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Lobe-Lok™ Shoulder Arthroplasty and Fracture System

Introduction

Total and partial arthroplasty options are by their very nature complex and demanding
procedures and should always be approached with due care and considered preparation.

As with every prosthetic joint replacement, the shoulder arthroplasty is a challenging
surgical procedure. Acute proximal humeral fractures, as well as secondary fractures, are
the most common indications for shoulder replacement using a fracture prosthesis route.

In younger patients, the choice of treatment for any proximal humeral fracture is dedicated
to the procedure of Open Reduction and Internal Fixation (ORIF) either with a plate or a nail.

The therapy of proximal humeral fractures via prosthesis is indicated for the elderly
patient, 65 years and over.

Clear indications for a primary fracture prosthesis of the shoulder joint are:

» The dislocated 4-fragment fracture in the elderly with accompanying osteoporosis
¢ Severe head fractures

e Dorsal luxation with fracture damage of more than 1/3 of the humeral head

» Severely dislocated tangential head fragments with high risk of necrosis

The arthroplasty must not be undertaken without pre-operative planning. In order to
achieve a successful outcome, a well planned surgical technique in combination with
optimum soft tissue management, as well as careful reconstruction is called for. This
should then be followed by a planned rehabilitation programme.

Our surgical champions have developed and refined a simplified yet effective surgical
technigue planned around a small number of user-friendly instruments. This we believe

to be a significant contribution to the success of any complex shoulder arthroplasty/fracture
procedure. Furthermore, secure refixation of the greater and smaller tuberosity contributing
to a close and solid contact to the neck and the proximal stem of the prosthesis, further
contributes to a successful outcome.

Our ultimate vision is to offer all our upper extremity surgeons a one-stop shop which
offers a high quality Trauma, Arthroplasty and Heverse™ option, based principally on a
stable, flexible, yet common platform i.e our Lobe-Lok™ stems and Lobe-Lok™ couplings
and furthermore, a simple Re-surfacing Cap System™ for dealing effectively with early
indications.
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The Design Philosophy

Our object from the very outset was to develop a limited range of components with the ability
to mix-and-match, thus developing as wide a surgical solution as possible, with a limited
number of well chosen implants, with no resultant surgical compromise.

The Humeral Stem is offered in three sizes: small, medium and large and will sucessfully cover
95% of anatomic needs of maost indications. The stem when coated proximally with HA and
fitted with the HA coated AP insert, doubles as an excellant arthroplasty stem. The stem
uncoated and without the AP insert, is a flexible fracture stem. The stem and AP insert are
manufactured from high quality hipped, cobalt chrome castings.

Our two Lobe-Lok™ Neck Assemblies offer a wide range of angular, orbital and offset
variations designed to offer excellent surgical flexibility in rotating the reconstructed joint to

as near the patients original anatomic and physiological datum. Both our standard (135°) neck
assembly and the variable angle (126° to 144°) neck assembly are compatible with all three
stems.

@

SPRING CLIP VARIABLE ANGLE 126° - 144° STANDARD 135° LOCKING SCREW

Our Humeral Heads are offered in a range of diameters and off-sets to further encourage the
optimum joint re-construction.

42 46 50

>

Standard Head +5mm Offset +10mm Offset Humeral Coupling

Our 15mm Humeral Coupling enables the surgeon to intra-operatively cope with extreme neck
length situations.

Ceramic Heads are available in sizes 42, 46, 50 and 54mm

Our Peri-Form Glenoid Poly Implants are offered in 2 sizes to further facilitate bio-mechanical

stability and joint balance.

vieaium Large

The whole concept is developed to ensure that we offer our surgeons and patients the best
and most flexible opportunites currently possible. Nonetheless, as in any good system, we
keep our options under constant review in conjunction with our key surgeons to ensure that
we pro-actively address new solutions such as a Heverse™ Coupling and Re-surfacing
Cap™ which will then further strengthen the Lobe-Lok™ heritage.
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Assembly Technique

1. Gently advance the poly centralising peg into the neck
extension to align and centralise the spring clip.

@ LOBE-LOK™ SPRING CLIP ALIGNMENT GUIDE

2. Ensure the clip is located centrally in the female lobe groove.

./ X

CORRECT INCORRECT

3. Align the marker line on the lateral side of the stem collar to the chosen anatomical orientation
or displacement mark on the neck extension.

