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Abstract: This study evaluated the reliability and comprehensiveness of the Unified classification
system (UCPF), Wright & Cofield, Worland and Kirchhoff classifications and related treatment
recommendations for periprosthetic shoulder fractures (PPSFx). Two shoulder arthroplasty specialists
(experts) and two orthopaedic residents (non-experts) assessed 20 humeral-sided and five scapula-
sided cases of PPSFx. We used the unweighted Cohen’s Kappa (κ) for measuring the intra-observer
reliability and Krippendorff’s alpha (α) for measuring the inter-observer reliability. The inter-rater
reliabilities for the Wright & Cofield and Worland classifications were substantial for all groups.
The expert and non-expert groups for UCPF also showed substantial inter-rater agreement. The
all-rater group for the UCPF and the expert and non-expert group for the Kirchhoff classification
revealed moderate inter-rater reliability. For the Kirchhoff classification, only fair inter-rater reliability
was found for the non-expert group. Almost perfect intra-rater reliability was measured for all
groups of the Wright & Cofield classification and the all-rater and expert groups of the UCPF. All
groups of the Kirchhoff and Worland classifications and the group of non-experts for the UCPF had
substantial intra-rater reliabilities. Regarding treatment recommendations, substantial inter-rater
and moderate intra-rater reliabilities were found. Simple classification systems for PPSFx (Wright &
Cofield, Worland) show the highest inter- and intra-observer reliability but lack comprehensiveness
as they fail to describe scapula-sided fractures. The complex Kirchhoff classification shows limited
reliability. The UCPF seems to offer an acceptable combination of comprehensiveness and reliability.

Keywords: periprosthetic shoulder fractures; shoulder arthroplasty; classification; reliability; treat-
ment recommendation

1. Introduction

Periprosthetic shoulder fractures (PPSFx) have become a more frequent clinical chal-
lenge due to rising numbers of implantations in an aging population [1–3]. The incidence
of PPSFx is reported between 0.6% and 19.4% [4–15]. The appropriate therapy for PPSFx
can be a challenging task for the orthopaedic surgeon [16]. Therefore, a highly reliable
classification system and a clear treatment recommendation are necessary.

The literature regarding intra-rater and inter-rater reliability for PPSFx shoulder classi-
fications is still scarce. Previous studies evaluated the reliability of classification systems
for humeral-sided PPSFx [17–20]. Kuhn et al. and Auran demanded a more reliable and
clinically relevant classification system [17,18].
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Therefore, this study is the first that evaluated the intra- and inter-rater reliability
of the established PPSFx classification systems, including the Wright & Cofield classifi-
cation, Worland classification, UCPF and Kirchhoff classification, and verified whether
surgeons generate consistent treatment recommendations for humeral-sided and scapula-
sided PPSFx.

2. Materials and Methods

Twenty-seven cases of PPSFx were found in our database treated between 2011 and
2020 in our hospital. Two cases were excluded because they just had a CT scan with no
X-rays found in the data bank. In total, twenty-five cases, twenty humeral-sided and five
scapula-sided, were included in the study. The inclusion criteria for the study were a
conservative or operative treatment for PPSFx at our hospital and the availability of x-ray
images showing the extension of the fracture and the inserted arthroplasty in at least two
planes (true-a.p. and y-view). The exclusion criterion was the incompleteness of the data.

The study was approved by the Institutional Review Board of the Charité—University
Medicine Berlin (ethics proposal number EA4/096/20).

All recorded imaging data were used to create clinical case vignettes for each patient.
Each case vignette was evaluated at the end of the recruitment period by four independent
raters, two experienced shoulder surgeons (experts: P.M.; K.T.) and two orthopedic resi-
dents (non-experts: D.A.; M.M.). All case vignettes were anonymized and provided to the
evaluators in random sequential order. The vignettes were then subsequently re-evaluated
by all four raters four weeks later, again in random order, to reduce the potential recall
bias. The raters were asked to classify each case according to Wright & Cofield Classifica-
tion, Worland Classification, Kirchhoff Classification and UCPF and to give a treatment
recommendation. The rater’s treatment recommendations were divided into four groups:
(1) Conservative therapy, (2) Open Reduction and Internal Fixation (ORIF), (3) Exchange of
the prosthesis and (4) a combination of ORIF and Exchange.

2.1. Classification of Wright & Cofield

In 1995, Wright and Cofield published a simple three-step classification that categorizes
humeral periprosthetic fractures by their relation to the tip of the humeral stem [12]. Type-
A-fractures are defined as fractures around the tip of the prosthesis with an extension of
more than one-third of the prosthesis length. Type-B-fractures are also located in the area of
the tip of the prosthesis but have a smaller extension proximally or can also run out distally.
Fractures distal to the prosthesis stem are classified as Type-C-fractures. The classification,
therefore, only refers to the localization and height of the fracture in relation to the length
of the stem (Figure 1).

