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Background: Hemiarthroplasty for acute proximal humeral fractures gives disappointing results, often
due to rotator cuff insufficiency. Better tuberosity fixation might improve results. Therefore, the aim of
this study was to: 1) report the outcome of a stemmed hemiarthroplasty with a common platform
system and a modular suture collar; 2) compare the outcome with that of a standard stemmed hemi-
arthroplasty; 3) report the feasibility of revision arthroplasty with retention of the stem; and 4) to
evaluate the association between tuberosity healing and functional outcome.
Methods: Forty-four fractures that were deemed not suitable for nonsurgical treatment or open
reduction and internal fixation were treated with the Global Unite fracture system between January 2017
and July 2019. The functional and radiographic results at 2 years were compared with the results of 44
Global Fx arthroplasties. The results of patients who had adequate healing of the greater tuberosity were
compared with the results of patients who had severe malunion or nonunion (resorption).
Results: Mean Oxford Shoulder Score, Constant-Murley Score, and Western Ontario Osteoarthritis of the
Shoulder index was 33 (range: 10 to 48), 40 (range: 10 to 98), and 68 (range: 18 to 98) at 2 years. There
were no differences in functional outcome scores or in the risk of inadequate healing of the greater
tuberosity between the Global Unite and the Global Fx systems. Five (11%) patients underwent revision
surgery with retention of the stem. Inadequate tuberosity healing was associated with an inferior
Constant-Murley Score (mean difference: 6; 95% confidence interval: 1 to 10, P ¼ .01) and an inferior
Oxford Shoulder Score (mean difference: 9; 95% confidence interval: 1 to 16, P ¼ .03).
Conclusion: The use of stemmed hemiarthroplasty with a suture collar did not improve the healing of
the greater tuberosity or the functional outcome. Five arthroplasties were revised with retention of the
stem. This possibility could be arguments for using the Global Unite system when a stemmed hemi-
arthroplasty is used for acute proximal humeral fractures.

© 2023 The Authors. Published by Elsevier Inc. on behalf of American Shoulder and Elbow Surgeons.
This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-

nc-nd/4.0/).
The stemmed hemiarthroplasty was introduced by Neer in the
1950s for head-split fractures and fracture dislocation of the
proximal humerus.21 The indication later expanded to include
displaced 3- and 4-part fractures unsuitable for open reduction and
internal fixation. The outcome of stemmed hemiarthroplasty for
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acute fractures are, however, unpredictable and often
disappointing.1,7,11,17,22,25 Randomized clinical trials have reported
similar poor functional outcome of hemiarthroplasty and nonop-
erative treatment for displaced 4-part fractures.6,23

Several factors may affect the outcome of stemmed hemi-
arthroplasty, including the healing of the tuberosities and rotator
cuff integrity. Severe malunion and nonunion of the tuberosities
occur in up to 44% of patients with an acute fracture treated with
hemiarthroplasty.4,12-15,18 The use of a stemmed hemiarthroplasty
with a modular suture collar may, in theory, improve the functional
outcome by reducing the risk of tuberosity and rotator cuff
complications.

In contrast to the poor functional outcome, the rate of revision of
stemmed hemiarthroplasty for acute fractures remains low.
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Surgeons may be reluctant to revise because of the risk of periop-
erative fractures when the cement and stem are removed. The use
of a stemmed hemiarthroplasty with a common platform system
allows the retention of the stem if revision surgery is needed. Thus,
revision arthroplasty with the retention of the stem is associated
with lower operative time and fever complications compared with
revision arthroplasty with stem removal.16

The aim of this study was to: 1) report the outcome of a stemmed
hemiarthroplasty with a common platform system and a modular
suture collar; 2) compare the outcome with that of a standard
stemmed hemiarthroplasty; 3) report the feasibility of revision
arthroplasty with retention of the stem; and 4) evaluate the associ-
ation between tuberosity healing and the functional outcome.

Our hypotheses were that: 1) the use of a stemmed hemi-
arthroplasty with a modular suture collar would improve the
functional outcome; 2) the stemmed hemiarthroplasty with a
modular suture collar would reduce the risk of tuberosity and ro-
tator cuff complications; 3) the use of a stemmed hemiarthroplasty
with a common platform system would allow for revision with
retention of the stem and subsequently an improved outcome of
the revision procedure; and 4) severe malunion or nonunion of the
greater tuberosity is associated with a poor functional outcome.

Patients and methods

The Global Unite system

Patients with proximal humeral fractures that were deemed not
suitable for non-surgical treatment or open-reduction and internal
fixation were treated with the Global Unite fracture system (DePuy
Synthes, Warsaw, IN, USA). Sixty patients were admitted to Herlev
and Gentofte University Hospital or Zealand University Hospital
between January 2017 and July 2019. All patients underwent pre-
operative radiographs and computed tomography scans.

