The aim of this 
study was to find out whether there was any difference in functional or radiographic outcomes between cemented 
and uncemented RTSA for PHF.

Methods: Seventeen consecutive patients who underwent uncemented RTSA (group nC) in 2017 and 2018 were 
age and sex matched (propensity score matching 1:2) to 34 patients with cemented RTSA implanted between 2011 
and 2016 (group C) for the primary treatment of PHF. These two groups were compared in terms of clinical and radio-
graphic outcomes at 2 years after the index surgery.

Results: The mean bone quality was low in both groups: in group nC the deltoid tuberosity index (DTI) was 1.43 
(1.22–1.72) and in group C 1.42 (1.22–1.67). At the final 2 year follow-up, the relative CS was 98.3% (71–118) in group 
nC and 97.9% (36–125) in group C (p = 0.927); the absolute CS was 70.2 (49–89) in group nC and 68.0 (30–94) in group 
C (p = 0.509). Lucent lines at the humeral site were seen in 8 cases (47%) in group nC and in 13 cases (38%) in group 
C (p = 0.056). Compared to 3% in group C, all patients in group nC showed at least grade 1 and 65% showed grade 3 
bone resorption at the proximal humerus (p < 0.001).

Conclusion: Compared to cemented RTSA bone resorption at the proximal humerus was significantly more frequent 
in patients with uncemented RTSA for PHF. So far, this is rather a radiographic than a clinical finding, because both 
groups showed very satisfying functional outcomes and low revision rates at the 2 year follow-up.

Level of Evidence III.

A retrospective case–control study.

Keywords: Shoulder, Arthroplasty, Uncemented, Fracture, Reverse, Stress shielding

© The Author(s) 2022. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/. The Creative Commons Public Domain Dedication waiver (http:// creat iveco 
mmons. org/ publi cdoma in/ zero/1. 0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Introduction
With the right indication for the right patient, nearly 2/3 
of all proximal humerus fractures (PHF) can be success-
fully treated conservatively, reserving open reduction 
internal fixation (ORIF) mainly for high-demand patients 
with good bone quality [1–3]. For elderly patients with 
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poor bone quality and displaced fractures, primary 
reverse total shoulder arthroplasty (RTSA) has become 
a valuable option with reliable and quick return to good 
shoulder function and to the quality of life they had had 
before the fracture [1–4].

Uncemented stems for RTSA have been mainly used 
for indications other than PHF [5]. Despite the risk of 
decreased primary fixation of the shaft in the meta-
physeal area in a PHF, attempts have been made to use 
uncemented stems also for patients with PHF to avoid 
cement-specific drawbacks such as longer operation 
times and difficult revision conditions. At the moment, 
there are only few data on uncemented RTSA for PHF, 
some reporting encouraging clinical results [6–11]. How-
ever, a few studies also found early bone resorption at 
the proximal humerus after uncemented RTSA for PHF, 
a previously rather uncommon radiographic finding [8, 
12–16]. Lopiz et  al. did not observe negative effects of 
humeral bone resorption on clinical outcome after two 
years of follow-up [16]. Since the loss of bone mass could 
affect possible future revisions, our goal was to develop 
a better understanding of this phenomenon in RTSA for 
fracture cases. Thus it was the aim of this study to com-
pare the radiographic and clinical outcomes of cemented 
vs. uncemented RTSA for PHF in elderly patients with 
a specific focus on the radiographic analysis for a) signs 
of bone resorption and early loosening at the humeral 
site and for b) possible reasons such as implantation 
technique or humeral loading. We hypothesized that 
there is no functional difference between cemented and 
uncemented RTSA in fracture cases after two years of 
follow-up.

