Mechanical Testing Data Favor Modification of Humerus Fracture Treatment Algorithms
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Algorithms have been devised that facilitate decision Frachee Results of this study support modifying the main branch
making for the operative and non-operative treatment ! points in the algorithm of Nho et al (2007) [1] (Fig. 1).
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measurement Is <4mm then it iIs recommended to sing. | | TosF "Siing. il B ol R | il W o | i N 24 opinion stated in our prior study [3] that the use of DEXA
avoid open reduction and internal fixation (ORIF). A e R L o v M . b scans to estimate proximal humerus quality/strength must be
problem with the 4mm cutoff is that it is not based on questioned, especially In view of the fact that DEXA
data derived from mechanical testing. We sought to RESUItS measurements are  becoming more common In
determine if the 4mm threshold should be modified — blomechanical studies using proximal humeri |
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for each proximal humerus using DEXA scans [2].
Each humerus was loaded like a backwards fall
(2Zmm/sec, 30 degrees off axis) (Fig. 3). Test data, Level D1
recorded Included: (1) UFL (N), and (2) area under 2em
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the load-deformation curve (i.e., energy absorbed to
fracture; N-m). Differences between fracture loads

using Fisher’'s PLSD test (ANOVA). 2¢m
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