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shoulder arthroplasty: a retrospective analysis and literature review
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Abstract
Purpose Fractures of the acromion and the scapular spine are serious complications after reverse total shoulder arthroplasty. They
concern about 4 to 5% of the patients and always result in a significant deterioration of shoulder function. Different causes have
been taken into consideration, particularly stress or fatigue fractures. The purpose of the present study was to analyse our own
cases and to discuss the causes reported in the literature.
Methods We reviewed our shoulder arthroplasty registry and the consultation reports of the last ten years. The charts and
radiographs of all patients who had a post-operative fracture of the acromion or the scapular spine were carefully examined
and the results were compared with those of an age- and gender-matched control group.
Results Twelve patients with an average age of 79 years sustained a fracture of the acromion (n = 6) or the scapular spine (n = 6). The
time interval between the operation and the fracture averaged 26 months and ranged from three weeks to 70 months. Eight patients
(67%) had a trauma. Seven of them reported a fall on the corresponding shoulder and one a heavy blow on the acromion. The four non-
traumatic fractures were attributed to poor bone quality. All 12 patients had immediate pain and difficulty to actively elevate the
affected arm. The time interval between the fracture and its diagnosis averaged ten weeks (0 to 10 months). At final follow-up, all
patients could reach their face and refused further surgery. Two patients rated their result as good, six as acceptable and four as poor.
Conclusions Our study cannot support the hypothesis that most acromion and scapular spine fractures after RSA are the result of
increased tension in the deltoid or stress fractures. In our series, the majority of the fractures were related to a fall. Implantation of
a reverse prosthesis exposes the acromion andmakes it more vulnerable to direct trauma. Non-traumatic fractures were associated
with poor bone quality.
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Introduction

Reverse shoulder arthroplasty (RSA) has become a standard pro-
cedure for the treatment of elderly patients with pain and severe
functional impairment of the shoulder. The short- and mid-term
results are good [1, 2]; the rate of peri- and postoperative prob-
lems and complications, however, is relatively high [3–6]. They
include limited range of motion [7–9], scapular notching [10,
11], instability [12, 13], component loosening [3, 14, 15] and
fractures of the acromion and scapular spine [16–29].

The cause of these fractures is still controversial. Some au-
thors consider them as stress fractures [16, 17, 22–24, 26] or

bone injuries associated with osteoporosis [19, 21, 29],
acromioclavicular (AC) joint osteoarthritis [24] or a drill hole
close to the scapular spine for the fixation of the glenoid base
plate [18, 25]. Other authors believe that the design of the pros-
thesis [26, 30], the location of the centre of rotation [29, 31] or
transection of the coracoacromial ligament plays a role [32]. In
only a few cases, trauma was reported as a triggering factor [17,
18, 28]. Understanding these fractures is of utmost importance
because their treatment is challenging and their outcome is often
poor. Therefore, the purposes of the present study were to report
our own cases of acromion and scapular spine fractures and to
review the pathomechanisms described in the literature.

Materials and methods

We reviewed our local arthroplasty database from April 2009
to December 2019 and identified all patients with a fracture of
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the acromion or the scapular spine after RSA (fracture group).
The charts and radiographs of these patients were carefully
examined and the following parameters were recorded: age,
gender, patient history, initial diagnosis, previous interven-
tions on the same shoulder, size of the rotator cuff tear, surgi-
cal approach, associated procedures such as acromioplasty
and AC joint resection, size and position of the prosthetic
components. Active range of motion, pain (no, mild to mod-
erate, severe) and subjective result (very good, good, satisfac-
tory, poor) were determined at the latest follow-up. An age-
and gender-matched control group consisting of three times as
many patients without a fracture after RSA was formed and
assessed with the same parameters.

Prosthesis

Since April 2009, the Duocentric prosthesis (Aston Medical,
Saint-Etienne, France) was used in all cases treated in our
clinic. It was designed with the intention to reduce the inci-
dence of scapular notching and improving the range of mo-
tion. Its glenoid baseplate is characterized by an inferior ex-
tension, a 20-mm-long or 40-mm-long and 6-mm-thin central
peg, and 3 screw holes for the fixation to the scapula. There
are two sizes, for a 36-mm or 40-mm glenosphere. Its centre of
rotation is lateral to the implant-bone interface. The humeral
component includes an onlay design with a standard stem, an
adjustable epiphyseal plate with a neck-shaft angle of 145°,
and a symmetric liner of different thicknesses (4 mm, 9 mm
and 12 mm). The prosthesis was designed for degenerative
conditions and proximal humeral fractures (Fig. 1).