Patients and methods
A retrospective propensity score matched case–con-
trol study of prospectively collected data was performed 
with data from 2011–2018. From 2011–2016 all RTSA 
for PHF were cemented (Zimmer anatomical shoulder 
fracture system: Zimmer, Warsaw, IN, USA). With the 
introduction of a new shoulder arthroplasty with a more 
anatomical stem design in 2017 (Medacta shoulder sys-
tem: Medacta, Castel San Pietro, TI, CH), we started to 
use uncemented RTSA for PHF. The radiographic and 
clinical data of all patients with RTSA for PHF are col-
lected prospectively in our institutional registry. The 
regular follow-up controls are after 3  months and 1, 2, 
5 and 10 years post-operatively. The functional outcome 
is assessed by a specifically trained study-nurse (M.M.) 
at each follow-up appointment and it includes the abso-
lute and relative Constant score (CS) [17]. Clinical and 
radiographic complications are evaluated by one of two 
shoulder specialists (B.J. and C.S.) who, if indicated, also 
recommend revision surgery.

The data from this registry were used to compare the 
clinical and radiographic outcomes of patients with 
RTSA for PHF with uncemented stems (group nC: 2017–
2018) to a matched group of patients with cemented 
stems (group C: 2011–2016). The inclusion criteria were: 
isolated PHF treated with primary RTSA [3] and a two 
year follow-up.

We were able to include 17 consecutive patients treated 
with uncemented stems to group nC and performed a 
1:2 matched pair analysis by age and gender with these 
17 patients; for comparison we selected 34 suitable cases 
from a larger patient collective of the cemented sub-
group. The pathway in Fig. 1 shows the patient selection 
and the matching process.

Surgical techniques and prosthesis models
All operations were carried out using the delto-pectoral 
approach in the beach chair position; the same tuberos-
ity refixation technique was used for both cemented and 
uncemented RTSA following the protocol of Fucentese 
et al. 2014 [18]. All operations were performed by a total 
of four orthopedic surgeons, all specialists for shoul-
der surgery. The Zimmer anatomical shoulder fracture 
system: (Zimmer, Warsaw, IN, USA) was used for all 
cemented prostheses using the  3rd generation cementa-
tion technique with PALACOS G (Haereus, Hanau, HE, 
DE). For the uncemented RTSA we used the Medacta 
shoulder system (Medacta, Castel San Pietro, TI, CH) 
with standard stem lengths. Postoperative rehabilitation 
was the same for all patients and included sling immo-
bilization for 6  weeks with pendulum exercises after 2, 
functional exercises after 4 and weight bearing exercises 
after 12 weeks.

Radiographic analysis
All radiographic measurements were performed twice 
by two of the authors (M.K. and M.O.) The interobserver 
variability was confirmed by interclass correlation coef-
ficient. For the final radiographic analysis a consensus 
reading of both raters was used. For the radiological anal-
ysis, we reassessed the fractures on CT preoperatively 
and on X-rays (AP and Neer) pre- and postoperatively, as 
well as the X-rays of 2 years after RTSA (AP neutral, AP 
internal rotation, axial, Neer).

We determined bone quality on the AP X-ray of the 
fracture according to the deltoid tuberosity index (DTI) 
[19] and the fracture type according to Neer et al. 1970 
[20]. The anatomical position and healing of the tuber-
osity were assessed on the final 2  year post-op X-rays. 
According to the instructions of Wright et  al. 2019 [7], 
the tuberosity healing was rated as: healed in the ana-
tomic position, dislocated or resorbed.



