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811,18)

26)

Neer
CT
(interobserver rdidhility)
(intrachserver reproducibility)

Table 2. Reclassfication on simple radiographs

Angulation pattern ~ Valgustype  Varustype

(OXEQ)
1] |

Post-sup facing ~ Ant-inf facing

Facing of
humeral head

AO ;ﬁ@i\ j}é\

Post-sup facing ~ Ant-inf facing

BN I8
Dominant [ia]
tuberosity
(facing)
, Gregt tuberosity  Lesser tuberosity
dominant dominant
4
(lem)
1995 3 2000 6 3 4
4 12
21 (1cm)
(valgus posterosuperior facing type)
(varus anteroinferior facing type) , 1
3
3 4 (Tablel, 2). ;
Table 1. Reclassification of 3 & 4 part fracture of proximal humerus
Valgus post-sup facing fracture case
Valgus post-sup facing GT  dominant 3 part fracture (Valgus 3P) 8
Valgus post-sup facing GT dominant LT' displaced 4 part fracture (Vagus 4P D) 2
Valgus post-sup facing GT dominant LT undisplaced 4 part fracture (Valgus 4P UD) 0
Varus ant-inf facing fracture
Varus ant-inf facing LT dominant 3 part fracture (Varus 3P) 6
Varus ant-inf facing LT dominant GT displaced 4 part fracture (Varus4P D) 3
Varus ant-inf facing LT dominant GT undisplaced 4 part fracture (Varus4P UD) 2

Greater tuberosity t Lesser tuberosity
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UCLA
shoulder reting scalel)(Table 3)
2
Table 3. UCLA shoulder rating scale
score

Pain 10
Function 10
Active forward flexion 5
Strength of forward flexion 5
Satisfaction of the patient 5
excellent : 34-35points, good : 28-33points
fair : 21-27 points, poor : 0-20points

1

21 13 , 8 ,

615 (324 ) , 2 8
9 , 8 ,
4 4
5, 4
2
5,18,19)
3
(vagus posterosuperior

facing type ; greet tuberosity dominant), (Fig 1)
(varus anteroinferior facing type ; lesser tuberosity
dominant), (Fig 2, 3)

Neer

10 (47%), 11 (53%) ,

(posterosuperior facing) 10

Fig 1: Valgus posterosuperior facing GT dominant 3
part fracture(Valgus 3P) : Initially classified as
Neer' s 3 part fracture

Fig 2 : Varus anteroinferior facing LT ddminant 3
part fracture(Varus 3P) : Initially classified as
Neer’s 3 part fracture

Fig 3 : Varus anteroinferior facing LT dominant GT
undisplaced 4 part fracture(Varus 4P UD) :
Initially calssified as Neer’'s 3 part fracture.



4 - 561

, (anteroinferior facing) 11
10 .1

18,19)

(dominant tuberosity)

- 4 (Varus
Anteroinferior facing L Tdominant GTundisplaced 4 part
fracture)
3.

10

n

4.
2
.UCLA
9 8 (8%) , 10 4
(40%)
(Tabled), (p<0.05).
Table 4. Comparison of valgus to varus pattern
(UCLA scale)
excel good fair poor tota
valgus 3p 3 4 1 0 8
valgus 4p" 0 1 0 0 1
Valgus 3 5 1 0 9
varus 3p 1 2 3 0 6
varus 4p 0 1 1 2 4
Varus 1 3 4 2 10
3part T 4part (P<0.05)
9
8 (8%%) , 10
4 (40%)
(Table
5), (p<0.05).

Table 5. Comparison of functional results by
operative methods

Operdtion UCLA Vagus3p Vagusdg Vaus3p Vausdp totd

Excellent
5 0 2 1 8
W ¢ %
RN Fair
o O 0 1 11
Excellent
o 2 1 0 0 4
Plating i
air
Poor 1 0 3 2 6

Tensionband wiring t 3part  4part (P<0.05)
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2
2
1
4612) 3
9 A9 B
. Neer
Codman”
4 ’
Neer 3
2
32021) - giebenrock®
Neer 26%, AO

38% ,Brie®  Neer
Soden® 3DCT

100%, - 91%

Neer

( L
)
.3
(firm fixation)
(minimal
sable fixation) 24619 Darder 7
K-
64% ,
Waner 2 ,
2 13
(dud platestabilization)  69%
(dud 1/3 plate)
3
T 3 1
8% A0%
Gerber 9
.Jakob 10 4

74%
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y 1 5
UCLA shoulder rating score

Nexr 3 4
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Abstract

Comparison study between valgusand varus
typein Neer’ s3and 4 part proximal humerusfracture

Chang-Hyuk Choi M.D., Koing-woo Kwon M.D., Shin-kun Kim M.D.,
Sang-wook Lee M.D., Dong-kyu Shin M.D., Seung-Jin Lee M.D.

Department of Orthopedic Surgery, School of Medicine
Catholic University of Taegu, Taegu, Korea

Purpose : We reclassified three- and four-part proximal humerus fractures by Neer’
s classification into valgus & varus type, and compared the results of these groups.

Materials & methods : 21 cases classified as three- and four-part fracture in Neer’ s
classification were treated surgically and followed for 12 months. We reclassfied the
21cases valgus and varus type fractures, according to angulation of fractures, facing of
humeral head, and dominant displaced tuberosity. Functional evaluation was done by
UCLA shoulder rating scale.

Results : Neer’ s three- and four-part proximal humerus fractures could be
reclassified based on angulation, facing of humeral head, and dominant tuberosity
displacement. The functional results according to UCLA shoulder rating scale were
good or excellant in 8 of 9 cases of valgus type(89%), and at 4 in 10 cases of varus
type(40%). The clinical result of the valgus type was better than that of the varus type.

Conclusion : Based on reclassification system of proximal humerus fractures,
clinical results and radiographic findings including angulation, facing of head, and
dominant tuberosity displacement showed close relationship. Neurovascul ar
complication were more frequent in the varus type. Therefore, careful evaluation
including surgical approach and soft tissue status should be considered in the varus
type of complex proximal humerus fracture.

Key Words : Proximal humerus, Fracture, Valgus, Varus

Addressreprint requeststo
Chang-Hyuk Choi M.D.
Department of Orthopedic Surgery, School of Medicine,
Catholic University of Taegu,

3056-6, Daemyoung 4 Dong, Nam Gu, Taegu, 715-718
Tel : (053)650-4276

Fax : (053)650-4272

E-mail : chchoi @cuth.cataegu.ac.kr