Surgical technique and postoperative rehabilitation

All patients were operated under general anaesthesia. A
deltopectoral approach was made when the subscapularis ten-
don was either partially or completely torn and in revision
cases. A superolateral approach with detachment of the

acromial insertion of the anterior deltoid was chosen when the
subscapularis tendon was intact on pre-operative MRI or CT
scan and in some fracture cases. The humeral head was resected
at the level of the supraspinatus foot print, with either a specific
guide or free hand. The labrum was completely excised to
expose the superior and inferior glenoid contour. The glenoid
baseplate was placed flush with the glenoid bone, at the level of
the inferior glenoid rim. The superior fixation screw was ori-
ented towards the coracoid process in order to minimize the risk
of damaging the suprascapular nerve [10]. The humeral com-
ponent was implanted with 0 to 20° of retroversion. The
subscapularis was reattached with non-resorbable bone sutures,
if detached and not retracted. Even the anterior deltoid was
reattached with non-resorbable transosseous sutures. At the
end of the procedure, the arm was immobilized in a sling with
abduction pillow at 15° for six weeks, but early passive and
active assisted shoulder mobilizations were allowed. Active use
of the arm was encouraged after six weeks; lifting of light
weights was allowed after three months. No formal strengthen-
ing exercises were prescribed.

Radiographic evaluation

The fractures were classified into types I to III according to
Levy et al. [33]. In this classification, type I fractures pass
through the lateral border of the acromion, type II fractures
through the posterior aspect of the acromion and type III frac-
tures through the scapular spine, medial to the plane of the
glenoid. Lengthening of the arm was determined on
anteroposterior radiographs of the shoulder with the arm in
adduction.

Statistical analysis

Data analysis was performed according to the recommenda-
tions of Marusteri and Bacarea [34] and with use of the R
software for statistical computing (R Foundation, Vienna,

Fig. 1 Anteroposterior
radiographs of patient 4 treated
with a reverse shoulder prosthesis
for an acute humeral head fracture
after a fall. The patient reported
another accidental fall 3 month
after surgery. X-ray pictures
showed a type I acromion fracture
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Austria). The Mann-Whitney U test was used for groups of
unpaired data without normal distribution and the Kruskal-
Wallis test was applied for categorial samples. Significance
level was set at 0.05.

Results

Fracture group

Eleven out of 189 patients (5.8%) treated in our clinic with a
Duocentric prosthesis (Aston Medical, Saint-Etienne, France)
and one patient operated in another hospital with an Affinis
inverse prosthesis (Mathys Medical, Bettlach, Switzerland)
and addressed for further controls were identified with a
post-operative acromion (n = 6) or scapular spine (n = 6) frac-
ture. The corresponding fracture lines are represented in Fig. 2
and the patient characteristics are listed in Table 1. The frac-
tures occurred between three weeks and 70 months after re-
placement (average 26 months, median 13 months). The dates
and the causes of the fractures were determined from patient
history. Eight out of 12 patients (67%) reported a direct trauma
to their shoulder. In seven cases, the fracture occurred after an
accidental fall and in one case as a result of blunt trauma to the
superior aspect of the shoulder caused by the head of a fright-
ened horse. Of the four patients lacking trauma, one explained
that the symptoms started during physical therapy (patient 1).
The radiographs of another patient (patient 2) who had an
additional AC resection during shoulder replacement surgery
showed a normal alignment of the lateral clavicle with the
acromion after six weeks, an inferior dislocation of the clavi-
cle after three months and an acromion fracture after
four months (Fig. 3). The third patient (patient 11) reported
a vigorous armmovement behind the back 63months after the
operation. Standard radiographs were normal; however, a
single-photon emission computed tomography (SPECT) re-
vealed a fracture of the scapular spine (Fig. 4). The fourth
patient devoid of trauma said that the symptoms started while
she made housework (patient 12). All 12 patients reported a
sudden onset of pain associated with a decrease of shoulder
function. Eight patients saw a doctor within three days; the
other four patients waited two, three, four and 39 weeks, re-
spectively. In six cases, the fractures were diagnosed during
the first consultation, and in the other six patients, the fractures
were diagnosed with a delay of 15 to 90 days.

The post-operative radiographs showed no malposition of
the prosthetic components. The superior screw of the glenoid
base plate projected onto the scapular spine in eight cases, but
only in one case the rim of the scapular spine fracture passed
close to the tip of the screw. All other fractures were superiorly
and or laterally. CT scans of five patients revealed that the
screws, which appeared to be in contact with the scapular
spine on standard AP views were in reality in front of or

antero-superiorly to it (Fig. 4). Lengthening of the arm aver-
aged 23 mm (range 19 to 36 mm). In all patients, the displace-
ment of the fractured fragment increased from the first diag-
nosis to the latest follow-up, even in those patients who were
treated with an abduction splint.