Page 3 of 7Kramer et al. BMC Musculoskeletal Disorders         (2022) 23:1043  

Loosening of the prosthesis was assessed according to 
Sperling et al. 2000 [21] based on the number and loca-
tion of the lucent lines. The occurrence and the grade of 
scapular notching was evaluated pursuant to the Nerot-
Sirveaux Classification [22, 23]. Bone resorption at the 
proximal humerus was assessed as stated by Aibinder 
for the grading, and by Denard for the location [12, 15]. 
Bone resorption was graded from one to three. However 
the grading was carried out differently on the lateral and 
medial sides. On the lateral side, grade one is resorption 
of trabecular bone only, grade two is a thinning of the 
cortex and grade three is a complete cortical resorption 
down to the prosthesis. On the medial side, bone resorp-
tion was only registered when the cortex was thinned 
and graded from one to three according to the extent of 
the resorption zone. If the resorption occurred within 
the first third of the ingrowths surface, it was classified 
as grade one. If resorption happened from the second to 
the last third it was designated as grade two and absorp-
tion beyond the ingrowth surface was grade three [12]. 
The stem to humerus filling ratios were measured for 
all uncemented prostheses following the instructions of 
Denard et al. 2018 [15].

Statistical analysis
All statistical analyses were performed using R (R: 
A language and environment for statistical comput-
ing: R Foundation for Statistical Computing, Vienna, 

Austria—URL http:// www.R- proje ct. org/). We applied 
R MatchIt package for propensity score matching at a 
1:2 ratio. Descriptive statistics included means, ranges, 
standard deviations and proportions. To assess the 
interobserver variability we calculated the interclass 
correlation coefficient ICC3 according to Shrout et  al. 
1979 [24]. Comparative statistics included t-test and 
Chi-square test (Wilcoxon and Fisher exact test were 
applied where alternatively appropriate). The confi-
dence level for rejecting the null hypothesis was set at 
95% (p-value < 0.05).

Results
Demographics and functional outcomes
A total of 51 reverse shoulder arthroplasties as pri-
mary therapy for PHF were analyzed; their general 
data are depicted in Table 1. As expected, both groups 
had similarly poor bone quality as measured by the 
DTI (p = 0.842). The interobserver reliability of the 
DTI measurements was high between the two exam-
iners with an ICC of 0.85 (ICC3 according to Shrout; 
p < 0.001).

After two years excellent functional results were found 
in both groups. Mean follow up was 27 months (± 9.38). 
The relative CS was 97.88% in group C and 98.29% in 
group nC (p = 0.927); the absolute CS was 68.00 in group 
C and 70.24 in group nC (p = 0.509).

Fig. 1 This flowchart shows the patient selection pathway and matching process. Reverse total shoulder arthroplasty (RTSA)

http://www.R-project.org/
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Radiographic outcomes
All radiographic comparisons were made on the two 
year follow-up X-rays, as listed in Table  2. There was 
low occurrence of scapular notching in both groups (6% 
in group nC and 18% in group C). The greater tuberos-
ity healed in the anatomical position for 71% in group 
nC and 79% in group C, while the values for anatomical 
healing of the lesser tuberosity were slightly higher at 
82% in group nC and 94% in group C. In both groups no 
sign of loosening was seen at the glenoid. We found 3 or 
more lucent lines at the humeral component in 18% of 
the cemented group and in 6% of the uncemented group. 
None of these was considered to be “at risk for loosening” 
(width > 2 mm) [21].

In group nC all patients showed bone resorption of at 
least level 1 compared to only 9% in group C (p < 0.001). 
Bone resorption was more frequent on the lateral than on 
the medial side of the proximal humerus. An example of 
the process of lateral bone resorption over time is shown 
in Fig.  2. Distal stem/humerus filling ratios (dFR) of all 
uncemented prostheses (n = 17) were measured; there 
was no difference between the cases with severe bone 
resorption [(n = 11) (dFR = 0.65)] and the other cases 
[(n = 6) (dFR = 0.62)].

Complications and revisions
One patient in group nC needed several surgical revision 
interventions with temporary removal of the prosthesis 
because of implant infection. Two patients in group C 
needed revision surgery. One because of malposition-
ing of the glenoid component during the primary proce-
dure. The revision could be performed during the same 

hospital stay. The other one due to a periprosthetic frac-
ture nearly two years after surgery, which we were able to 
stabilize using cerclages and plating.