000
000

4. Mate the two lobes together allowing the spring clip to open over the male until the clip secures
into the groove locking the assembly together and then gently tighten the locking screw to stabilise
the construct.. It is not necessary to over tighten the screw.

LOCKING
SCREW

LOCKED
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Anatomical Displacements

135° Standard Neck

Schematic showing the range of anatomical
displacements available to the Lobe-Lok™
3mm from centre @ 30° increments generating
12 orbital options

126° - 144° Variable Angle Neck

18° in 3° increments generating 6 angular
orbital options in both M/L and A/P planes

Locking Mechanism

ML AP

Only 3 of 12 positions illustrated
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Modular Shoulder Fracture Prosthesis System

12 SURGICAL STEPS TO SUCCESS

Bone Grafting and
Closure

Refixation with
sutures and wire

11

Neck Angle and
Orbital Off-set 10

Stem Cementation
9

Determine Humeral
Length and Retrotorsion

Selection of the
Prosthetic Head Size ;

Preparation of the

Proximal Humerus 6

Humeral Head
Extraction 5

Greater and Lesser
Tubercula Preparation 4

Anterior Exposure
3

Patient
Positioning 2

Pre-Operative
Planning 1
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Step 1 - Pre-operative planning

The fracture type x-rays of the shoulder in both frontal and sagittal planes will provide

the early basis for a surgical intervention. Furthermore, this evaluation will be further
strengthened via a CT-Scan which will then enable surgeons to develop the best approach/
solution, and also risk-evaluate the possibly of conventional stabilisation post surgery.

The quality of a patient’s bone, will have a significant bearing on how the indication should be
treated. The CT-Scan will also assess valuable insight regarding the fractured tuberosity. There
are clear pre-operative criteria for a primary endoprosthesis regarding the radiological - anatomical
point score (fragment dislocation, tangential detachment, additional destruction and relevant
osteoporosis) and these should be followed.

The size of the prosthesis stem can be determined by x-ray scales of the healthy contra-lateral
humerus. Measurements of the diameter of the metaphysis and the contra-lateral height of the
humeral head, will yield valuable data as to the choice and size of implants to be employed.

According to the fracture situation and the anatomical view, a retroversion of the prosthesis is
fixed at 20° measured from the plane of the transepicondylar axis. The height of the stem is
planned under supervision of the fracture site and should also carefully consider the degree of
communication.

Fig. 1 Fig. 2
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X-ray Overlays

Typical examples of x-ray overlays available.

@; PLANTS
INTERNATIONAL

X-Ray Analysis Template
M /L STEM PROFILE

SIZE 1 - 135mm STEM - CEMENTED
135° NECK EXTENSION

I“O%sﬂxl:sm

T T oy

SLopLEL 2L L O

LaLidi-s

Printed in UK.
© IMPLANTS 2002

9
| |
[

0o

MAXIMUM MEDIAL
DISPLACENMENT

LOBE - LOK"
SYSTEM

MAXIMUM LATERAL
DESPLACEMENT

GG

@[MI’LAN s

X-Ray Analysis Template
M/L&A/P STEM PROFILES

SIZE 1 - 135mm STEM - CEMENTED
135" NECK EXTENSION

1 00% scale size

e e o e e

NEUTRALM /L
DISPLACEMENT

LOBE - LOK"

SYSTEM

AP DESPLACEMENTS

s o

@ IMPLANTS LOBE ; LOK

X-Ray Analysis Template
M/ L STEM PROFILE

SIZE 1-135mm STEM - CEMENTED
126 - 144" NECK EXTENSION

1 00 % scale size

] i F

144°

00

¥
BT
;on'

0k

e e o e e

SL P EL 2L L

Printed in U.K.
© IMPLANTS 2002

LOBE-10K"
@) reanzs ;10K

X-Ray Analysis Template
HUMERAL HEADS ASSEMBLIES
1012 TAPER

1 00% scale size

Lo STANDARD

10mm OFFSET

15mm OFFSET

Printed in UK.