At the latest follow-up, all patients were able to reach their
mouth with the affected hand. Active elevation in the scapular
plane averaged 95° and ranged from 60 to 140°. Active exter-
nal rotation with the arm at the side was 22° (range 0 to 45°).
All patients could reach at least their buttock. Three patients
were pain free, eight patients had mild to moderate pain and
one patient reported severe pain despite CT-proven fusion of
the angulated acromion fragment. Denervation of the
suprascapular nerve, performed under sonographic control
by an anaesthetist, finally relived pain in the latter case. Two
patients rated their result as good, six as satisfactory and four
as poor. Patients with no pain and better active elevation were
more satisfied. All patients accepted their functional limita-
tions and refused further surgery.

Control group

The age- and gender-matched control group included 36 pa-
tients with an average age of 73.6 years (range 56 to 83 years)
and a follow-up of 48.7 months (range 12 to 108 months).
Statistical analysis showed no significant difference between
the control group and the fracture group with regard to age,
gender, initial diagnosis, size of rotator cuff tear, approach,
arm lengthening, diameter of the glenosphere, thickness of
the polyethylene liner, additional procedures such as AC joint
resection, or latissimus dorsi/teres major transfer. Active range
of motion and patient satisfaction, however, were significantly
better in the control group than in the fracture group.

Discussion

Fractures of the acromion and the scapular spine are uncom-
mon in individuals with normal shoulders [35, 36] or anatomic
prostheses but are frequently encountered in patients with re-
verse shoulder prostheses. The fracture rate after RSA aver-
ages 4 to 5% [37–39] and ranges from 0.5% [40] to 25% [21].
In our series, it attained 5.8%, which is higher than the 4.3%
reported in another study with an onlay design prosthesis [26]
but still within the range of other series.

Many authors believe that these fractures are the result of
arm lengthening and increased tension in the deltoid muscle
[16, 17, 23, 24, 26]. However, finite element studies [41],
biomechanical experiments [31, 42] and several clinical stud-
ies [22, 43] disapprove this hypothesis. Terrier et al. [41], for
instance, simulated a shoulder with both a reverse and an
anatomic prosthesis and calculated the forces necessary to
fully elevate the arm. They found that implantation of a
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reverse prostheses decreased the force in the deltoid muscle
by 20% when all rotator cuff muscles were deficient, and by
12% when only the supraspinatus was missing. Similarly,
Ackland et al. [42], who performed a cadaver experiment
with a reverse prosthesis, reported that the forces in the del-
toid during abduction and flexion were significantly lower in
the prosthetic shoulder than in the native joint. The findings
of Dubrow et al. and Zmistowski et al. also raise doubts
about the increased deltoid tension theory, because in one
study arm lengthening did not differ between the fracture
group and the control group [22] and in the other study
deltoid length changes were smaller in patients with postop-
erative acromion pathologies than in patients without such
complications [43]. Another argument is that obese patients
with heavy arms and higher forces in the deltoid muscle are
not affected by acromion or scapular spine fractures more
often than slender patients. Finally, fractures of the coracoid
process are uncommon, despite significant lengthening of
both of the muscles originating on it during implantation of
a reverse shoulder prosthesis as well.

The term “stress fracture” has very often been used in the
context of acromion and scapular spine fractures [16, 17,
22–24, 26, 43, 44]. Its use must be questioned because stress
fractures correspond to fatigue fractures that normally occur
when normal bone is repetitively loaded over a long period
of time. If acromion and scapular spine fractures were stress
fractures, one would expect that their incidence increases
with the time elapsed after the operation. This is obviously
not the case. Most reported fractures appear within the first
year after surgery [22, 26, 28, 37]. Neyton et al. [28] de-
scribed 13 scapular fractures that already occurred at a mean
3.3 months postoperatively and Dubrow et al. [22] reported
on 14 acromial fractures that occurred at an average of
5.1 months after RSA.