The indication for hemiarthroplasty treatment was determined
by specialized shoulder surgeons. The inclusion criteria were frac-
ture dislocations, selected displaced 4-part fractures, selected dis-
placed 3-part fractures, or head-split fractures. We excluded
patients who were younger than 50 years (n ¼ 2) or older than 89
years (n ¼ 0), patients who were not living in Denmark (n ¼ 0),
patients without a Danish civil registration number (n ¼ 0), pa-
tients who were treated with a reverse shoulder arthroplasty
because of severe degeneration of the rotator cuff (n ¼ 1), patients
with linguistic or cognitive impairment (n ¼ 2), patients who
refused to participate in the follow-up examination (n ¼ 4), and
patients who died before the 2-year follow-up examination (n¼ 6).
Furthermore, we excluded one patient whose surgical procedure
was abandoned because of severe anesthetic complications. Forty-
four patients attended the 2-year follow-up examination, and their
results were included in the analysis.

Surgery was performed by senior consultants at Herlev Uni-
versity Hospital or Zealand University Hospital. All patients
received a Global Unite hemiarthroplasty with a suture collar and a
common platform system. The procedures were performed ac-
cording to the surgical technique guide provided by the manufac-
turer.10 Patients were placed in the beach chair position and
operated under general anesthesia and interscalene block. All pa-
tients were operated by deltopectoral approach.

The affected arm was placed in a sling for 6 weeks post-
operatively. Passive and unloaded exercises were initiated after 48
hours. Exercises with loads were initiated 6 weeks postoperatively.

The preoperative computed tomography scans were assessed by
the authors and classified according to the Neer classification20

based on a consensus agreement. Data related to the injury, the
patient, and the operations were recorded.
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The comparator, the Global Fx system

We identified a historical consecutive cohort of 94 patients who
were treated with the Global Fx system (DePuy Synthes) for acute
proximal humeral fractures at our departments before the Global
Unite system was introduced. The patients were treated between
July 2013 and January 2017 by the same surgeons who later used
the Global Unite system. The procedures were performed according
to the surgical technique guide provided by the manufacturer. Pa-
tients were placed in the beach chair position and operated under
general anesthesia and interscalene block. All patients were oper-
ated by deltopectoral approach. The rehabilitation was the same as
for the Global Unite system.

Six out of the 94 (6%) arthroplasties were revised. Five of these
patients died before the follow-up examination, and the sixth pa-
tient, who had a revision arthroplasty refused to participate. Of the
remaining 88 patients, 18 died before the follow-up examination, 3
were younger than 50 years, 4 were older than 89 years, and 19
refused to participate. Thus, 44 patients were available with a
minimum follow-up of 2 years.

The inclusion of 44 patients with a Global Unite system and 44
patients with a Global Fx system was based on an equality sample
size calculationwith the Constant-Murley Score (CMS) at 2 years as
the primary outcome, a power of 80%, a difference of 12, and a
standard deviation of 20. The difference of 12 was based on the
minimal clinically important difference of the CMS for patients
with a proximal humeral fracture.26

Functional outcome measures

Patients were clinically evaluated at 3, 6, 12, and 24 months
postoperatively using the Oxford Shoulder Score (OSS), the CMS,
the Western Ontario Osteoarthritis of the Shoulder index (WOOS),
and the subscale score of pain from the CMS. Patients were con-
tacted by phone or mail and were invited to a new visit if they
missed a follow-up examination. The functional outcome at 2 years
was used as the primary outcome and was compared with the
2-year results of the Global Fx.

CMS is a shoulder-specific observer-administrated instrument
containing two subjective aspects: pain and activities of daily
living, and two objective aspects: range of motion and strength. The
total score ranges from 0 to 100, with 100 being the best. For the
strength test, a dynamometer (IsoForceControl; MDS Medical De-
vice Solutions AG, Oberburg, Switzerland) was used with the pa-
tient’s arm in 90 degrees abduction, elbow fully extended, and hand
in pronation.8

We used the subscale score of pain fromCMS as an outcome. The
patients report the most severe pain felt during normal activities
over a 24-hour period using a visual analog scale ranging from 0 to
15, with 15 as a pain-free should.8

OSS is a shoulder-specific, patient-administered questionnaire
containing 12 items with a categorical score from 0-4 for each item.
Thus, the total score ranges from 0 to 48, with 48 being the best.9

WOOS is a patient-administered questionnaire with 19 ques-
tions. Each question is answered using a visual analog scale ranging
from 0 to 100, with 100 being theworst. The total score ranges from
0 to 1900, with 1900 being the worst. We converted the total score
to a percentage of the maximum score, with 100 being the best.19

Revisions

The reason for revision, whether the revision procedure was
done with retention of the stem, and date of revision were regis-
tered. Patients who underwent revision surgery were followed
with visits as planned according to the primary surgery. Revision



Figure 1 Anterior/posterior (A) and lateral view (B) showing adequate healing of the greater tuberosity.
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was defined as exchange, or removal of any component or the
addition of a glenoid component.