2.2. Classification of Worland

The classification by Worland et al. included not only the localization but also the
stability of the inserted prosthesis [11]. There is a similarity to the Vancouver classification
for periprosthetic proximal femoral fractures [21]. Worland et al. divided the fractures
into type A, type B, having the subgroups B1 to B3 and type C. Type-A-Fractures include
fractures in the area of the tuberosity. Fractures around the shaft of the humerus are
classified as type B fractures. Type B1 describes a spiral shaft fracture with a fixed prosthesis.
A transversal fracture with a fixed prosthesis is defined as Type B2. Type-B3-Fractures are
located in the area of the stem with a loose implant. Worland et al. recommend conservative
therapy or ORIF for Type A, Type B1 and Type C fractures [11]. For Type B2 and Type B3
fractures, a change to a long stem prosthesis is indicated [11] (Figure 2).



J. Clin. Med. 2023, 12, 3168 3 of 10J. Clin. Med. 2023, 12, x FOR PEER REVIEW 3 of 10 
 

 

 
Figure 1. Classification of Wright & Cofield [12]. Purple lines show fracture extensions. (a) Type-A-
fracture: around the tip of the prosthesis stem with extension proximally by more than one-third of 
the length of the prosthesis stem. (b) Type-B-fracture: localized at the tip of the prosthesis with distal 
extension. (c) Type-C-fractures: localized distal to the tip of the prosthesis stem. 
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tures in the area of the tuberosity. Fractures around the shaft of the humerus are classified 
as type B fractures. Type B1 describes a spiral shaft fracture with a fixed prosthesis. A 
transversal fracture with a fixed prosthesis is defined as Type B2. Type-B3-Fractures are 
located in the area of the stem with a loose implant. Worland et al. recommend conserva-
tive therapy or ORIF for Type A, Type B1 and Type C fractures [11]. For Type B2 and Type 
B3 fractures, a change to a long stem prosthesis is indicated [11] (Figure 2). 

 

Figure 1. Classification of Wright & Cofield [12]. Purple lines show fracture extensions. (a) Type-A-
fracture: around the tip of the prosthesis stem with extension proximally by more than one-third of
the length of the prosthesis stem. (b) Type-B-fracture: localized at the tip of the prosthesis with distal
extension. (c) Type-C-fractures: localized distal to the tip of the prosthesis stem.
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Figure 2. Classifications of Worland et al. [11]. Purple lines show fracture extensions. (a) Type-A-
fracture: includes fractures of the tubercula; (b–d) Type-B-fractures: fractures in the shaft region.
(b) Type-B1-fracture: a spiral shaft fracture with a stable shaft. (c) Type-B2-fracture: a transverse
fracture with a stable shaft. (d) Type-B3-fracture: in the shaft area with a loosened prosthesis shaft.
(e) Type-C-fracture: located sufficiently far distal to the prosthesis shaft.

2.3. Unified Classification System for Periprosthetic Fractures (UCPF)

According to the AO fracture classification, Duncan and Haddad developed the
Unified classification system for periprosthetic fractures (UCPF) [22,23]. UCPF is not
limited to a single joint and is a method for classifying periprosthetic fractures of the
shoulder, elbow, hand, hip, knee and ankle joints. According to UCPF, every joint has a
Roman numeral, and the shoulder joint is defined as No. I. The following Arabic numeral
represents the fractured bone adjacent to the arthroplasty, in the case of the shoulder
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joint, the humerus (I.1) or glenoid/scapula (I.14). Periprosthetic fractures are divided into
seven types from A to F with corresponding subgroups. A-fractures are apopyseal or
extraarticular/periarticular, including a fracture of the greater (I.1.A1) or lesser tuberosity
(I.1.A2) regarding the humerus. In the case of the scapula, it is an avulsion of the coracoid
process (I.14.A1) or an avulsion of the acromion (I.14.A2). B-fractures are in the bed or
around the implant and divided into three subgroups: B1 means a stable implant and
good bone quality, B2 a loose implant and good bone quality and B3 a loose prosthesis
and poor bone quality/bone defects respecting the humeral (I.1.B1–3) or glenoid implants
(I.14.B1–3). C-fractures are clear of or distant to the implant. Regarding the humerus, these
include a fracture of the shaft or distal (I.1.C) and a body fracture of the scapula (I.14.C).
D-fractures divide the bone between two implants or are interprosthetic. Regarding the
shoulder, these include, for example, between a shoulder and elbow arthroplasty (I.1.D).
E-fractures according to the UCPF offer fractures of each of the two bones supporting the
arthroplasty, and therefore include fractures of the humerus and scapula at the same time
(I.1.E). Fractures facing and articulating with a Hemi-arthroplasty are F-fractures. With
reference to the shoulder are fractures of the glenoid in contact with the inserted humeral
hemiarthroplasty (I.14.E).