In previous studies, very few fractures have been associ-
ated with a traumatic event [17, 18, 28, 29]. Lau and Large
[38] identified only 14 cases in their systematic review in-
cluding 25 papers and 208 fractures. In contrast, a traumaTa
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Fig. 2 Graphic representation showing the fracture lines detected in our
patient cohort. Type I fractures passed through the lateral border of the
acromion, type II fractures through the posterior border of the acromion
and type III fractures through the scapular spine. Traumatic fractures are
represented with red lines, non-traumatic fractures with white lines
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was the principal cause for this complication in our cohort.
Two factors may explain our findings: the risk of falling and
the altered physiognomy. Elderly patients have a higher risk
of falling, either due to balance disorders, decreased walking
ability or visual impairment. All of our patients in the fracture
group had at least one documented fall prior to the index
procedure, and in two patients, a fall causing a humeral head
fracture or a fracture dislocation was the reason for RSA. A
fall resulting in a humeral head fracture was also the reason for
RSA in many other studies [45–49]. Implantation of a reverse
prosthesis does not influence the risk of falling, but it changes

the contour of the shoulder. Medialization and distalization of
the humerus expose the acromion and therefore make it more
vulnerable to fractures. One could assume that the lateral im-
pacts that occur after a simple fall are no longer absorbed by
the humeral head but by the more prominent acromion
(Fig. 5). Patients who fall with a reverse shoulder prosthesis
may therefore sustain a fracture of the scapula, rather than a
fracture of the proximal humerus. In our study, not all elderly
patients spontaneously reported their fall during the planned
follow-up control, but mentioned the trauma after being spe-
cifically asked about it. This may be related to trivialization of
a fall by elderly patients and to pain subsidence within a cou-
ple of weeks. Zmistowski et al. [43] noted that over 10% of
their patients were asymptomatic at the time of radiographic
diagnosis of an acromion or scapular spine fracture. This
could also explain why not more fractures have been associ-
ated with a trauma in the literature.We therefore recommend a
careful interview focusing on the onset of symptoms, when a
fracture of the acromion or the scapular spine is diagnosed
during routine controls.

Four fractures in our series (33%) could not be associated
with a fall. We assume that all of them were insufficiency
fractures due to osteopenia or osteoporosis. We did not quan-
tify the bone quality of the patients concerned; however, we
looked for their comorbidities. Two of these four patients had
sustained additional non-traumatic fractures of either their ver-
tebral bodies, metatarsals or the opposite non-operated scapu-
la (Fig. 6). Another patient was living with human immuno-
deficiency virus (HIV) which has been associated with a
higher fracture risk [50, 51], and one patient was treated for
osteoporosis. Osteoporosis has been considered a risk factor
for acromion and scapular spine fractures after RSA in previ-
ous studies [21, 24, 27, 29, 52]. Besides general osteoporosis,

Fig. 3 Lateral views of patient 2 showing a normal alignment of the
lateral clavicle with the acromion 6 weeks after reverse shoulder
arthroplasty, a dislocation of the clavicle under the acromion after

3 months and an acromion type I fracture after 4 months. The AC joint
was resected during the procedure

Fig. 4 Axial single-photon emission computed tomography (SPECT)
image of patient 11 demonstrates a scapular spine fracture on the right
side with increased uptake (red area). The superior screw for the fixation
of the glenoid base plate was not in the fracture zone

2677International Orthopaedics (SICOT) (2020) 44:2673–2681



local osteopenia might play a role. Protecting the shoulder and
allowing only passive motion exercises during the first
six weeks after the operationmay unload and weaken the bone
in such a way that it does not withstand the raising loads three
to four months post-operatively.

Numerous other factors have been taken into consideration.
Crosby et al. [18] described 3 scapular spine fractures that
appeared to propagate from the tip of the superior screw for
the fixation of the glenoid baseplate. The authors suggested
that these screws acted as stress risers and they tried to confirm
their hypothesis with a biomechanical experiment [25].
However, the experimental setup was designed to test the
resistance of a glenoid component under a force directed from
the humerus to the scapula. The deltoid muscle itself was not
simulated in their experiments. Other authors [23] postulated
that a stiff AC joint may cause a stress concentration in the
acromion, resulting in a fracture after the patient has regained
shoulder mobility. We could not confirm this hypothesis. In
our series, resection of the AC joint was probably a cofactor

for an acromion fracture (patient 2). Taylor and coworkers
[32] introduced the scapular ring concept, which assumes that
the coracoacromial ligament (CAL) can distribute strain pat-
terns through the scapula. In their biomechanical experiment
transection of the CAL during reverse shoulder arthroplasty
resulted in increased strain at the scapular spine. The authors
therefore suggested that preservation of the CAL could reduce
the risk of scapular spine fractures. Because this ligament is
routinely detached during a superolateral approach, one would
expect a higher incidence of scapular spine fractures after a
superolateral than after a deltopectoral approach. The review
of Cho et al., however, showed that the opposite is the case
[37].