Discussion
This study presents one of the few comparative series of 
patients with uncemented and cemented stems for pri-
mary fracture RTSA. It includes a specific analysis of 
bone resorption at the proximal humerus with special 
regard to early shaft loosening and functional outcome. 
Within a follow-up period of two years we found con-
sistently good functional results in both the uncemented 
(group nC) and the cemented control group (group C). 
Revision rates were generally low and importantly, no 
revision due to (early) shaft loosening was necessary. 
These data also correspond to the currently available lit-
erature on this topic [8, 10, 11, 16]. The radiographic out-
come was comparable in both groups too except for the 
significantly higher incidence of bone resorption at the 
proximal humerus in the uncemented group. In a retro-
spective study published in 2022, Lopiz et al. found sig-
nificantly more stress shielding in uncemented RTSA in 
fracture cases [16]. Consistent with our results they could 
not find any correlation between humeral stem loading 
and stress shielding, but discussed reduced bone quality 
as possible risk factor. Our quantitative measurements of 
bone quality with DTI could not confirm their assump-
tion. However, our study was underpowered for this sub-
group analysis. To reduce the bias due to the expected 
poorer bone quality in elderly people, we prospectively 
collected data and performed age and gender matched 
pair analyses.

Table 1 Comparison of demographic data, bone quality and fracture configuration between cemented and uncemented groups

DTI Deltoid tuberosity index, rel CS Relative Constant score

All (n = 51) Cemented (n = 34) Uncemented (n = 17)

Mean SD min max Mean SD min max Mean SD min max p-value

Age (years) 74 6 58 90 74.4 5.4 64 84 74.1 7.8 58 90 0.903

DTI 1.42 0.13 1.22 1.72 1.42 0.12 1.22 1.67 1.43 0.15 1.22 1.72 0.842

N % N % N %
Sex (m/f) 0.057

 male 8 16 3 9 5 29

 female 43 84 31 91 12 71

Laterality (r/l) 0.839

 right 20 39 13 38 7 41

 left 31 61 21 62 10 59

Fracture type 0.822

 1-part 0 0 0 0 0 0

 2-part 4 8 3 9 1 6

 3-part 30 59 19 56 11 65

 4-part 17 33 12 35 5 29
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Bone resorption at the proximal humerus in unce-
mented RTSA was first described in patients with PHF in 
2019 [8]. Two years earlier we started with uncemented 
prostheses using a different implant and also found this 
radiographic phenomenon in our follow-up investiga-
tions. The stress shielding effect is mainly known from hip 
arthroplasty where the greater trochanteric region may 
show bone resorption as it is shielded from stress by the 
distal bone loading of e.g. an extensively porous coated 
stem [25]. Other known risk factors are: large-diameter 

stems, Co-Cr alloy stems and round, cylindrical stem 
designs. At the shoulder the stress shielding effect must 
be different from the hip as the above-mentioned risk 
factors could not, to a large extent, be confirmed in this 
study. The uncemented implant used in our study is 
coated proximally (thus proximal bone loading) and has 
a titanium calcar-shaped shaft design. However, the fill-
ing ratio of the prosthesis compared to the bone has been 
described as a potential risk factor for proximal humerus 
bone loss in patients with an anatomical shoulder arthro-
plasty [15]. This may be one possible explanation for the 
high percentage of stress shielding after RTSA for PHF. 
Compared to an intact proximal humerus, the shaft size 
chosen in a fracture situation may be slightly bigger aim-
ing for more distal metaphyseal primary fixation, as the 
metaphyseal area is usually also fractured, at least proxi-
mally. However, we did not find a higher distal filling ratio 
with severe stress shielding in the uncemented subgroup. 
Furthermore, bone resorption may be more obvious in 
PHF as the fractured metaphysis and tuberosities may 
not heal completely back onto the shaft resulting in bone 
loss in this area as well. However, this would be the same 
for cemented and uncemented stems. It may thus not 
be surprising that we found more stress shielding in our 
uncemented fracture group patients (100%), compared to 
other studies with uncemented hemiprostheses and ana-
tomical total prostheses (63%) [26] or uncemented RTSA 
(68%) [14] for degenerative cases.