Radiographic outcome

Standardized radiographs with anterior/posterior and lateral
projection were obtained at the follow-up visits. At 2 years, the
status of the greater tuberosity was classified as nonunion
(resorption), severe malunion (visible greater tuberosity on the
lateral view but not on the anterior-posterior view), or bone healing
with adequate position based on a consensus agreement, Figs. 1-3.

Statistical analyses

Descriptive statistics were used to report demographics.
Continuous data were reported as mean or median depending on
the distribution of data. A linear mixed effects model was used to
report the prospectively collected outcome scores of the Global
Unite system. The outcome scores were used as dependent vari-
ables, and the time of visits were used as fixed factors. An un-
structured covariance matrix was used. The results of the revision
arthroplasties were reported as case level data. The results of the
Global Unite system and the Global Fx systemwere compared using
a multiple linear regression model. Gender and age group (70 years
or younger and older than 70 years) were included in the model.
The logistic regression model was used to compare the healing of
the greater tuberosity for the Global Unite and Global Fx systems.
Gender and age group (70 years or younger and older than 70
years) were included in the model. The results for patients with
non-union or severe malunion were compared with the results for
609
patients with adequate bone healing using a multiple linear
regression model. Arthroplasty system, gender, and age group (70
years or younger and older than 70 years) were included in the
model. Differences were reported with a 95% confidence interval
(CI). P value less than .05 was considered statistically significant.
SPSS version 25 (IBM Corp., Armonk, NY, USA) was used to perform
the analyses.

Results

The Global Unite systemdbaseline characteristics

The mean age was 69.8 years (range: 51.0 to 88.0), and 18 (41%)
patients were 70 years or younger. Thirty-five (79.5%) patients were
women. The median time from injury to surgery was 8 days (range:
1 to 68). Four patients were treated for more than 30 days after the
injury. Two patients because of an open wound/excoriation on the
humerus (41 and 49 days), and two patients because of surgeon
delay (34 and 68 days). The procedures were done at Herlev Hos-
pital (n ¼ 23) and Zealand Hospital (n ¼ 21). Fractures were clas-
sified as Neer type 8 (n ¼ 9), type 9 (n ¼ 4), type 10 (n ¼ 4), type 12
(n¼ 9), type 13 (n¼ 6), and type 15 (n¼ 12). Cemented fixationwas
used in 32 (72.7%) patients. Mean surgery time was 111 minutes
(range: 69 to 165 minutes).

The Global Unite systemdfunctional outcome and revision

The mean OSS, CMS, WOOS, and pain score was 33 (range: 10 to
48), 40 (range: 10 to 98), 68 (range: 18 to 98), and 12 (range: 2 to 15)
at 2 years. The differences between the four time-points were



Figure 2 Anterior/posterior (A) and lateral view (B) showing severe malunion of the greater tuberosity (defined as visible greater tuberosity on the lateral view but not on the
anterior-posterior view).

Figure 3 Anterior/posterior (A) and lateral view (B) showing nonunion (resorption) of the greater tuberosity.
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statistically significant for OSS (P¼ .011), CMS (P¼ .049) andWOOS
(P ¼ .007) but not for the CMS subscale score of pain (P ¼ .941),
Table I. Five (11%) arthroplasties were revised. The reason for
revision was rotator cuff insufficiency in all cases. In all 5 cases, the
hemiarthroplasty was converted to a reverse shoulder arthroplasty
with retention of the stem. Three patients who had a revision
arthroplasty had outcome scores comparable to the entire cohort,
whereas two patients had poor outcomes (Table II).
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Comparison of the Global Unite system and the Global FX system

For patients who were treated with the Global Fx system the
mean age was 71 years (range: 50 to 83 years), and 21 (48%) pa-
tients were 70 years or younger. 37 (84%) patients were women.
The mean OSS, CMS, WOOS and pain score was 35 (range: 6 to 48),
40 (range: 13 to 94), 70 (range: 7 to 100), and 12 (0 to 15). The
difference between the Global Unite system and the Global Fx



Table I
Pairwise comparison of the outcome score at 6, 12, and 24months with the outcome
score at three months as reference.