In 2020, Stolberg-Stolberg et al. published a treatment recommendation according to
the UCPF subclassifications [24].

2.4. Classification of Kirchhoff

The classification of Kirchhoff et al. is based on CT Imaging [25]. According to their
classification, Kirchhoff et al. published a treatment recommendation in 2018 [19]. Six items
specify the PPSFx: (1) type of prosthesis (stemless, anatomic, reversed); (2) fracture location
as humeral, glenoidal or acromial; (3) hemi or total arthroplasty; (4) intact or torn rotator
cuff; (5) relation of the fracture to the specific stem type; and (6) implant stability (loose or
stable). This results in a code with six digits, from which a recommendation of treatment
can be determined [25] (Figure 3).
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2.5. Statistical Analysis

The sample size explains that PPSFx is a rare pathology. We retrospectively reviewed
all periprosthetic fractures of the shoulder joint treated in our hospital from 2011 to 2020
and included the cases if the inclusion criteria were fulfilled.

Statistical analysis was performed using SPSS 27 (SPSS Inc., Chicago, IL, USA).
All data were analyzed using Krippendorff’s alpha (α) statistic to measure the level of

inter-observer agreement for two or more observers and the unweighted Cohen’s Kappa (κ)
to measure the intra-observer agreement applying the classification systems and specified
treatment recommendations. The Landis and Koch criteria were used for interpretation [20].
Values of 0.00 to 0.20 indicate slight agreement; 0.21 to 0.40, fair agreement; 0.41 to 0.60,
moderate agreement; 0.61 to 0.80, substantial agreement. Values of more than 0.80 represent
almost perfect agreement [26].

3. Results
3.1. Comprehensiveness

The Wright & Cofield classification and Worland classification represent only peripros-
thetic humerus fractures and therefore only 20 (80%) of the 25 fractures evaluated in this
study. All 25 fractures tested could be evaluated by UCPF and Kirchhoff classification.

3.2. Inter-Rater Reliability

The inter-rater reliability of all raters for the Wright & Cofield classification was
substantial (α: 0.78). No difference between the expert group (α: 0.79) and non-expert
group (α: 0.79) was shown. Relating to the Worland classification, the inter-rater reliability
for all raters was substantial (α: 0.65). A higher inter-rater reliability in the non-expert
group (α: 0.74) compared to the expert group (α: 0.69) was shown. We found moderate
inter-rater reliability for the UCPF for all raters (α: 0.57). No large difference between the
substantial agreements for the group of experts (α: 0.64) and non-experts (α: 0.62) could be
demonstrated. Applying the Kirchhoff classification for all raters, a moderate inter-rater
agreement was found (α: 0.45). In the expert group, a slightly higher agreement (α: 0.54)
was observed compared to the non-expert group (α: 0.40). The data for all groups for
inter-rater reliability are given in Table 1.

Table 1. Inter-rater reliability.

Classification/Group Wright & Cofield
(α)

Worland
(α)

UCPF
(α)

Kirchoff
(α)

Experts 0.79 (0.70–0.86) 0.69 (0.61–0.77) 0.64 (0.54–0.73) 0.54 (0.44–0.63)
Non-experts 0.79 (0.70–0.86) 0.74 (0.64–0.82) 0.62 (0.52–0.70) 0.40 (0.30–0.48)

All Raters 0.78 (0.74–0.82) 0.65 (0.62–0.70) 0.57 (0.52–0.61) 0.45 (0.41–0.50)

3.3. Intra-Rater Reliability

According to the Wright & Cofield classification, an almost perfect intra-rater reliability
for all raters was found (κ: 0.86). There was no substantial difference between the group
of experts (κ: 0.86) and non-experts (κ: 0.85). For the Worland classification, substantial
intra-rater reliability of all raters (κ: 0.79) was determined. There was a slight difference
between the group of experts (κ: 0.77) and non-experts (κ: 0.80). The UCPF showed an
almost perfect intra-rater reliability (κ: 0.82) for all raters. The expert group showed a
higher, almost perfect intra-rater reliability (κ: 0.86) compared to the substantial agreement
of the non-expert group (κ: 0.77). The intra-rater reliability using the Kirchhoff classification
for all raters was substantial (κ: 0.66). The non-expert group showed a slightly higher,
substantial intra-rater agreement (κ: 0.70) compared to the expert group (κ: 0.62). The data
for intra-rater reliability is given in Table 2.
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Table 2. Intra-rater reliability.