Limitations
Even though our data were collected prospectively, this 
current analysis is retrospective with a relatively small 
number of consecutive cases of primary uncemented 
RTSA for PHF. This is comparable to the available litera-
ture; however it is still underpowered for certain subanal-
yses concerning the effects of bone quality and shaft size 
on stress shielding after uncemented stems.

The use of two different implants in our groups may be 
a drawback as well. A direct comparison of the cemented 
vs. uncemented stems may be biased by the different 
designs of these prostheses.

Two years of follow-up are certainly not enough to 
draw definitive conclusions whether or not uncemented 
stems are safe in the long term. The relevance of this 
stress shielding for revision surgeries needs to be further 
investigated in the future.

Conclusion
Uncemented and cemented reverse total shoul-
der arthroplasty for PHF in elderly osteoporotic 
patients lead to excellent functional results with low 

Table 2 Comparison of the radiographic analysis between 
cemented and uncemented groups. 

GT healed Greater tuberosity healed in anatomical position, LT healed Lesser 
tuberosity healed in anatomical position

Cemented 
group 
(n = 34)

Uncemented 
group 
(n = 17)

N % N % p-value

Bone resorption < 0.001

 yes 3 9 17 100

 no 31 91 0 0

Bone resorption grade medial < 0.001

 0 34 100 6 35

 1 0 0 0 0

 2 0 0 10 59

 3 0 0 1 6

Bone resorption grade lateral < 0.001

 0 31 91 1 6

 1 0 0 0 0

 2 2 6 5 29

 3 1 3 11 65

GT healed 0.48

 yes 27 79 12 71

 no 7 21 5 29

LT healed 0.18

 yes 32 94 14 82

 no 2 6 3 18

Scapular notching 0.24

 yes 6 18 1 6

 no 28 82 16 94

Scapular notching grade (1–4) 0.18

 0 28 82 16 94

 1 5 15 1 6

 2 1 3 0 0

 > 2 0 0 0 0

Lucent zones 0.06

 0 21 62 9 53

 1–2 7 21 7 41

 3–7 6 17 1 6
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complications and revision rates after 2  years. Our 
study revealed that the incidence of bone resorption 
is higher in uncemented RTSA; this is, however, so far 
without clinical relevance. This radiographic finding at 
the proximal humerus is not yet fully understood, and 
a longer follow-up will be needed to better understand 
its relevance for long-term outcomes.

Abbreviations
RTSA: Reverse total shoulder arthroplasty; PHF: Proximal humerus fracture; 
group C: Group with cemented stems; group nC: Group with uncemented 
stems; ORIF: Open reduction internal fixation; CS: Constant score.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12891- 022- 05994-3.

Additional file 1. 

Acknowledgements
Not applicable.

Authors’ contributions
All authors contributed to the study conception and design. Material prepara-
tion, data collection and analysis were performed by Manuel Kramer, Martin 
Olach, Melanie Manser, Christian Spross, Bernhard Jost and Vilijam Zdravkovic. 
The first draft of the manuscript was written by Manuel Kramer and Christian 
Spross and all authors commented on previous versions of the manuscript. All 
authors read and approved the final manuscript.

Funding
The authors declare that no funds, grants, or other support were received for 
this study.

Availability of data and materials
The datasets used and/or analysed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
This study was performed in line with the principles of the Declaration of 
Helsinki. Approval was granted by the Ethics Committee: Ethikkommission 
Ostschweiz, Project ID: 2017–00985 EKOS 17/02, Amendment 2.
Informed consent was obtained from all individual participants included in 
the study for participation and publication.

Consent for publication
Not applicable.