Follow-up time Difference 95% CI P value

CMS .049
3 mo reference reference reference
6 mo 3.7 �0.5 to 7.8 .079
12 mo 5.4 1.3 to 9.6 .011
24 mo 7.3 1.8 to 12.9 .011

OSS .011
3 mo reference reference reference
6 mo 3.6 1.1 to 6.2 .007
12 mo 3.9 1.2 to 6.5 .005
24 mo 4.4 4.4 to 7.2 .003

WOOS .007
3 mo reference reference reference
6 mo 3.9 �3.3 to 11.2 .277
12 mo 9.3 2.8 to 15.8 .007
24 mo 11.6 3.7 to 19.4 .005

Pain score .941
3 mo reference reference reference
6 mo 0.5 �1.2 to 2.3 .556
12 mo 0.3 �1.6 to 2.1 .782
24 mo 0.3 �1.4 to 2.1 .724

CMS, Constant-Murley Score; OSS, Oxford Shoulder Score; WOOS, Western Ontario
Osteoarthritis of the Shoulder index; CI, confidence interval.
Pain score (subscale score of pain from the Constant-Murley Score).

J.V. Rasmussen, A. Amundsen, J.K. Petersen et al. JSES International 7 (2023) 607e613
systemwas 0 (95% CI: �4 to 5, P ¼ .89) for OSS, 3 (95% CI: �5 to 10,
P ¼ .45) for CMS, 4 (95% CI: �6 to 11, P ¼ .40) for WOOS, and 1 (95%
CI: �1 to 2, P ¼ .46) for the CMS subscale score of pain in the
multiple linear regression model.

Healing of the greater tuberosity

Twenty-three (52%) patients who were treated with the Global
Unite system and 18 (41%) patients treated with the Global Fx
system had severe malunion or nonunion (resorption) of the
greater tuberosity at 2 years. The risk of severe malunion or
nonunion (resorption) for the Global Unite system was 1.6 (95% CI
0.7 to 3.9, P ¼ .289) with the Global Fx as reference. The mean OSS,
CMS, WOOS, and pain score was 37 (range: 12 to 48), 41 (range: 10
to 98), 78 (range: 11 to 100) and 12 (0 to 15) for patients who had
healing of the greater tuberosity, and 31 (range: 6 to 48), 37 (range:
10 to 75), 68 (range: 7 to 93) and 13 (0 to 15) for patients who had
severe malunion or nonunion (resorption) of the greater tuberosity.
The difference between patients who had healing of the greater
tuberosity and patients who had severe malunion or nonunion
(resorption) of the greater tuberosity was 6 (95% CI: 1 to 10, P¼ .01)
for OSS, 9 (95% CI: 1 to 16, P ¼ .03) for CMS, 10 (95% CI: �1 to 21,
P ¼ .06) for WOOS, and 1 (95% CI: �1 to 2, P ¼ .52) for the subscale
score of pain in the multiple linear regression model.

Discussion

The functional outcome of the Global Unite system

The mean CMS in our cohort was lower than the CMS reported
in previous studies. A systematic review reported amean CMS of 57
for eight studies involving 560 patients treated with hemi-
arthroplasty for a proximal humeral fracture.17 The mean CMS in
our study was, however, comparable with the results of stemmed
hemiarthroplasty reported in previous randomized controlled
trials.6,24

The reason for the inconsistent reporting is speculative. It might
be related to differences in fracture morphology (eg, the severity of
the fractures), follow-up time, age, comorbidity, functional
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demands, and the surgical skills of the surgeons. We also empha-
size that the use of CMS as an outcome measure may influence the
comparison. Thus, the use of the CMS depends on the observers and
their interpretation of the guidelines for using the CMS. According
to the modified CMS guidelines, a patient needs to have 90 degrees
abduction in the scapular plane to perform the strength test.27 If
patients cannot do this, they do not get any of the 25 points for the
strength subscale score. The modified guidelines for the CMS were
published in 2008, the same year as the systematic review.17

An outcome score should measure what the authors believe is
important to the patients. Elderly and fragile fracture patients often
have low functional demands but are very concerned about pain
and, especially, their ability to remain independent of others. Sixty-
five percent of the CMS is related to shoulder function (eg, range of
motion and strength), whereas only 15% is related to pain. In this
perspective, the CMS does not, in our opinion, measure what is
important to the patients. An important finding of this study is the
discrepancy between a lowmean CMS score and a good mean pain
score, good suggesting that the majority of patients experienced
little or no pain at 2 years.