Classification/Group Wright & Cofield
(κ)

Worland
(κ)

UCPF
(κ)

Kirchhoff
(κ)

Expert 1 0.95 (0.84–1.05) 0.80 (0.62–0.98) 0.95 (0.84–1.05) 0.77 (0.59–0.94)
Expert 2 0.78 (0.58–0.98) 0.75 (0.43–0.85) 0.78 (0.59–0.98) 0.48 (0.27–0.69)

Experts 0.86 (0.71–1.01) 0.77 (0.59–0.96) 0.86 (0.72–1.01) 0.62 (0.43–0.82)

Non-expert 1 0.87 (071–1.04) 0.77 (0.59–0.96) 0.90 (0.76–1.03) 0.71 (0.52–0.90)
Non-expert 2 0.83 (0.69–1.02) 0.83 (0.65–1.01) 0.64 (0.43–0.85) 0.70 (0.50–0.90)

Non-experts 0.85 (0.68–1.03) 0.80 (0.62–0.98) 0.77 (0.60–0.94) 0.70 (0.51–0.89)

All Raters 0.86 (0.69–1.02) 0.79 (0.60–0.97) 0.82 (0.66–0.98) 0.66 (0.47–0.86)

3.4. Reliabilities of Treatment Recommendations

Applied to the treatment recommendations, moderate intra-rater reliability for all
raters (κ: 0.58) was found. A higher, substantial intra-rater agreement was found for the
group of experts (κ: 0.66) compared to the moderate agreement for the group of non-experts
(κ: 0.50). A moderate inter-rater reliability of the specified recommendations for all raters
was found (α: 0.58). The inter-rater agreement was higher for the expert group (α: 0.59)
than the non-expert group (α: 0.47).

In Table 3, the intra-rater, and in Table 4, the inter-rater reliabilities for the treatment
recommendation are presented.

Table 3. Intra-rater reliability for treatment recommendations.

Value/Group Cohens Kappa (κ)

Expert 1 0.70 (0.59–0.81)
Expert 2 0.62 (0.49–0.75)

Experts 0.66 (0.54–0.78)

Non-expert 1 0.55 (0.44–0.66)
Non-expert 2 0.45 (0.49–0.75)

Non-experts 0.50 (0.47–0.71)

All raters 0.58 (0.51–0.75)

Table 4. Inter-rater reliability for treatment recommendations.

Value/Group k-Alpha (α)

Experts 0.59 (0.47–0.69)
Non-experts 0.47 (0.35–0.58)

All Raters 0.49 (0.43–0.54)

4. Discussion

Maurice E. Müller said, “A classification is useful only if it considers the severity of
the bone lesion and serves as a basis for treatment and for evaluation of the results [27].”
A comprehensive classification with high validity, reliability and objectivity is elementary
for a focused therapy. This study evaluated the intra-rater and inter-rater reliability of the
established classification systems of PPSFx and analyzed if there were consistent therapy
recommendations among surgeons.

Regarding the Wright & Cofield and Worland classifications, we found substan-
tial inter-rater and almost perfect or substantial intra-rater agreements for the tested
groups. We found using UCPF moderate or substantial inter-rater and substantial and
almost perfect intra-rater reliabilities. Applying the Kirchhoff classification, fair or mod-
erate inter-rater and moderate or substantial intra-rater reliabilities were measured. This



J. Clin. Med. 2023, 12, 3168 7 of 10

study assessed substantial inter-rater and moderate intra-rater agreements for predefined
treatment recommendations.

In 2013, Andersen et al. published an evaluation of the Wright & Cofield classification
by using 36 post-operative cases of PPSFx of the humerus. Three upper extremity-trained
surgeons graded on two different occasions. They reported fair inter-observer (κ: 0.37)
and substantial intra-observer reliabilities (κ: 0.69) [20]. In the study of Kuhn et al. from
2022, four observers rated 34 cases of periprosthetic humeral fractures for the Wright &
Cofield, Campbell, Worland and Groh classifications, and treatment recommendations
encrypted and randomized on two separate occasions. The statistical analysis was slightly
different but comparable to our study [17]. Kuhn et al. showed substantial intra-observer
(κ: 0.703) and moderate inter-observer agreements (Fleiss’ κ: 0.583) for the Wright & Cofield
classification [17]. In 2022, Auran et al. published an analysis of the intra- and inter-
reliabilities of the Wright & Cofield classification, the UCPF and recommended treatment
for seventy-six cases rated by three upper extremity-trained surgeons [18]. They determined
a moderate intra-rater agreement (κ: 0.4.4) and a slight inter-rater agreement (κ: 0.04) for
the Wright & Cofield classification [18].

Our study showed higher, almost perfect intra-observer (κ: 0.86) and substantial
inter-observer agreements (α: 0.78) using the three-step classification of Wright & Cofield.