Other studies associated the position of the centre of rota-
tion (COR) and the design of the reverse prosthesis with scap-
ula fractures [26, 29, 44]. Schenk et al. [29] reported an in-
crease of acromial fractures with high medialization and little
distalization of the COR. Ascione et al. [26] found that COR
lateralization with use of the bony increased offset technique
(BIO-RSA) was not a significant predictor of scapular spine
fractures. These authors however suggested that the higher

Fig. 5 Schematic representation
of a normal and a reconstructed
shoulder. Implantation of a
reverse prosthesis alters the shape
of the shoulder. It exposes the
acromion and makes it vulnerable
to direct trauma. The red colour
marks the area that absorbs the
energy during a lateral impact

Fig. 6 Axial view of the native left shoulder of patient 11 showing a non-
traumatic fracture of the scapular spine

Fig. 7 Anteroposterior radiograph of a Duocentric reverse prosthesis
demonstrates a mechanical conflict between the greater tuberosity and
the non-fractured acromion during abduction in the scapular plane
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incidence of postoperative fractures observed in their study
could be related to the lateralized onlay stem. Implant config-
urations can indeed affect the lever arms and the forces in the
deltoid muscle [31, 53] but these changes are small and should
not influence the risk of scapula fractures. As noted above,
implantation of a reverse prosthesis reduces the forces in the
deltoid muscle. Accordingly, in a recent study with 2172 pri-
mary RSAs, Marigi et al. [54] could not find implant-related
risk factors for scapula fractures, including medialized or
lateralized COR or various glenosphere sizes. The higher rate
of acromion fractures observed with onlay prostheses [26, 28]
could possibly be related to an acromiohumeral conflict.
Onlay prostheses lateralize the humerus to a greater extent
than Grammont-style inlay prostheses, and as a result, the
greater tuberosity makes bigger excursions and may hit
against the acromion at lower abduction angles [31]. It is
therefore conceivable that a fracture may be initiated during

a forceful passive mobilization of the shoulder or during a
vigorous active movement with the arm, especially when the
bone is weak (Fig. 7). This pathomechanism could have
played a role in two of our patients (patients 1 and 11).

In our cohort, the functional results did not correlate well
with the fracture type or the amount of displacement. Patient
8, for instance, had a good overhead shoulder function despite
a pseudarthrosis of the scapular spine and a severely down-
ward tilted acromion (Figs. 8 and 9). The compensatory up-
ward rotation of the scapula, however, resulted in an inferior
impingement with polyethylene wear, scapular notching and
osteolysis of the calcar, an uncommon finding in patients
treated with a Duocentric prosthesis.

This study has several limitations. First, it is a retrospective
mono-centre study with a relatively small sample size. The
data was prospectively collected, but the patients were not
recalled for the purpose of this study. Accordingly, we cannot

Fig. 8 Anteroposterior
radiographs of patient 8 showing
an intact acromion 6 weeks
postoperatively and a
pseudarthrosis 18 months after a
traumatic scapular spine fracture.
Compensatory upward rotation of
the scapula to avoid the
subacromial conflict caused an
inferior impingement with
polyethylene wear, scapular
notching and osteolysis of the
calcar

Fig. 9 Functional result of patient 8 with the pseudarthrosis of the scapular spine on the right side
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exclude that additional patients had sustained a fracture after
the latest clinical and radiographic control in our practise and,
as a result, the reported fracture rate might therefore be
underestimated. Second, the follow-up after acromion or scap-
ular spine fractures is short and, therefore, we cannot provide
information about the long-term results of conservative treat-
ment. However, the principal aims of our study were to point
out the high percentage of traumatic fractures and to critically
review the other pathomechanisms reported in the literature.

Conclusions

Our study cannot support the hypothesis that most acromion
and scapular spine fractures after RSA are the result of in-
creased tension in the deltoid or stress fractures. In our series,
the majority of fractures were related to a fall. Implantation of
a reverse prosthesis exposes the acromion and makes it more
vulnerable to direct trauma. Non-traumatic fractures were as-
sociated with poor bone quality.

Acknowledgements The authors would like to thank Cécile Nyffeler for
the statistical analysis and Nick Schenk for the linguistic revision of the
manuscript.

Compliance with ethical standards

Conflict of interest The corresponding author is a consultant of Aston
Medical, Saint-Etienne, France. The other authors have no conflict of
interest.

Ethical approval The study was approved by the local Ethics committee
(study ID 2019-00154).