© IMPLANTS 2002

Note: X-ray overlays are provided for all stem sizes.
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Step 2 - Patient positioning

We recommend placing the patient in the ‘beach-chair’ position with a free movable
arm and shoulder, enabling the surgeon to conveniently implant the shoulder prosthesis
and thus providing free position movement for the necessary intra-operative x-ray control.

The affected shoulder should extend over the lateral edge of the operating table, therefore
guaranteeing the intra-operative x-ray controls as well as the approval of the intra-operative
functional stability.

‘Beach Chair’
Patient Positioning

Fig. 3

’ Anterior

Incision Point

Fig. 4
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Step 3 - Anterior exposure for deltoideo pectoral approach

A 10 to 15cm skin incision is made on the front line of the shoulder joint (anterior access) from
the ac-joint and coracoid process to the lower part of the tuberculum along the deltoid pectoral
groove (classic anterior approach). The deltoid muscle is gently separated and the vena
cephalica is identified and carefully retracted to the medial part of the deltoid muscle.

Fig. 5

The nervus axillaris have to be protected during the capsular release. This careful
separation is the best chance of preserving the clavicula, acromial and humeral insertions
of the deltoid muscle. The incision of the fascia claviculo-pectoralis is performed lateral of
the musculus coraco brachialis if it is not damaged by the fracture situation. The coraco
acromialis ligament should usually be left intact for later additional support of the rotator
cuff and the capsule of the joint, helping to avoid an impingement symptomology.

The rotator cuff is carefully separated from the subscapularis area to the supraspinatus
area until the lower end of the coracoid, if it is not damaged by the fracture situation. No
tenotomy or excision of the long head of the biceps should be undertaken. In most cases
the tendon is still in connection with the greater tuberosity and it is important to keep it
intact for encouraging fixture joint stability.

_Deltoid Pectoralis Major
(Axillary Nerve) (Medial and Lateral
Cephalic Vein Pectoral Nerves)
Fascia over
Deltoid

Fascia over
Pectoralis Major

Fig. 6 Fig. 7
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Step 4 - Greater and lesser tubercula preparation

The long head of the biceps is a decisive landmark for identifying the area between the
lesser and greater tuberosity, depending on the type of fragments and fracture situations.
If the tubercular fragments have already been isolated, they should now be debreaded and
stabilised with sutures. They can later be used for the periostal and periprosthetic fixation
medially and laterally. If the tubercula are not isolated, they have to be divided with a chisel
and should then be fixed by non resorbable sutures.

Subscapularis Tendon
Coracoid
Process
Fig. 8
Conjoint
Tendon

Vessels (

The joint is approached by preparing the fracture line between the tuberositas incising

the rotator cuff along the long head of the biceps tendon up to the height of the ligamentum
acromio clavicularis. Thus the bicepital groove of the biceps should remain attached to the
greater tuberositas.

Subscapularis Coracoid Process
Tendon (cut) (cut)
Subscapularis Tendon
(cut)
. Joint Capsule
Joint Capsule (opened)
(opened)

Articlular Surface of
Humeral Head

Teres Major
Leash of Vessels

Fig. 9
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Step 5 — Humeral head extraction and pre-implanting measurements

Retracting the greater and smaller tuberositas, the humeral head fragments can be
extracted with a clamp. With an external rotation of the humeral shaft, the exposure
can be completed and the fragmented and fractured humeral head can be resected
by placing the arm under complete extension and slide adduction.

