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Introduction, Classification and Conservative Treatment for
Proximal Humerus Fractures
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1. Vascular Anatomy of Humeral Head
1) Primary blood supply
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Fig. 2. (A) Arrows demonstrating muscle forces on each segment of proximal humerus that determine
fracture deformity and displacement. (B) Three-part greater tuberosity fracture demonstrates internal
rotation of the articular segment and superior and posterior displacement of the greater tuberosity. (C)
Three-part lesser tuberosity fracture demonstrates external rotation of the articular segment such that it
faces anteriorly, and medial displacement of the lesser tuberosity. (D) Four-part fracture demonstrating
posterior and superior displacement of the greater tuberosity, anterior medial retraction of the lesser

tuberosity, and medial displacement of the shaft.

3. Radiographic Evaluation
1) Trauma series

(1) True scapular AP view
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(2) Scapular lateral view

X-d& A3E F(pine)ell HaAsA Fgsfiok at ol HAT F g7 2 FH W
7 84 2 AYE BAshsd e sk

(3) Axillary view
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2) Additional radiographic view



O Apical oblique view
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3) Other diagnostic modalities

(1) CT scan
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2) Neer classification
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Fig. 3. The Neer classification of proximal humeral fractures

3) AO classification
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Fig. 4. The AO classification of proximal humeral fractures
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Type A : extraarticular and involve one of the tuberosity with or without a concomitant
metaphyseal fracture
Group Al : extraarticular unifocal tuberosity fractures
A2 : extraarticular unifocal fractures with an impacted metaphyseal fracture
A3 : extraarticular unifocal fractures with a nonimpacted metaphyseal fracture
Type B : extraarticular, but involve both tuberosities with a concomitant metaphyseal fracture or
glenohumeral dislocation
Group Bl : extraarticular bifocal fractures associated with an impacted metaphyseal fracture

B2 : extraarticular bifocal fractures with a nonimpacted metaphyseal fracture

— 56—



B3 : extraarticular bifocal fractures with a glenohumeral dislocation
Type C : articular and involve vascular isolation of the articular segment
Group C1 : fractures with slight displacement
C2 : impacted fractures with marked displacement

C3 : associated with a glenohumeral dislocation
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5. Treatment
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1) patient’s physiologic age
2) arm dominance
3) associated injuries
4) fracture type
5) degree of fracture displacement
6) bone quality
7) surgeon’s skill
8) accurate diagnosis of fracture
9) patient’s general condition
10) intensive rehabilitation

2) Conservative

(1) One-part fractures
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(2) Two-part fractures
A. Anatomic neck
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B. Surgical neck
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C. Greater tuberosity
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(3) Three or four part fracture
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(4) Fracture-dislocation

A. Two-part fracture-dislocation : Surgical neck
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B. Two-part fracture-dislocation : Greater tuberosity
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C. Two-part fracture-dislocation : Lesser tuberosity
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D. Three or four part fracture-dislocation
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