Applying the Worland classification, Kuhn et al. evaluated fair intra-observer agree-
ment (κ: 0.637) and moderate inter-observer reliability (Fleiss’ κ: 0.496) [17]. Higher,
substantial intra-observer reliability (κ: 0.79) and higher, substantial inter-observer reliabil-
ity (α: 0.65) were found in our study. The Worland classification was the gold standard to
classify PPSFx before using the UCPF at our hospital; therefore, high reliabilities could be
explained in addition to the quality of the X-rays.

Auran et al. showed in their study applying the UCPF for PPSFx of the humerus
substantial intra-rater reliability (κ: 0.51) and fair inter-rater reliability (κ: 0.29) [18]. In our
study, we found higher, almost perfect intra-rater agreement (κ: 0.82) for grading PPSFx
of the humerus and scapular. This difference may be attributed to the fact that, in our
hospital, the UCPF is the standard to classify PPSFx, and therefore there may have been
more experience in its use.

Kirchhoff et al. showed in the validation of their classification for PPSFx an almost
perfect inter-rater reliability of two rating trauma surgeons (κ: 0.94) [19]. Our study showed
a far lower, moderate inter-rater agreement for all four observers (α: 0.45), respectively
for the group of experts (α: 0.54) and non-experts (α: 0.40). Kirchhoff et al. evaluated CT
images, which allowed a highly probable, better assessment of the fracture and especially of
the rotator cuff status than in this study, which only used X-rays for evaluation. In addition,
the Kirchhoff group developed this complex classification system, so it can be assumed
that they have more experience in its application [19].

Kuhn et al. showed a moderate inter-observer agreement (κ: 0.490) for preferred
management strategy of PPSFx [17]. For the treatment recommendation, Auran et al. found
moderate intra-rater (κ: 0.57) and moderate inter-rater observer agreement (κ: 0.41) [18].
Our study underlines these results by finding moderate intra-rater (κ: 0.58) and moderate
inter-rater agreement (α: 0.49). Therefore, the decision for therapy only justified by X-rays
does not seem permissible. Based on the UCPF, a treatment algorithm was described
by Stolberg-Stolberg et al. [24]. The authors of the Kirchhoff classification developed an
algorithm for their classification [19,25]. There are also other non-classification-based
treatment algorithms for periprosthetic humerus fractures [3,5,28]. No treatment algorithm
was proven superior in terms of clinical outcome score. Several retrospective studies on
the outcome after therapy of periprosthetic humerus fractures with small numbers of
cases have been published [10–12,16,20,29–35]. There is an urgent need for studies with
larger numbers of cases for the validation of the established classification systems and
classification-based outcomes after treatment to find the best possible and comparable
treatment for our patients.
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As expected, the more complex classifications have lower intra-rater and inter-rater
reliabilities. Generally, there are no major differences between the expert and the non-expert
groups. Quick learnability without distinct previous knowledge of shoulder surgery seems
to be given for all tested classification systems. The higher intra-rater reliability using the
UCPF, as well as higher inter-rater reliability using the Kirchoff classification, suggests
a slightly more reproducible application among the experienced shoulder surgeons for
the more complex classifications. The moderate intra-rater and inter-rater reliabilities
for the pre-specified recommended treatment in all publications show the need for more
precise treatment recommendations for PPSFx, adjusted by more information such as
cross-sectional imaging and general health status of the patient [17,18].

A limitation of this study is the small sample size, which is caused by the still low
incidence of the pathology. Not every possible subtype of the tested classification systems
was presented. Not every tested classification system included every presented fracture.
The classification systems of Worland and Wright & Cofield only address humeral-side
fractures and are therefore not comprehensive. The Kirchhoff classification is established as
a CT classification; we used radiographs in our study. Audigé, Bhandari and Kellam defined
a standard for the evaluation of reliability [36]. Our study fulfils many of the required
characteristics, such as a clear definition of the classification systems, explicit inclusion and
exclusion criteria and adapted statistical methods. The small number of observers and
the lack of intraoperative findings are considered limitations. Some evaluating surgeons
treated the patients and may have remembered the cases from the X-rays. With the division
of the treatment recommendations into four groups, we have made a preselection, and
further subdivisions and resulting lower reliabilities are possible.

5. Conclusions

Our study shows that the more complex classification systems for PPSFx (UCPF,
Kirchhoff) offer lower intra-observer and inter-observer reliabilities but are comprehensive.
Simple classification systems (Wright & Cofield, Worland) show the highest inter- and intra-
observer reliability; however, they lack comprehensiveness as they fail to describe scapula-
sided fractures. The UCPF seems to offer an acceptable combination of comprehensiveness
and reliability.