Competing interests
One author (B.J.) received personal fees from Medacta SA as a consultant. 
However, this did not affect the outcome or the interpretation of the study. 
None of the other authors has any conflict of interest related to this study.

Received: 22 September 2022   Accepted: 16 November 2022

References
 1. Han RJ, Sing DC, Feeley BT, et al. Proximal humerus fragility fractures : 

recent trends in nonoperative and operative treatment in the Medicare 
population. J Shoulder Elb Surg. 2016;25:256–61. https:// doi. org/ 10. 
1016/j. jse. 2015. 07. 015.

 2. Spross C, Meester J, Mazzucchelli RA, et al. Evidence-based algorithm 
to treat patients with proximal humerus fractures—a prospective study 

Fig. 2 This example shows the typical progression of bone resorption effects on the lateral side of the humeral stem. You can see a good reduction 
of all bone fragments at 3 months after implantation (left), bone resorption effect grade 2 after one year (middle) and grade 3 after two years (right). 
A similar process, but less pronounced, can also be seen at the medial side

https://doi.org/10.1186/s12891-022-05994-3
https://doi.org/10.1186/s12891-022-05994-3
https://doi.org/10.1016/j.jse.2015.07.015
https://doi.org/10.1016/j.jse.2015.07.015


Page 7 of 7Kramer et al. BMC Musculoskeletal Disorders         (2022) 23:1043  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

with early clinical and overall performance results. J Shoulder Elb Surg. 
2019;28:1022–32. https:// doi. org/ 10. 1016/j. jse. 2019. 02. 015.

 3. Spross C, Zdravkovic V, Manser M, et al. Outcomes of management of 
proximal humeral fractures with patient-specific, evidence-based treat-
ment algorithms. J Bone Jt Surg - Ser A. 2021;20(103):1906–16. https:// 
doi. org/ 10. 2106/ JBJS. 20. 01309.

 4. Bell BJ, Leung BC, Spratt KF, et al. Trends and variation in incidence, surgi-
cal treatment, and repeat surgery of proximal humeral fractures in the 
elderly. Bone Jt J. 2011;93:121–31. https:// doi. org/ 10. 2106/ JBJS.I. 01505.

 5. Wiater JM Jr, JEM, Budge MD, et al. Clinical and radiographic results of 
cementless reverse total shoulder arthroplasty : a comparative study with 
2 to 5 years of follow-up. J Shoulder Elb Surg. 2014;23:1208–14. https:// 
doi. org/ 10. 1016/j. jse. 2013. 11. 032.

 6. Youn S-M, Deo S, Poon PC. Functional and radiologic outcomes of 
uncemented reverse shoulder arthroplasty in proximal humeral fractures: 
cementing the humeral component is not necessary. J Shoulder Elb Surg. 
2016;25:e83–9. https:// doi. org/ 10. 1016/j. jse. 2015. 09. 007.

 7. Wright JO, Ho A, Kalma J, et al. Uncemented reverse total shoulder arthro-
plasty as initial treatment for comminuted proximal humerus fractures. J 
Orthop Trauma. 2019;33:e263–9. https:// doi. org/ 10. 1097/ bot. 00000 00000 
001465.

 8. Schoch B, Aibinder W, Walters J, et al. Outcomes of uncemented versus 
cemented reverse shoulder arthroplasty for proximal humerus fractures. 
Orthopaedics. 2019;42:E236–41. https:// doi. org/ 10. 3928/ 01477 447- 20190 
125- 03.

 9. Lo EY, Rizkalla J, Montemaggi P, et al. Clinical and radiographic outcomes 
of cementless reverse total shoulder arthroplasty for proximal humeral 
fractures. 2021:1–8. https:// doi. org/ 10. 1016/j. jse. 2020. 11. 009

 10. Rossi LA, Guillermina BM, Buljubasich M, et al. Cemented versus 
uncemented reverse shoulder arthroplasty for acute proximal humeral 
fractures. J Shoulder Elb Surg. 2022;31:261–8. https:// doi. org/ 10. 1016/j. jse. 
2021. 06. 022.