Deltoid
(cut)

Deltoid
Joint Capsule

Fig. 10 Fig. 11

Now the extent of damage can be ascertained.
Further on, additional bone fragments may have
to be extracted to avoid impingement.

The head fragment is a useful source of graft
material. The spongy part of it can be used as
interposition measurement between the fixation
of both tubercula. Bone grafting is recommended
to improve primary tuberosity stability and
secondary tuberositas healing.

Particularly on degenerative cases the humeral head
should be resected around the level of the neck, the
incision must start exactly on the cartilage, the osteotomy
plate can be used as a guide in order to provide the correct
position and cut.

The resected humeral head must be saved to re-confirm
size and diameter of the eventual head prosthesis.

; f"‘ Fig. 12
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Step 6 - Preparation of the proximal humerus before prosthesis implantation

In a fracture situation, the anatomical site is
extensively traumatised. The extended arm
with slight external rotation, gives a good
overview of the proximal humerus shaft
which is delivered out of the wound and a
good position for the preparation of the
proximal shaft.

More loose bone fragments can be
removed and any sharp cortical protrusions
need to be trimmed from the neck

of the shaft and the resected site should be
levelled and smoothened with the luer.

The humeral body size is chosen cognisant
of the degree of osteoporosis. Bone
fragments normally cannot be used for
grafting because of the solid cortical
material. The intramedullary channel is
widened with the broach and the decision
has to be made as to which size of the stem
should be implanted.

In rare cases, with a hard bone quality of
the medullary channel, it has to be reamed
with a hand reamer using a position in
adduction and slight external rotation by
keeping the entrance of the medullary
channel outside the glenoid.

Harvest and save cortical fragments for
use later on during reconstruction and
cementation.

Fig. 13

Page 13
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Step 7 — Selection of the prosthetic head size

Even though the humeral head may be damaged or fragmented into several parts, it

shall be preserved to enable the correct choice of the chosen prosthetic head. In 90 % of all
cases, a head size of between 46 and 50 mm diameter is the correct fitting for the glenoid,
guaranteeing a sufficient sliding connection between head and glenoid.

Fig. 14

Fig. 15

Typical @42mm Head Gauge

42mm ,

+10mm
Offset
42mm
+5mm
Offset
N
42mm )

Standard

\

@ LOME LOK™ HAEMAL HEAD mm)

Fig. 17

Fig. 16
The resected head is gauged using the height and diameter metal templates.
This process will determine the correct head component to be used.

The selected head component can be measured in comparison to the contra-lateral side

if an x-ray picture is available. Besides, the diameter and the height of the head have to be
measured. This is important for the right contact and tension of the tubercula in order to
achieve good functional objectives. The correct humeral head height and diameter will
collectively contribute to a satisfactory clinical outcome and will minimise the risk of a
re-dislocation especially of the greater tuberculum, thus leading to an impingement later on.

Page 14
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Step 8 — Choice of correct humeral length and retrotorsion

Maintaining the correct humeral stem will undoubtedly contribute to a much improved
bio-mechanical, articular and physiological outcome. This aspect must be carefully considered
during the debridement, measurement and analysis phase. Traditionally, truncated humerals
have led directly to poor clinico-functional results thus leading to instability and chronic inferior
subluxation subsequently contributing to chronic pain and disability.

Equally, a humerus with an insufficient resected head, will generate enhanced tension to the cuff
leading to secondary dislocation of the tubercula. This physiological condition will also contribute
to elevated subcromial compression leading to functional disability caused by a dislocated
tuberculum majus.

The correct proximal humeral shaft height is fundamental to a good surgical outcome. This
height and position must be chosen so that the tubercula can be re-attached to the neck
without undue tension i.e in as neutral a position as practicalable when the arm is in adduction.
In determining this muscle balance and subject to the patient's anatomic disposition, every
effort must be made to achieve proper retrotorsion of between 20° to 25°.