The discrepancy between the CMS and the impairment in the
patient’s everyday life can also be reflected in differences between
the CMS and the patient-reported outcomes (eg, theWOOS and the
OSS). Thus, the OSS and WOOS scores in our cohort were relatively
higher than the CMS when the total score was compared with the
maximum score. A similar discrepancy was found in another study
reporting functional outcome scores and social implications of
hemiarthroplasty treatment of proximal humeral fractures in the
elderly.11 The patients had a median age of 80 years and suffered
from mainly 3- and 4-part fractures. The authors found that 41 out
of 48 elderly patients managed their daily lives and lived in their
own homes for four years after their hemiarthroplasty, despite a
mean CMS of 41. It is also worth noticing that the mean OSS in that
study was 30 or 63% of the maximum score, which is comparable
with our mean OSS of 33 or 69% of the maximum score.

The functional outcome of the Global Unite and the Global Fx system

To our knowledge, this is the first study to compare the func-
tional outcome of a stemmed hemiarthroplasty with a modular
suture collar with the functional outcome of a standard stemmed
hemiarthroplasty. We found similar outcomes for the Global Unite
and the Global Fx system which were neither statistically signifi-
cant nor clinically relevant. Thus, the Global Unite system does not
seem to improve the modest functional outcome of stemmed
hemiarthroplasty for acute proximal humeral fractures. We
included the functional outcome scores of revised patients in the
analysis at 2 years, providing an estimate for all patients who were
treated with the Global Unite system during the study period. The
inclusion of the revised patients’ scores might negatively affect the
overall scores of the Global Unite system. This is important to keep
in mind, especially since none of the six patients who had their
Global Fx arthroplasty revised to a reverse arthroplasty during the
study period were available for follow-up examination.

Revision arthroplasty

All 5 revision procedures were performed with retention of the
stem, and no intraoperative complications occurred. The outcome
of the revision arthroplasty was promising. Information about the
results of revision arthroplasty for failed hemiarthroplasty with
retention of the stem is sparse. A systematic review concluded that
the revision procedures with humeral stem retention are associated
with lower operative time, blood loss, overall complications, and
reoperations compared with revision procedures with stem



Table II
Demographics, surgical data, and outcome scores for the five patients who had revision surgery.

Individual data #1 #2 #3 #4 #5

Age (y) 75 65 63 70 71
Gender female male female female female
Neer type 13 8 8 9 8
Healing Yes nonunion nonunion nonunion nonunion
Time to revision (mo) 6 9 18 11 17
Reason for revision Cuff problem Cuff problem Cuff problem Cuff problem Cuff problem
Stem retention Yes Yes yes yes yes
Follow-up (mo) 12 15 14 13 7
CMS 38 14 38 55 15
OSS 33 14 40 32 10
WOOS 66 29 77 76 24
Pain score 10 5 13 13 3

CMS, Constant-Murley Score; OSS, Oxford Shoulder Score; WOOS, Western Ontario Osteoarthritis of the Shoulder index.
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exchange.16 However, the results should be interpreted with
caution as it included all indications for primary shoulder arthro-
plasty and only included 1 level III study and 6 level IV studies.

In our study, rotator cuff failure was the indication for revision
for all 5 patients. The Australian Orthopedic Association National
Joint Replacement Registry flagged the Global Unite hemi-
arthroplasty in 2017 due to a higher than expected revision rate
compared to other stemmed hemiarthroplasties.2 They reported a
3-year cumulative revision rate of 19% for the Global Unite hemi-
arthroplasty when used for fractures.3 The high rate of revision can,
of course, be related to the arthroplasty design, but it is also
possible that the indication for revising the Global Unite system
with a common platform system is different from other well-fixed
and nonconvertible stemmed hemiarthroplasty designs. Thus,
some surgeons may see the Global Unite stemmed hemi-
arthroplasty with the common platform system as a first-in-line
arthroplasty that can be converted to a reverse shoulder arthro-
plasty in case of rotator cuff failure.

The aim of this study was not to compare the results of the
revision procedure of failed Global Unite and failed Global Fx. For
this purpose, we would need a much higher number of patients.
Even if the 6 patients with a revised Global Fx had been available for
the follow-up examination, we would not have been able to make
any safe conclusion.

Healing of the greater tuberosity

Previous studies have reported tuberosity resorption rates of up
to 44% between 1 and 7 years postoperatively.12,15,18,22,24,25 We
found that 23 (52%) patients who were treated with the Global
Unite system and 18 (41%) patients treated with the Global Fx
system had severe malunion or nonunion (resorption) of the
greater tuberosity at 2 years. It is important to keep in mind that 4
out of 5 Global Unite arthroplasties had nonunion of the greater
tuberosity prior to the revision procedure and that these revised
arthroplasties were included in the analyses. This can explain the
higher rate of tuberosity resorptionwhen the Global Unite group is
compared with not only the Global Fx group but also with the re-
sults reported in the literature. In theory, the modular systemwith
a suture collar allows the surgeon to anatomically reduce and fixate
the tuberosities. However, we were unable to prove the concept.