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing, adap-
tation, distribution and reproduction in any medium or format, as long as
you give appropriate credit to the original author(s) and the source, pro-
vide 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://creativecommons.org/licenses/by/4.0/.

References

1. Boileau P, Watkinson D, Hatzidakis AM, Hovorka I (2006) Neer
Award 2005: the Grammont reverse shoulder prosthesis: results in
cuff tear arthritis, fracture sequelae, and revision arthroplasty. J
Shoulder Elb Surg 15:527–540

2. Gerber C, Pennington SD, Nyffeler RW (2009) Reverse total shoul-
der arthroplasty. J Am Acad Orthop Surg 17:284–295

3. Delloye C, Joris D, Colette A, Eudier A, Duboc JE (2002)
Mechanical complications of total shoulder inverted prosthesis.
Rev Chir Orthop Reparatrice Appar Mot 88:410–414

4. Farshad M, Gerber C (2010) Reverse total shoulder arthroplasty -
from the most to the least common complication. Int Orthop 34:
1075–1082

5. Zumstein MA, Pinedo M, Old J, Boileau P (2011) Problems, com-
plications, reoperations, and revisions in reverse total shoulder
arthroplasty: a systematic review. J Shoulder Elb Surg 20:146–157

6. Scarlat MM (2013) Complications with reverse total shoulder
arthroplasty and recent evolutions. Int Orthop 37:843–851

7. Nyffeler RW, Werner CML, Gerber C (2005) Biomechanical rele-
vance of glenoid component positioning in the reverse Delta III
total shoulder prosthesis. J Shoulder Elb Surg 14:524–528

8. Gutiérrez S, Levy JC, Lee WE, Keller TS, Maitland ME (2007)
Center of rotation affects abduction range of motion of reverse
shoulder arthroplasty. Clin Orthop Relat Res 458:78–82

9. Lädermann A, Denard PJ, Boileau P, Farron A, Deransart P, Terrier
A, Ston J, Walch G (2015) Effect of humeral stem design on hu-
meral position and range of motion in reverse shoulder arthroplasty.
Int Orthop 39:2205–2213

10. Nyffeler RW, Werner CML, Simmen BR, Gerber C (2004)
Analysis of a retrieved Delta III total shoulder prosthesis. J Bone
Joint Surg (Br) 86:1187–1191

11. Lévigne C, Boileau P, Favard L, Garaud P, Molé D, Sirveaux F,
Walch G (2008) Scapular notching in reverse shoulder arthroplasty.
J Shoulder Elb Surg 17:925–935

12. Chalmers PN, Slikker W, Mall NA, Gupta AK, Rahman Z,
Enriquez D, Nicholson GP (2014) Reverse total shoulder
arthroplasty for acute proximal humeral fracture: comparison to
open reduction – internal fixation and hemiarthroplasty. J
Shoulder Elb Surg 23:197–204

13. SeitzWH (2009) Instability after reverse total shoulder arthroplasty:
a balancing act. Semin Arthroplast 20:104–115

14. Cusick MC, Hussey MH, Steen BM, Hartzler RU, Clark RE, Cuff
DJ, Cabezas AF, Santoni BG, Frankle MA (2015) Glenosphere
dissociation after reverse shoulder arthroplasty. J Shoulder Elb
Surg 24:1061–1068

15. Holcomb JO, Cuff D, Petersen SA, Pupello DR, Frankle MA
(2009) Revision reverse shoulder arthroplasty for glenoid baseplate
failure after primary reverse shoulder arthroplasty. J Shoulder Elb
Surg 18:717–723

16. Burkholz KJ, Roberts CC, Hattrup SJ (2007) Scapular spine stress
fracture as a complication of reverse shoulder arthroplasty. Radiol
Case Rep 2(2):78–82

17. Hattrup SJ (2010) The influence of postoperative acromial and
scapular spine fractures on the results of reverse shoulder
arthroplasty. Orthopedics 33(5). https://doi.org/10.3928/
01477447-20100329-04

18. Crosby LA, Hamilton A, Twiss T (2011) Scapula fractures after
reverse total shoulder arthroplasty: classification and treatment.
Clin Orthop Relat Res 469:2544–2549

19. Hamid N, Connor PM, Fleischli JF, D’Alessandro DF (2011)
Acromial fracture after reverse shoulder arthroplasty. Am J
Orthod 40:E125–E129

20. Levy JC, Blum S (2012) Postoperative acromion base fracture
resulting in subsequent instability of reverse shoulder replacement.
J Shoulder Elb Surg 21:E14–E18