 11. Rossi LA, Tanoira I, Ranalletta M, et al. Cemented vs. uncemented reverse 
shoulder arthroplasty for proximal humeral fractures: a systematic review 
and meta-analysis. J Shoulder Elb Surg. 2022;31:e101–19. https:// doi. org/ 
10. 1016/j. jse. 2021. 10. 011.

 12. Aibinder WR, Bartels D, Sperling JW, Sanchez-Sotelo J. Mid-term radiologi-
cal results of a cementless short humeral component in anatomical and 
reverse shoulder arthroplasty. Bone Joint J. 2019;101-B:610–4. https:// doi. 
org/ 10. 1302/ 0301- 620X. 101B5. BJJ- 2018- 1374. R1.

 13. Spormann C, Durchholz H, Audigé L, et al. Patterns of proximal humeral 
bone resorption after total shoulder arthroplasty with an uncemented 
rectangular stem. J Shoulder Elb Surg. 2014;23:1028–35. https:// doi. org/ 
10. 1016/j. jse. 2014. 02. 024.

 14. Denard PJ, Haidamous G, Gobezie R, et al. Short-term evaluation of 
humeral stress shielding following reverse shoulder arthroplasty using 
press-fit fixation compared with cemented fixation. J Shoulder Elb Surg. 
2020;29:906–12. https:// doi. org/ 10. 1016/j. jse. 2019. 09. 042.

 15. Denard PJ, Raiss P, Gobezie R, et al. Stress shielding of the humerus in 
press-fit anatomic shoulder arthroplasty : review and recommendations 
for evaluation. J Shoulder Elb Surg. 2018;27:1139–47. https:// doi. org/ 10. 
1016/j. jse. 2017. 12. 020.

 16. Lopiz Y, García-Fernandez C, Vallejo-Carrasco M, et al. Reverse shoulder 
arthroplasty for proximal humeral fracture in the elderly. Cemented or 
uncemented stem? Int Orthop. 2022;46:635–44. https:// doi. org/ 10. 1007/ 
s00264- 021- 05284-y.

 17. Constant C, Murley A. A clinical method of functional assessment of the 
shoulder. Clin Orthop Relat Res. 1987;214:160–4. https:// doi. org/ 10. 1097/ 
00003 086- 19870 1000- 00023.

 18. Fucentese SF, Sutter R, Wolfensperger F, et al. Large metaphyseal volume 
hemiprostheses for complex fractures of the proximal humerus. J Shoul-
der Elb Surg. 2014;23:427–33. https:// doi. org/ 10. 1016/j. jse. 2013. 06. 010.

 19. Spross C, Kaestle N, Benninger E, et al. Deltoid tuberosity index: a simple 
radiographic tool to assess local bone quality in proximal humerus frac-
tures. Clin Orthop Relat Res. 2015;473:3038–45. https:// doi. org/ 10. 1007/ 
s11999- 015- 4322-x.

 20 Neer CS. Displaced Proximal Humeral Fractures. J Bone Jt Surg - Ser A. 
1970;52-A:1077–89.

 21. Sperling JW, Cofield RH, O’Driscoll SW, et al. Radiographic assessment of 
ingrowth total shoulder arthroplasty. J Shoulder Elb Surg. 2000;9:507–13. 
https:// doi. org/ 10. 1067/ mse. 2000. 109384.

 22. Sirveaux F, Favard L, Oudet D, et al. Grammont inverted total shoulder 
arthroplasty in the treatment of glenohumeral osteorthritis with massive 
rupture of the cuff. Results of a multicenter study of 80 shoulders. J Bone 
Jt Surg - Ser A. 2004;86:388–95. https:// doi. org/ 10. 1302/ 0301- 620x. 86b3. 
14024.