The outcome of hemiarthroplasty depends on the rotator cuff
and the healing of the tuberosities.4,5,12-14,18 Studies have found
lower CMS among patients with displacement or resorption of the
greater tuberosity6,23 and that tuberosity complications are asso-
ciated with poor outcomes of every subscale scores of the CMS.25

We found a difference between patients who had healing of the
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greater tuberosity and patients who had severe malunion or
nonunion (resorption) of the greater tuberosity of 6 for the OSS and
9 for the CMS. The differences were statistically significant but may
not be clinically relevant.

Methodological considerations

This study has limitations known to observational studies. The
risk of selection bias is important to keep in mind. Any systematic
difference in fracture morphology, preoperative status of the rota-
tor cuff, factors that could influence bone healing (eg, age, comor-
bidity, smoking status, etc.) might have influenced the results.

To our knowledge, there are no optimal outcome measures for
elderly patients treated with shoulder arthroplasty for acute
proximal humeral fractures. We emphasize that neither the CMS
nor the patient-reported outcomes used in this study measure
what is important to the patients. Furthermore, there is no defined
value for a clinically relevant difference for fracture patients treated
with shoulder arthroplasty for any of the outcome measures. This
will inevitably impair the interpretation of the comparison of the
Global Unite and the Global Fx systems.

Conclusion

The use of a stemmed hemiarthroplasty with a suture collar
neither improves adequate healing of the greater tuberosity nor the
functional outcome. Adequate healing of the greater tuberosity had
a statistically significant impact on the functional outcome. Five
arthroplasties were revised with retention of the stem. This pos-
sibility could be arguments for using the Global Unite systemwhen
a stemmed hemiarthroplasty is used for acute proximal humeral
fractures.

Disclaimers:

Funding: DePuy Synthes, Warsaw, IN, USA provided institutional
support to the Department of Orthopedic Surgery, Herlev-Gentofte
Hospital for conducting this study.
Conflicts of interest: Jeppe Vejlgaard Rasmussen, Bo Sanderhoff
Olsen, and Alexander Amundsen received intuitional support from
DePuy Synthes, Warsaw, IN, USA for conducting this study. DePuy
Synthes, Warsaw, IN, USA was not involved in data collection, data
analysis, or the preparation or editing of the manuscript. The other
authors, their immediate families, and any research foundation
with which they are affiliated have not received any financial
payments or other benefits from any commercial entity related to
the subject of this article.



J.V. Rasmussen, A. Amundsen, J.K. Petersen et al. JSES International 7 (2023) 607e613
References

1. Antonios T, Bakti N, Phadkhe A, Gulihar A, Singh B. Outcomes following
arthroplasty for proximal humeral fractures. J Clin Orthop Trauma 2020;11:
S31-6. https://doi.org/10.1016/j.jcot.2019.07.008.

2. Australian Orthopaedic Association. National Joint replacement Registry -
annual report 2017. Available at: https://aoanjrr.sahmri.com/annual-reports-
2017. Accessed May 12, 2022.

3. Australian Orthopaedic Association. National Joint replacement Registry -
annual report 2019. Available at: https://aoanjrr.sahmri.com/annual-reports-
2019. Accessed May 12, 2022.

4. Boileau P, Krishnan SG, Tinsi L, Walch G, Coste JS, Mol�e D. Tuberosity malpo-
sition and migration: reasons for poor outcomes after hemiarthroplasty for
displaced fractures of the proximal humerus. J Shoulder Elbow Surg 2002;11:
401-12. https://doi.org/10.1067/mse.2002.124527.

5. Boileau P, Winter M, Cikes A, Han Y, Carles M, Walch G, et al. Can surgeons
predict what makes a good hemiarthroplasty for fracture? J Shoulder Elbow
Surg 2013;22:1495-506. https://doi.org/10.1016/j.jse.2012.04.018.

6. Boons HW, Goosen JH, van Grinsven S, van Susante JL, van Loon CJ. Hemi-
arthroplasty for humeral four-part fractures for patients 65 years and older: a
randomized controlled trial. Clin Orthop Relat Res 2012;470:3483-91. https://
doi.org/10.1007/s11999-012-2531-0.

7. Castricini R, De Benedetto M, Pirani P, Panfoli N, Pace N. Shoulder hemi-
arthroplasty for fractures of the proximal humerus. Musculoskelet Surg
2011;95 Suppl 1:S49-54. https://doi.org/10.1007/s12306-011-0112-0.

8. Constant CR, Gerber C, Emery RJH, Søjbjerg JO, Gohlke F, Boileau P. A review of
the Constant score: modifications and guidelines for its use. J Shoulder Elbow
Surg 2008;17:355-61. https://doi.org/10.1016/s.jse.2007.06.022.