21. Otto RJ, Virani NA, Levy JC, Nigro PT, Cuff DJ, Frankle MA
(2013) Scapular fractures after reverse shoulder arthroplasty: eval-
uation of risk factors and the reliability of a proposed classification.
J Shoulder Elb Surg 22:1514–1521

22. Dubrow S, Streit JJ, Muh S, Shishani Y, Gobezie R (2014)
Acromial stress fractures: correlation with acromioclavicular oste-
oarthritis and acromiohumeral distance. Orthopedics 37(12):
e1074–e1079

2680 International Orthopaedics (SICOT) (2020) 44:2673–2681

https://doi.org/
https://doi.org/10.3928/01477447-20100329-04
https://doi.org/10.3928/01477447-20100329-04


23. Lopiz Y, Rodriguez-Gonzalez A, Garcia-Fernandez C, Marco F
(2015) Scapula insufficiency fractures after reverse total shoulder
arthroplasty in rotator cuff arthropathy: what is their functional
impact? Rev Esp Cir Ortop Traumatol 59:318–325

24. Mayne IP, Bell SN, Wright W, Coghlan JA (2016) Acromial and
scapular spine fractures after reverse total shoulder arthroplasty.
Should Elb 8:90–100

25. Kennon JC, Lu C, McGee-Lawrence ME, Crosby LA (2017)
Scapula fracture incidence in reverse total shoulder arthroplasty
using screws above or below metaglene central cage: clinical and
biomechanical outcomes. J Shoulder Elb Surg 26:1023–1030

26. Ascione F, Kilian CM, Laughlin MS, Bugelli G, Domos P, Neyton
L, Godeneche A, Edwards B, Walch G (2018) Increased scapular
spine fractures after reverse shoulder arthroplasty with humeral
onlay short stem: an analysis of 485 consecutive patients. J
Shoulder Elb Surg 27:2183–2190

27. King JJ, Dalton SS, Gulotta LV, Wright TW, Schoch BS (2019)
How common are acromial and scapular spine fractures after re-
verse shoulder arthroplasty? A systematic review. Bone Joint J 101-
B(6):627–634

28. Neyton L, Erickson J, Ascione F, Bugelli G, Lunini E, Walch G
(2019) Grammont Award 2018: scapular fractures in reverse shoul-
der arthroplasty (Grammont style): prevalence, functional, and ra-
diographic results with minimum 5-year follow-up. J Shoulder Elb
Surg 28:260–267

29. Schenk P, Aichmair A, Beeler S, Ernstbrunner L, Meyer D, Gerber
C (2020) Acromial fractures following reverse total shoulder
arthroplasty: a cohort controlled analysis. Orthopedics 43(1):15–22

30. Kerrigan AM, Reeves J, Langohr GDG, Johnson JA, Athwal GS
(2020) The influence of reverse shoulder arthroplasty humeral com-
ponent design features on scapular spine strain. J Shoulder Elb Surg

31. Henninger HB, Barg A, Anderson AE, Bachus KN, Burks RT,
Tashjian RZ (2012) Effect of lateral offset center of rotation in
reverse total shoulder arthroplasty: a biomechanical study. J
Shoulder Elb Surg 21:1128–1135

32. Taylor SA, Shah SS, Chen X, Gentile J, Gulotta LV, Dines JS,
Dines DM, Cordasco FA, Warren RF, Kontaxis A (2020)
Scapular ring preservation. Coracoacromial ligament transection
increases scapular spine strains following reverse total shoulder
arthroplasty. J Bone Joint Surg Am 102:1358–1364

33. Levy JC, Anderson C, Samson A (2013) Classification of postop-
erative acromial fractures following reverse shoulder arthroplasty. J
Bone Joint Surg Am 95(15):e104. https://doi.org/10.2106/JBJS.K.
01516

34. Marusteri M, Bacarea V (2010) Comparing groups for statistical
differences: how to choose the right statistical test? Biochem
Medica 20:15–32

35. Roy N, Smith MG, Jacobs LGH (2002) Stress fracture of the base
of the acromion. Ann Rheum Dis 61:944–945

36. Malavolta EA, Assunçao JH, Sunada EE, Gracitelli MEC, Ferreira
Neto AA (2014) A stress fracture of the base of the acromion: a case
report. BMC Musculoskelet Disord 15:302. https://doi.org/10.
1186/1471-2474-15-302

37. Cho CH, Jung JW, Na SS, Kc B, Lee KJ, Kim DH (2019) Is
acromial fracture after reverse total shoulder arthroplasty a negligi-
ble complication?: A systematic review. Clin Orthop Surg 11:427–
435