Even pre-specified treatment recommendations reveal just moderate intra- and inter-
observer agreements. Therefore, decision-making just including X-rays seems not accept-
able. More information is needed. The number of studies on classification-based outcome
measurement is still low. Hence, there is an urgent need for this kind of study.

Author Contributions: Conceptualization, F.P. and M.W.; methodology, F.P., P.M. and M.W.; re-
sources, M.W.; validation: F.P., D.K. and M.W.; formal analysis, M.W.; investigation, P.M., K.T., M.M.,
D.A, K.B., F.P. and M.W.; data curation, M.W.; statistical analyses: M.W.; writing—original draft
preparation, M.W.; writing—review and editing, M.W., D.A., P.M., D.K. and L.B.; visualization, M.W.;
supervision, P.M., U.S., F.P. and D.A.; project administration, F.P. and M.W. All authors have read and
agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the Institutional Review Board of the Charité—University Medicine
Berlin (ethics proposal number EA4/096/20).

Informed Consent Statement: Patient consent was waived for evaluation of X-rays without the
ability to identify the patient.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Conflicts of Interest: P.M. has received consulting fees from Arthrex Inc., Medacta, and Alyve
Medical. The other authors declare no conflict of interest.



J. Clin. Med. 2023, 12, 3168 9 of 10

References
1. Lübbeke, A.; Rees, J.L.; Barea, C.; Combescure, C.; Carr, A.J.; Silman, A.J. International variation in shoulder arthroplasty. Acta

Orthop. 2017, 88, 592–599. [CrossRef] [PubMed]
2. Wagner, E.R.; Farley, K.X.; Higgins, I.; Wilson, J.M.; Daly, C.A.; Gottschalk, M.B. The incidence of shoulder arthroplasty: Rise and

future projections compared with hip and knee arthroplasty. J. Shoulder Elb. Surg. 2020, 29, 2601–2609. [CrossRef] [PubMed]
3. Brusalis, C.M.; Taylor, S.A. Periprosthetic Fractures in Reverse Total Shoulder Arthroplasty: Current Concepts and Advances in

Management. Curr. Rev. Musculoskelet. Med. 2020, 13, 509–519. [CrossRef] [PubMed]
4. Williams, G.R.; Iannotti, J.P. Management of periprosthetic fractures: The shoulder. J. Arthroplast. 2002, 17, 14–16. [CrossRef]
5. Steinmann, S.P.; Cheung, E.V. Treatment of Periprosthetic Humerus Fractures Associated with Shoulder Arthroplasty. J. Am. Acad.

Orthop. Surg. 2008, 16, 199–207. [CrossRef] [PubMed]
6. García-Fernández, C.; Lópiz-Morales, Y.; Rodríguez, A.; López-Durán, L.; Martínez, F.M. Periprosthetic humeral fractures

associated with reverse total shoulder arthroplasty: Incidence and management. Int. Orthop. 2015, 39, 1965–1969. [CrossRef]
7. Wagner, E.; Houdek, M.T.; Elhassan, B.T.; Sanchez-Sotelo, J.; Cofield, R.H.; Sperling, J.W. What Are Risk Factors for Intraoperative

Humerus Fractures During Revision Reverse Shoulder Arthroplasty and Do They Influence Outcomes? Clin. Orthop. Relat. Res.
2015, 473, 3228–3234. [CrossRef]

8. Cameron, B.; Iannotti, J.P. Periprosthetic Fractures of the Humerus and Scapula. Orthop. Clin. N. Am. 1999, 30, 305–318. [CrossRef]
9. Boyd, A.D.; Thornhill, T.S.; Barnes, C.L. Fractures adjacent to humeral prostheses. J. Bone Jt. Surg. 1992, 74, 1498–1504. [CrossRef]
10. Kumar, S.; Sperling, J.W.; Haidukewych, G.H.; Cofield, R.H. Periprosthetic Humeral Fractures After Shoulder Arthroplasty. J.

Bone Jt. Surg. 2004, 86, 680–689. [CrossRef]
11. Worland, R.L.; Kim, D.Y.; Arredondo, J. Periprosthetic humeral fractures: Management and classification. J. Shoulder Elb. Surg.

1999, 8, 590–594. [CrossRef] [PubMed]
12. Wright, T.W.; Cofield, R.H. Humeral fractures after shoulder arthroplasty. J. Bone Jt. Surg.-Ser. A 1995, 77, 1340–1346. [CrossRef]

[PubMed]
13. Singh, J.A.; Sperling, J.; Schleck, C.; Harmsen, W.; Cofield, R. Periprosthetic Fractures Associated with Primary Total Shoulder

Arthroplasty and Primary Humeral Head Replacement. J. Bone Jt. Surg.-Ser. A 2012, 94, 1777–1785. [CrossRef]
14. Athwal, G.S.; Sperling, J.W.; Rispoli, D.M.; Cofield, R.H. Periprosthetic Humeral Fractures During Shoulder Arthroplasty. J. Bone