In dealing with patients with osteo-arthritis the humeral head osteotomy can be planned and
executed so as to provide a perfect bio-mechanical platform for the stem implantation. In most
fracture indications, this luxury will not present itself due to obvious circumstances. In these
instances, one will need to carefully ensure that the lower brim of the head should derive direct
support and contact with the medial aspect of the proximal humeral shaft. This item will,
unfortunately, influence the degree of retrotorsion one can achieve, bearing in mind the patient’s
anatomical disposition.

Fig. 18 Fig. 19
If the prosthesis is positioned too low A correctly positioned prosthesis
there will not be enough space for an contributes to an anatomic
anatomical reconstruction of the reconstruction.

tuberosities.
Page 15
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Step 9 — Cementing the prosthesis stem

An intra-medullary cement plug must be used to minimise the risk of cement migration in the
humeral canal. This plug should be delivered to within 1cm below the tip of the chosen humeral
stem. For imformation refer to Fig. 20 and catalogue numbers CP1927 and CP1928.

The prosthesis must encourage the necessary retrotorsion and in most cases a solid
orientation point is the incisura of the long biceps tendon which runs between 20° and 30°
anterior from the 0° position of the shaft.

The neck of the prosthesis should be positioned as per Fig 21. While cementing the stem, it is
important to achieve a solid filling up of the shaft on the medial side below the head of the
prosthesis while no cement should be left on the dorsal side between the neck of the prosthesis
and the cortical bone. Direct contact of the spongy part of the tubercula to the proximal
humerus shaft is strongly recommended. The proximal window of the prosthesis has to be free
for tension wiring and bone grafting.

Fig. 21
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Step 10 — Choice of most appropriate neck angle and orbital off-set via
our Lobe-Lok™ neck assemblies

The correct choice of neck coupling is just as important as is the right stem selection to
ensure a stable bio-mechanical platform leading to a solid contact articulation of the head
against the glenoid. These bio-mechanical and physiological circumstances will facilitate the
attachment of the tubercula to the proximal humerus in relation to the neck of the chosen
prosthesis.

Our neck assemblies permit numerous, angular, orbital and off-set options to enable returning
the reconstructed joint to the patient’s original anatomy.

Optimum soft tissue balance is vital to a good outcome in any shoulder procedure. If the
resultant tension is too high, the joint will remain stiff and thus not encourage the post-operative
traction of the re-attached tubercula.

In finally choosing the appropriate Lobe-Lok™ neck assembly, humeral head and where
appropriate a humeral coupling, the surgeon also needs to carefully consider how this combination
affects valgus and retrotorsion implications.

Once the definative Lobe-Lok™ neck assembly is fixed on the stem via our unique cobalt
chrome ring clip, the additional stability screw on the neck assembly is gently tightened to
further stabilise the entire construct.

Following the attachment of the chosen Lobe-Lok™ neck assembly the construct is re-examined
via x-ray control. This evaluation will once again add valuable insight into the appropriate humeral
head diameter/height which will deliver the optimum bio-mechanical construct that would be
stabilised via the following soft tissue re-attachment.

o
1440 4V 1380

44
126° - 144° in left hand 135° Fig 22 - Typical Humeral Head
and right hand spirals //132° Orbital Displacements 135°

Variable Angle Neck Displacements

Neck Angle | Head Displacement

Angle I

126° o°

129° 3°

132° 6°

| 135° 9°
138° 6° |

141° 3°

144° o® k
\_ Fig. 24
."\/ Fig. 23 "\/
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Step 11 — Refixation of both tubercula to the proximal AP cavity of the prosthesis
by stable fixation with circulage wire and periostal sutures

The re-attachment of the tubercula to the proximo-lateral aspect of the stem will greatly contribute
to an efficacious outcome of this procedure. The rigid tension of this muscle will also stabilise

the construct and lead to good functional stability. This procedure will be performed by the
appropriate use of circlage wire threaded through the tubercula starting with the tuberculum majus
and threaded through the AP window of the stem and passing through the tuberculum minus. This
technique will provide a solid and stable fixation of both tubercula.