9. Dawson J, Rogers K, Fitzpatrick R, Carr A. The Oxford shoulder score revisited.
Arch Orthop Trauma Surg 2009;129:119-23. https://doi.org/10.1007/s00402-
007-0549-7.

10. Depuy Synthes. Global unite -anatomic fracture and reverse fracture surgical
technique 2018. Available at: http://synthes.vo.llnwd.net/o16/LLNWMB8/INT%
20Mobile/Synthes%20International/Product%20Support%20Material/legacy_Sy
nthes_PDF/156984.pdf. Accessed May 12, 2022.

11. Dietrich M, Meier C, Zeller D, Grueninger P, Berbig R, Platz A. Primary he_
miarthroplasty for proximal humeral fractures in the elderly: long-term
functional outcome and social implications. Eur J Trauma Emerg Surg
2007;33:512-9. https://doi.org/10.1007/s00068-007-6134-5.

12. Giovale M, Mangano T, Rod�a E, Repetto I, Cerruti P, Kuqi E, et al. Shoulder
hemiarthroplasty for complex humeral fractures: a 5 to 10-year follow-up
retrospective study. Musculoskelet Surg 2014;98 Suppl 1:27-33. https://
doi.org/10.1007/s12306-014-0319-y.

13. Greiner SH, Diederichs G, Kr€oning I, Scheibel M, Perka C. Tuberosity position
correlates with fatty infiltration of the rotator cuff after hemiarthroplasty for
proximal humeral fractures. J Shoulder Elbow Surg 2009;18:431-6. https://
doi.org/10.1016/j.jse.2008.10.007.
613
14. Hashiguchi H, Iwashita S, Ohkubo A, Takai S. The outcome of hemiarthroplasty
for proximal humeral fractures is dependent on the status of the rotator cuff.
Int Orthop 2015;39:1115-9. https://doi.org/10.1007/s00264-015-2758-y.

15. Hoel S, Jensen TG, Falster O, Ulstrup A. Hemiarthroplasty for proximal humerus
fracture and consequences of a comminuted greater tuberocity fragment. Mus-
culoskelet Surg 2016;100:9-14. https://doi.org/10.1007/s12306-015-0393-9.

16. Kirsch JM, Khan M, Thornley P, Gichuru M, Freehill MT, Neviaser A, et al.
Platform shoulder arthroplasty: a systematic review. J Shoulder Elbow Surg
2018;27:756-63. https://doi.org/10.1016/j.jse.2017.08.020.

17. Kontakis G, Koutras C, Tosounidis T, Giannoudis P. Early management of
proximal humeral fractures with hemiarthroplasty: a systematic review. J Bone
Joint Surg Br 2008;90:1407-13. https://doi.org/10.1302/0301-620X.90B11.21070.

18. Kralinger F, Schwaiger R, Wambacher M, Farrell E, Menth-Chiari W, Lajtai G,
et al. Outcome after primary hemiarthroplasty for fracture of the head of the
humerus. A retrospective multicentre study of 167 patients. J Bone Joint Surg
Br 2004;86:217-9. https://doi.org/10.1302/0301-620x86b2.14553.

19. Lo IK, Griffin S, Kirkley A. The development of a disease-specific quality of life
measurement tool for osteoarthritis of the shoulder: the Western Ontario
Osteoarthritis of the Shoulder (WOOS) index. Osteoarthritis Cartilage 2001;9:
771-8.

20. Neer CS. Displaced proximal humeral fractures. I. Classification and evaluation.
J Bone Joint Surg Am 1970;52:1077-89.

21. Neer CS. Displaced proximal humeral fractures. II. Treatment of three-part and
four-part displacement. J Bone Joint Surg Am 1970;52:1090-103.

22. Noyes MP, Kleinhenz B, Markert RJ, Crosby LA. Functional and radiographic
long-term outcomes of hemiarthroplasty for proximal humeral fractures.
J Shoulder Elbow Surg 2011;20:372. https://doi.org/10.1016/j.jse.2010.
06.009.

23. Olerud P, Ahrengart L, Ponzer S, Saving J, Tidermark J. Hemiarthroplasty versus
nonoperative treatment of displaced 4-part proximal humeral fractures in
elderly patients: a randomized controlled trial. J Shoulder Elbow Surg 2011;20:
1025-33. https://doi.org/10.1016/j.jse.2011.04.016.

24. Sebasti�a-Forcada E, Cebri�an-G�omez R, Lizaur-Utrilla A, Gil-Guill�en V. Reverse
shoulder arthroplasty versus hemiarthroplasty for acute proximal humeral
fractures. A blinded, randomized, controlled, prospective study. J Shoulder
Elbow Surg 2014;23:1419-26. https://doi.org/10.1016/j.jse.2014.06.035.