Jt. Surg. 2009, 91, 594–603. [CrossRef] [PubMed]
15. Atoun, E.; Van Tongel, A.; Hous, N.; Narvani, A.; Relwani, J.; Abraham, R.; Levy, O. Reverse shoulder arthroplasty with a short

metaphyseal humeral stem. Int. Orthop. 2014, 38, 1213–1218. [CrossRef] [PubMed]
16. Mineo, G.; Accetta, R.; Franceschini, M.; Dell’Acqua, G.P.; Calori, G.M.; Meersseman, A. Management of shoulder periprosthetic

fractures: Our institutional experience and review of the literature. Injury 2013, 44, S82–S85. [CrossRef]
17. Kuhn, M.Z.; King, J.J.; Wright, T.W.; Farmer, K.W.; Levy, J.C.; Hao, K.A.; Wallace, A.; Patrick, M. Periprosthetic humerus fractures

after shoulder arthroplasty: An evaluation of available classification systems. J. Shoulder Elb. Surg. 2022, 31, 2034–2042. [CrossRef]
18. Auran, R.L.; Tran, T.L.; Dehghan, N.; McKee, M.D.; Lederman, E.S. Reliability of Current Classification Systems for Periprosthetic

Fractures of the Humerus. J. Orthop. Trauma 2022, 37, 83–88. [CrossRef]
19. Kirchhoff, C.; Beirer, M.; Brunner, U.; Buchholz, A.; Biberthaler, P.; Crönlein, M. Validation of a new classification for periprosthetic

shoulder fractures. Int. Orthop. 2018, 42, 1371–1377. [CrossRef]
20. Andersen, J.R.; Williams, C.D.; Cain, R.; Mighell, M.; Frankle, M. Surgically Treated Humeral Shaft Fractures Following Shoulder

Arthroplasty. J. Bone Jt. Surg.-Ser. A 2013, 95, 9–18. [CrossRef]
21. Duncan, C.P.; Masri, B.A. Fractures of the femur after hip replacement. Instr. Course Lect. 1995, 44, 293–304. [PubMed]
22. Schuetz, M.; Perka, C. Periprosthetic Fracture Management; Thieme Medical Publishers: New York, NY, USA, 2013.
23. Duncan, C.P.; Haddad, F.S. The Unified Classification System (UCS): Improving our understanding of periprosthetic fractures.

Bone Jt. J. 2014, 96-B, 713–716. [CrossRef] [PubMed]
24. Stolberg-Stolberg, J.; Schliemann, B.; Raschke, M.J.; Katthagen, J.C. Periprosthetic fractures of the shoulder girdle. Der Chir. 2020,

91, 841–850. [CrossRef] [PubMed]
25. Kirchhoff, C.; Biberthaler, P. Klassifikation periprothetischer Schulterfrakturen. Der Unfallchirurg 2016, 119, 264–272. [CrossRef]

[PubMed]
26. Landis, J.R.; Koch, G.G. The Measurement of Observer Agreement for Categorical Data. Biometrics 1977, 33, 159–174. [CrossRef]

[PubMed]
27. Buckley, R.E.; Moran, C.G.; Apivatthakakul, T. 1.4 Fracture classification. AO Princ. Fract. Manag. 2018, 39. [CrossRef]
28. Sanchez-Sotelo, J.; Athwal, G.S. Periprosthetic Postoperative Humeral Fractures After Shoulder Arthroplasty. J. Am. Acad. Orthop.

Surg. 2022, 30, e1227–e1239. [CrossRef]
29. Martinez, A.A.; Calvo, A.; Cuenca, J.; Herrera, A. Internal Fixation and Strut Allograft Augmentation for Periprosthetic Humeral

Fractures. J. Orthop. Surg. 2011, 19, 191–193. [CrossRef]
30. Novi, M.; Porcellini, G.; Donà, A.; Tarallo, L.; Micheloni, G.; Giorgini, A.; Paladini, P.; Catani, F. A Long-Term Follow-Up of

Post-Operative Periprosthetic Humeral Fracture in Shoulder Arthroplasty. Geriatr. Orthop. Surg. Rehabilitation 2021, 12, 1–9.
[CrossRef]