Adducted re-sorbable sutures between both tubercula, will add to the periosteal stability of this
procedure and help share the load with the circlage wire attachment. During this procedure

it is possible and recommended that patient bone fragments are compacted in the AP window
around the threaded circlage contributing to further embettered boney adaptation which will
undoubtedly benefit the long term results of the procedure.

Following the re-attachment of both tubercula a further intra-operative x-ray will be undertaken to
assist in the evaluation of the fit and articular contact between the stem/head assembly and the
patient’s glenoid. This evaluation will also provide valuable insight into overall stability and position
of the entire construct. Every effort must be taken to minimise the risk of secondary migration of
the tubercula and non-union of the construct, as these tend to be major sources of problems to an
efficacious outcome of this fracture procedure.

Page 18
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Step 12 — Additional measurements: bone grafting and suture reconstruction

of the rotator cuff plus stratified soft tissue closure

Prior to capsular closure, the construct should once again be scanned for the existance for additional

boney defects. This evaluation will enable the surgeon to resect or re-construct damaged sites,

using graft previously harvested from the patient.

Fig. 27

The reconstruction of the rotator cuff will end the operation achieving a secure full closure

of the shoulder joint. Additional periostal sutures would be recommended, to further stabilise the

entire construct.

Fig. 28

A Redon's drainage no.12 should be used to avoid a post-operative haematoma. Stratified
wound closure will end the operation. An immabilisation via a desault bandage for at least

one week is recommended and active physiotherapy should start in the second post-operative
week by pendular exercises of the stabilised shoulder joint.

Page 19
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Post-Operative Care & Rehabilitation

The rehabilitation program should in fact commence as soon as surgical intervention is perceived
and gentle exercise will help mobilise the joint and contribute to enhanced vascular action-all of
which must be considered as an integral part of the procedure.

The chosen physiotherapist is well placed to devise a safe program for both pre-operative and
post-operative rehabilitation of the patient. He or she will obviously take into consideration, age
and capability and initiate realistic goals.

In the early post-operative phase, the operated arm should be placed with the elbow closely to
the body in a neutral or internal rotation position to avoid a dislocation of the tubercula. Early
physiotherapy will be influenced by the patient's compliance and pain threshold and the passive
exercises which can be undertaken by the physiotherapist.

The primary objective of the rehabilitation program, is to deliver mobility and functional relief within
a good working relationship to the pain threshold of the individual patient. This is a very subjective
area and therefore a good working relationship between the chosen therapist and the patient, will
help deliver an appropriate program. Post-operative care should start as soon as possible in the
week after the procedure, starting with gentle active-assisted movements. The passive mobility
program should be maximised on a step-by-step basis.

In the first 3 weeks after the exercise regime has begun, extended adduction, external or internal
rotation should not be permitted. Gentle pendular motion with an extended elbow will

enable the patient to examine his or her pain threshold and provide the patient with the early
confidence necessary to wholeheartedly take on and participate in the chosen exercise regime.

There is a distinguished and respected rehabilitation program expounded by Neer which deals
specifically with safe, assisted isometric exercise routines during Phase1. The routines in Phase 2
are designed to build on Phase 1 and begin to strengthen the vital shoulder muscles which will

be called on during anteversion and external and internal rotation of the joint. Phase 3 will include
a stretching program designed to test the elasticity of the principle muscles and tendons of the
shoulder joint. These programs will obviously be subject to and cognisant of the individual patients
ability, flexibility and pain threshold. These exercise programs commence 6 weeks into their regime
and will begin to test and strengthen the detailed muscle. The exercise regime is best designed

for a “little and often” basis to encourage muscle strength and tone.
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Hemiarthroplasty for treatment
of proximal articular humerus fractures.
First results with the Lobe-Lok-prosthesis

Dittel K.-K., Rapp M., Felenda M.-R.
Klinik filr Unfalichirurgie, Marienhospital Stuttgart

Introduction:

The wss of lemiarthroplasty in the treatment of complex fracieres of the proximal aspect of the humends was first popularized by Neer in 1870, Primary
shoulder hemiarthroplasty as definitive treatment of comminubed mfraarticudar humerus head fractures shill is considered very controversial in some
circles, With the development of analomical designed humerus head prostheses the indication has been widened especially cognisand of the
knowledge of poos resulls achieved afler conventional reconstrsction of four-part fractunes. The age dermographics of the respective paliem group in
canneclion with extentded oxleoporasis influence the indication for a reconstrisctive resull enabling an early physiotherapy, Thus an sarly
indbependence in dodly life can be schieved. Cn the other hand o line of retreat remains impassible. Nevertheless, today this procedure ean e regarnded
&4 he .gold standard” or lowr-pan iractires with hesd splitfing siluations.

Indicatory spectrum Implant characteristics
Bislocated 4-fragment-fracture with accompanked relevant 1) Hermiarihroplasty, cemented fracture prosthesis

osieapaross "
op 2) Mocular and anatomical design

L fraciv
) Swveretvd spizing frciore 3) Vanabdn nock lengthensng

i Dorsal ukation with fracture damage of mone than 173 ol the humeral
hiad

Soverely dislocated tangential fragmonted haad with immansmt
NECTORE &) Cutstanding tubercula stabilisation via trianguiar window

&) Variabla neck angulation 1o suit patient anatomy

8} Variable head ecceniricity

F':I'E'DIJE rative criteria sora primary éndoprosthesis Intmnperative criteria rora primary endoprosihesis
Radiologlcal-anatomical painl-score Chindcal point-score

Fragmeni dislocatson in the axial plain

=10 mm, =45 10-20
Tangentisl detachment of a fragmented head 30
Extrermsa dislocation of 3-4-pan Iractures 30 - 40
Additional destruction of the glenatd  [<50%) 40
Radiclogical relevant osleoponesis m-30

Destruction of (e madio-cawdal
vascular area

Primary non rocognizable subsiantial
defects

Age over T years (1 year = 1 point)

Methods and materials:
W00 - 62005 n =30 Sex: fim m
mean age: T8 years {34 - 33 y.) Acule fracture n=
Abeclassification: 11G23 n= 8 Oldfracture n=

11633 n=3I1 Roviskon n= B

Results:

Consian] Scome review Average point score
Mean pop follow-up § months (3-24 m.}
Primary mrmpantation [¥-14 days) 1]
Distayed implantation [ 148 mondhs) &5
Sacondary arthropdasty [1-12 months)

Comphcations:

Redislocation of tubercula ) The sum ol the pariial poini-scores with a iodal score of over 100
1 points [mphicates the indication for an endoprosthesis.

The indication can be verified in 80 % of the patients under
considoration of the radéological-anatomical paramaters,

Periprosihelic fractane

Clinical presentations:
Cate 1: stule frachure Case 2: old fraciure afber conservalive Case 3 traciure redisiocation afler conventional
Primary implartatan trealmen] - Delayed implantatsan astedsynihesis - Secondary hemiantsoplasty

dd Ph San

Conclusions:

shoulder hl}ll"ll..]r“'lrl’.:l::l'i‘l‘_.t",l as the choice of treatment lor severaly r.I.'||1|.]ger| humeral heads in the (‘-ldl.-lly 1% associated with
satisfactory results because usually the shoulder is free of pain following this eperative procedure. The functional resulis
are influenced by preoperative deficiencies and the quality of any possible post-operative physiotherapy. The anatomical
design of the Lobe-Lok™ prosthesis allows an excellent refixation of the smaller and greater tuberculum which is the most
important measurement for a durable eongruent articulation of the shoulder joint. No doubt the post-operative results will be
influenced negatively by pre-existing neuroleglcal deficlencies or by any postoperative complication requiring a
reintervention due to a redislocation of the endoprosthesis head by secondary dislocated and retracted tubercula.
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