25. Valenti P, Aliani D, Maroun C, Werthel JD, Elkolti K. Shoulder hemiarthroplasty
for proximal humeral fractures: analysis of clinical and radiographic outcomes
at midterm follow-up: a series of 51 patients. Eur J Orthop Surg Traumatol
2017;27:309-15. https://doi.org/10.1007/s00590-017-1927-7.

26. van de Water AT, Shields N, Davidson M, Evans M, Taylor NF. Reliability and
validity of shoulder function outcome measures in people with a proximal
humeral fracture. Disabil Rehabil 2014;36:1072-9. https://doi.org/10.3109/
09638288.2013.829529.

27. Ziegler P, Kühle L, St€ockle U, Wintermeyer E, Stollhof LE, Ihle C, et al. Evaluation
of the Constant score: which is the method to assess the objective strength?
BMC Musculoskelet Disord 2019;20:403. https://doi.org/10.1186/s12891-019-
2795-6.

https://doi.org/10.1016/j.jcot.2019.07.008
https://aoanjrr.sahmri.com/annual-reports-2017
https://aoanjrr.sahmri.com/annual-reports-2017
https://aoanjrr.sahmri.com/annual-reports-2019
https://aoanjrr.sahmri.com/annual-reports-2019
https://doi.org/10.1067/mse.2002.124527
https://doi.org/10.1016/j.jse.2012.04.018
https://doi.org/10.1007/s11999-012-2531-0
https://doi.org/10.1007/s11999-012-2531-0
https://doi.org/10.1007/s12306-011-0112-0
https://doi.org/10.1016/s.jse.2007.06.022
https://doi.org/10.1007/s00402-007-0549-7
https://doi.org/10.1007/s00402-007-0549-7
http://synthes.vo.llnwd.net/o16/LLNWMB8/INT%20Mobile/Synthes%20International/Product%20Support%20Material/legacy_Synthes_PDF/156984.pdf
http://synthes.vo.llnwd.net/o16/LLNWMB8/INT%20Mobile/Synthes%20International/Product%20Support%20Material/legacy_Synthes_PDF/156984.pdf
http://synthes.vo.llnwd.net/o16/LLNWMB8/INT%20Mobile/Synthes%20International/Product%20Support%20Material/legacy_Synthes_PDF/156984.pdf
https://doi.org/10.1007/s00068-007-6134-5
https://doi.org/10.1007/s12306-014-0319-y
https://doi.org/10.1007/s12306-014-0319-y
https://doi.org/10.1016/j.jse.2008.10.007
https://doi.org/10.1016/j.jse.2008.10.007
https://doi.org/10.1007/s00264-015-2758-y
https://doi.org/10.1007/s12306-015-0393-9
https://doi.org/10.1016/j.jse.2017.08.020
https://doi.org/10.1302/0301-620X.90B11.21070
https://doi.org/10.1302/0301-620x86b2.14553
http://refhub.elsevier.com/S2666-6383(23)00069-5/sref19
http://refhub.elsevier.com/S2666-6383(23)00069-5/sref19
http://refhub.elsevier.com/S2666-6383(23)00069-5/sref19
http://refhub.elsevier.com/S2666-6383(23)00069-5/sref19
http://refhub.elsevier.com/S2666-6383(23)00069-5/sref20
http://refhub.elsevier.com/S2666-6383(23)00069-5/sref20
http://refhub.elsevier.com/S2666-6383(23)00069-5/sref21
http://refhub.elsevier.com/S2666-6383(23)00069-5/sref21
https://doi.org/10.1016/j.jse.2010.06.009
https://doi.org/10.1016/j.jse.2010.06.009
https://doi.org/10.1016/j.jse.2011.04.016
https://doi.org/10.1016/j.jse.2014.06.035
https://doi.org/10.1007/s00590-017-1927-7
https://doi.org/10.3109/09638288.2013.829529
https://doi.org/10.3109/09638288.2013.829529
https://doi.org/10.1186/s12891-019-2795-6
https://doi.org/10.1186/s12891-019-2795-6

	Stemmed hemiarthroplasty with a suture collar and a common platform system for acute proximal humeral fractures
	Patients and methods
	The Global Unite system
	The comparator, the Global Fx system
	Functional outcome measures
	Revisions
	Radiographic outcome
	Statistical analyses

	Results
	The Global Unite system—baseline characteristics
	The Global Unite system—functional outcome and revision
	Comparison of the Global Unite system and the Global FX system
	Healing of the greater tuberosity

	Discussion
	The functional outcome of the Global Unite system
	The functional outcome of the Global Unite and the Global Fx system
	Revision arthroplasty
	Healing of the greater tuberosity
	Methodological considerations

	Conclusion
	Disclaimers
	References