31. Campbell, J.T.; Moore, R.S.; Iannotti, J.P.; Norris, T.R.; Williams, G.R. Periprosthetic humeral fractures: Mechanisms of fracture
and treatment options. J. Shoulder Elb. Surg. 1998, 7, 406–413. [CrossRef]

https://doi.org/10.1080/17453674.2017.1368884
https://www.ncbi.nlm.nih.gov/pubmed/28880117
https://doi.org/10.1016/j.jse.2020.03.049
https://www.ncbi.nlm.nih.gov/pubmed/33190759
https://doi.org/10.1007/s12178-020-09654-8
https://www.ncbi.nlm.nih.gov/pubmed/32506260
https://doi.org/10.1054/arth.2002.32683
https://doi.org/10.5435/00124635-200804000-00003
https://www.ncbi.nlm.nih.gov/pubmed/18390482
https://doi.org/10.1007/s00264-015-2972-7
https://doi.org/10.1007/s11999-015-4448-x
https://doi.org/10.1016/S0030-5898(05)70085-7
https://doi.org/10.2106/00004623-199274100-00008
https://doi.org/10.2106/00004623-200404000-00003
https://doi.org/10.1016/S1058-2746(99)90095-2
https://www.ncbi.nlm.nih.gov/pubmed/10633894
https://doi.org/10.2106/00004623-199509000-00008
https://www.ncbi.nlm.nih.gov/pubmed/7673283
https://doi.org/10.2106/JBJS.J.01945
https://doi.org/10.2106/JBJS.H.00439
https://www.ncbi.nlm.nih.gov/pubmed/19255219
https://doi.org/10.1007/s00264-014-2328-8
https://www.ncbi.nlm.nih.gov/pubmed/24705690
https://doi.org/10.1016/S0020-1383(13)70018-4
https://doi.org/10.1016/j.jse.2022.04.011
https://doi.org/10.1097/BOT.0000000000002493
https://doi.org/10.1007/s00264-018-3774-5
https://doi.org/10.2106/JBJS.K.00863
https://www.ncbi.nlm.nih.gov/pubmed/7797866
https://doi.org/10.1302/0301-620X.96B6.34040
https://www.ncbi.nlm.nih.gov/pubmed/24891568
https://doi.org/10.1007/s00104-020-01225-4
https://www.ncbi.nlm.nih.gov/pubmed/32583028
https://doi.org/10.1007/s00113-016-0159-3
https://www.ncbi.nlm.nih.gov/pubmed/26992712
https://doi.org/10.2307/2529310
https://www.ncbi.nlm.nih.gov/pubmed/843571
https://doi.org/10.1055/b-0038-160815
https://doi.org/10.5435/JAAOS-D-21-01001
https://doi.org/10.1177/230949901101900212
https://doi.org/10.1177/21514593211039908
https://doi.org/10.1016/S1058-2746(98)90033-7


J. Clin. Med. 2023, 12, 3168 10 of 10

32. Wutzler, S.; Laurer, H.L.; Huhnstock, S.; Geiger, E.V.; Buehren, V.; Marzi, I. Periprosthetic humeral fractures after shoulder
arthroplasty: Operative management and functional outcome. Arch. Orthop. Trauma Surg. 2008, 129, 237–243. [CrossRef]

33. Greiner, S.; Stein, V.; Scheibel, M. Periprosthetic humeral fractures after shoulder and elbow arthroplasty. Acta Chir. Orthop.
Traumatol. Cech. 2011, 78, 490–500. [PubMed]

34. Sewell, M.D.; Kang, S.N.; Al-Hadithy, N.; Higgs, D.S.; Bayley, I.; Falworth, M.; Lambert, S.M. Management of peri-prosthetic
fracture of the humerus with severe bone loss and loosening of the humeral component after total shoulder replacement. J. Bone
Jt. Surg.-Ser. B 2012, 94, 1382–1389. [CrossRef] [PubMed]

35. Groh, G.I.; Heckman, M.M.; Wirth, M.A.; Curtis, R.J.; Rockwood, C.A. Treatment of fractures adjacent to humeral prostheses. J.
Shoulder Elb. Surg. 2008, 17, 85–89. [CrossRef] [PubMed]

36. Audigé, L.; Bhandari, M.; Kellam, J. How reliable are reliability studies of fracture classifications?A systematic review of their
methodologies. Acta Orthop. 2004, 75, 184–194. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1007/s00402-008-0746-z
https://www.ncbi.nlm.nih.gov/pubmed/22217401
https://doi.org/10.1302/0301-620X.94B10.29248
https://www.ncbi.nlm.nih.gov/pubmed/23015565
https://doi.org/10.1016/j.jse.2007.05.007
https://www.ncbi.nlm.nih.gov/pubmed/18069012
https://doi.org/10.1080/00016470412331294445

	Introduction 
	Materials and Methods 
	Classification of Wright & Cofield 
	Classification of Worland 
	Unified Classification System for Periprosthetic Fractures (UCPF) 
	Classification of Kirchhoff 
	Statistical Analysis 

	Results 
	Comprehensiveness 
	Inter-Rater Reliability 
	Intra-Rater Reliability 
	Reliabilities of Treatment Recommendations 

	Discussion 
	Conclusions 
	References