 23. Young BL, Cantrell CK, Hamid N. The Nerot-sirveaux classification for 
scapular notching. Clin Orthop Relat Res. 2018;476:2454–7. https:// doi. 
org/ 10. 1097/ CORR. 00000 00000 000442.

 24. Shrout PE, Fleiss JL. Intraclass correlations : uses in assessing rater reliabil-
ity. Psychol Bull. 1979;86:420–8. https:// doi. org/ 10. 1037// 0033- 2909. 86.2. 
420.

 25. Sumner DR. Long-term implant fixation and stress-shielding in total hip 
replacement. J Biomech. 2015;48:797–800. https:// doi. org/ 10. 1016/j. 
jbiom ech. 2014. 12. 021.

 26. Raiss P, Edwards TB, Deutsch A, et al. Radiographic changes around 
humeral components in shoulder arthroplasty. J Bone Jt Surg. 2014;96: 
e54. https:// doi. org/ 10. 2106/ JBJS.M. 00378.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1016/j.jse.2019.02.015
https://doi.org/10.2106/JBJS.20.01309
https://doi.org/10.2106/JBJS.20.01309
https://doi.org/10.2106/JBJS.I.01505
https://doi.org/10.1016/j.jse.2013.11.032
https://doi.org/10.1016/j.jse.2013.11.032
https://doi.org/10.1016/j.jse.2015.09.007
https://doi.org/10.1097/bot.0000000000001465
https://doi.org/10.1097/bot.0000000000001465
https://doi.org/10.3928/01477447-20190125-03
https://doi.org/10.3928/01477447-20190125-03
https://doi.org/10.1016/j.jse.2020.11.009
https://doi.org/10.1016/j.jse.2021.06.022
https://doi.org/10.1016/j.jse.2021.06.022
https://doi.org/10.1016/j.jse.2021.10.011
https://doi.org/10.1016/j.jse.2021.10.011
https://doi.org/10.1302/0301-620X.101B5.BJJ-2018-1374.R1
https://doi.org/10.1302/0301-620X.101B5.BJJ-2018-1374.R1
https://doi.org/10.1016/j.jse.2014.02.024
https://doi.org/10.1016/j.jse.2014.02.024
https://doi.org/10.1016/j.jse.2019.09.042
https://doi.org/10.1016/j.jse.2017.12.020
https://doi.org/10.1016/j.jse.2017.12.020
https://doi.org/10.1007/s00264-021-05284-y
https://doi.org/10.1007/s00264-021-05284-y
https://doi.org/10.1097/00003086-198701000-00023
https://doi.org/10.1097/00003086-198701000-00023
https://doi.org/10.1016/j.jse.2013.06.010
https://doi.org/10.1007/s11999-015-4322-x
https://doi.org/10.1007/s11999-015-4322-x
https://doi.org/10.1067/mse.2000.109384
https://doi.org/10.1302/0301-620x.86b3.14024
https://doi.org/10.1302/0301-620x.86b3.14024
https://doi.org/10.1097/CORR.0000000000000442
https://doi.org/10.1097/CORR.0000000000000442
https://doi.org/10.1037//0033-2909.86.2.420
https://doi.org/10.1037//0033-2909.86.2.420
https://doi.org/10.1016/j.jbiomech.2014.12.021
https://doi.org/10.1016/j.jbiomech.2014.12.021
https://doi.org/10.2106/JBJS.M.00378

	Cemented vs. uncemented reverse total shoulder arthroplasty for the primary treatment of proximal humerus fractures in the elderly—a retrospective case–control study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Introduction
	Patients and methods
	Surgical techniques and prosthesis models
	Radiographic analysis
	Statistical analysis

	Results
	Demographics and functional outcomes
	Radiographic outcomes
	Complications and revisions

	Discussion
	Limitations

	Conclusion
	Acknowledgements
	References