38. Lau SC, Large R (2019) Acromial fracture after reverse total shoul-
der arthroplasty-a systematic review. Shoulder Elbow

39. Patterson DC, Chi D, Parson BO, Cagle PJ (2019) Acromial spine
fracture after reverse total shoulder arthroplasty: a systematic re-
view. J Shoulder Elb Surg 28:792–801

40. Kempton LB, Ankerson E, Wiater JM (2011) A complication-
based learning curve from 200 reverse shoulder arthroplasties.
Clin Orthop Relat Res 469:2496–2504

41. Terrier A, Reist A, Merlini F, Farron A (2008) Simulated joint and
muscle forces in reversed and anatomic shoulder prostheses. J Bone
Joint Surg (Br) 90-B(6):751–756

42. Ackland DC, Roshan-Zamir S, Richardson M, Pandy MG (2011)
Muscle and joint-contact loading at the glenohumeral joint after
reverse total shoulder arthroplasty. J Orthop Res 29(12):1850–1858

43. Zmistowski B, Gutman M, Horvath Y, Abboud JA, Williams GR,
Namdari S (2020) Acromial stress fracture following reverse total
shoulder arthroplasty: incidence and predictors. J Shoulder Elb
Surg 29:799–806

44. Wong MT, Langohr DG, Athwal GS, Johnson JA (2016) Implant
positioning in reverse shoulder arthroplasty has an impact on
acromial stresses. J Shoudler Elbow Surg 25:1889–1895

45. Klein M, Juschka M, Hinkenjann B, Scherger B, Ostermann PAW
(2008) Treatment of comminuted fractures of the proximal humerus
in elderly patients with the Delta III reverse shoulder prosthesis. J
Orthop Trauma 22:698–704

46. Cazeneuve JF, Cristofari DJ (2009) Delta III reverse shoulder
arthroplasty: radiological outcome for acute complex fractures of
the proximal humerus in elderly patients. Orthop Traumatol Surg
Res 95:325–329

47. Gallinet D, Clappaz P, Garbuio P, Tropet Y, Obert L (2009) Three
or four parts complex proximal huerus fractures: Hemiarthroplasty
versus reverse prosthesis: a comparative study of 40 cases. Orthop
Traumatol Surg Res 95:48–55

48. BoyleMJ, Youn S-M, Frampton CMA, Ball CM (2013) Functional
outcomes of reverse shoulder arthroplasty compared with
hemiarthroplasty for acute proximal humeral fractures. J Shoulder
Elb Surg 22:32–37

49. Cuff DJ, Pupello DR (2013) Shoulder arthroplasty for the treatment
of proximal humeral fractures in elderly patients. J Bone Joint Surg
Am 95:2015–2055

50. Shiau S, Broun EC, Arpadi SM, Yin MT (2013) Incident fractures
in HIV-infected individuals: a systematic review and meta-analysis.
AIDS 27:1949–1957

51. Premaor MO, Compston JE (2018) The hidden burden of fractures
in people living with HIV. JBMR Plus 2:247–256

52. Casp A, Montgomery SR, Cancienne JM, Brockmeier SF, Werner
BC (2019) Osteoporosis and implant-related complications after
anatomic and reverse total shoulder arthroplasty. J Am Acad
Orthop Surg. https://doi.org/10.5435/JAAOS-D-18-00537

53. Giles JW, Langohr DG, Johnson JA, Athwal GS (2015) Implant
design variations in reverse total shoulder arthroplasty influence the
required deltoid force and resultant joint load. Clin Orthop Relat
Res 473:3615–3626

54. Marigi E, Bartels D, Tangtiphaiboontana J, Ivanov D, Nguyen NT,
Sanchez-Sotelo J (2020) Acromial and spine fractures after reverse
arthroplasty: prevalence and risk factors. Seminars in Arthroplasty
(article in print)

Publisher’s note Springer Nature remains neutral with regard to jurisdic-
tional claims in published maps and institutional affiliations.

2681International Orthopaedics (SICOT) (2020) 44:2673–2681

https://doi.org/10.2106/JBJS.K.01516
https://doi.org/10.2106/JBJS.K.01516
https://doi.org/10.1186/1471-2474-15-302
https://doi.org/10.1186/1471-2474-15-302
https://doi.org/10.5435/JAAOS-D-18-00537

	Causes...
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Materials and methods
	Prosthesis
	Surgical technique and postoperative rehabilitation
	Radiographic evaluation
	Statistical analysis

	Results
	Fracture group
	Control group

	Discussion
	Conclusions
	References


