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Abstract
Purpose The aim of this study was to investigate the ability of
a stemless shoulder prosthesis to restore shoulder anatomy in
relation to premorbid anatomy.
Methods This prospective study was performed between
May 2007 and December 2013. The inclusion criteria were
patients with primary osteoarthritis (OA) who had undergone
stemless total anatomic shoulder arthroplasty. Radiographic
measurements were done on anteroposterior X-ray views of
the glenohumeral joint.
Results Sixty-nine patients (70 shoulders) were included in
the study. The mean difference between premorbid centre of
rotation (COR) and post-operative COR was 1±2 mm (range
−3 to 5.8 mm). The mean difference between premorbid hu-
meral head height (HH) and post-operative HHwas −1±3mm
(range −9.7 to 8.5 mm). The mean difference between
premorbid neck-shaft angle (NSA) and post-operative NSA
was −3±12° (range −26 to 20°).
Conclusions Stemless implants could be of help to recon-
struct the shoulder anatomy. This study shows that there are
some challenges to be addressed when attempting to ensure
optimal implant positioning. The critical step is to determine
the correct level of bone cut to avoid varus or valgus humeral
head inclination and ensure correct head size.

Keywords Stemless shoulder arthroplasty . TESS stemless
prosthesis . Total shoulder arthroplasty . Shoulder anatomy .

Shoulder radiology

Introduction

Results after shoulder arthroplasty have evolved steadily in
recent years. More attention has been given to anatomical
reconstruction in order to improve the functional results and
implant longevity [1]. Variability of shoulder anatomy makes
it a challenge for the surgeon to restore the premorbid anatomy
[2]. Since its introduction by Neer in the early 1950s, the
shoulder prosthesis has been improved to address the chal-
lenges in anatomical reconstruction of the soulder.

The first improvements in the original Neer prosthesis,
which had only one head size, were in the early 1970s, leading
to two different head sizes. In order to give the surgeon more
possibility to reconstruct the shoulder anatomy, the second-
generation prosthesis was developed. This incorporated the
concept of modularity [3]. Further anatomic studies that
showed the complexity of shoulder anatomy contributed to
the development of a third-generation prosthesis with an adapt-
ability concept. This newer design gave more flexibility in in-
clination and humeral offset in addition to a humeral head and
stem that can be altered [1]. The humeral stem has also evolved,
including in shape, method of fixation and length. Stem-related
complications, such as intra-operative humeral fracture, loosen-
ing, stress shielding and periprosthetic fracture, are well known
in the literature [4]. The concept of stemless shoulder implants
was introduced in 2004 in France [5, 6]. The aim was to avoid
stem-related complications, to preserve bone stock and to re-
produce individual anatomy. Anatomical restoration after
shoulder arthroplasty can generally be assessed in two ways:
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either by comparing anatomy of the operated shoulder with the
contralateral side or with its premorbid anatomy [7, 8].

The aim of this study was to investigate the ability of stem-
less shoulder prosthesis to restore shoulder anatomy in rela-
tion to premorbid anatomy. Our hypothesis was that the stem-
less shoulder prosthesis would meet the required anatomical
restoration within acceptable limits.

Materials and methods

This prospective study was performed betweenMay 2007 and
December 2013. During that period, 216 shoulders were given
an anatomic or reversed Total Evolutive Shoulder System
(TESS; Biomet, Warsaw, IN, USA) implants for pain after
osteoarthritis (OA), cuff-tear arthropathy (CTA), fractures, re-
vision (due to failure of other implants) or rheumatoid arthritis
(RA). Inclusion criteria were patients with primary OA who
had undergone stemless total anatomic shoulder arthroplasty.
Patients with post-traumatic OA, inflammatory arthropathies,
bone-stock insufficiency, revision, previous surgeries or
stemmed humeral implants were excluded. The implants used
were ametaphyseally fixed uncemented humeral head implant
with a cemented glenoid component of the same type (TESS).
The operations were done by three shoulder surgeons.

During the study period, 81 patients (83 shoulders) were
recruited. Twelve patients (13 shoulders) were excluded: (4
revisions, 5 post-traumatic OA and 4 due to bad image qual-
ity); thus, 69 patients (70 shoulders) were available for the
study. The patients (33 men and 36 women) had a mean age
of 69 years (range 52–88 years) at time of the surgery. The
study was performed according to the Declaration of Helsinki,
and the protocol was approved by the local Ethics Committee
at Umea University (2012-201-31 M).

Surgical procedure

Pre-operative planning and templating were done on digital
radiographs with anteroposterior (AP) and lateral views. The
final choice of using a stemless implant was determined intra-
operatively depending on bone quality. All patients were op-
erated in the beach-chair position under general anaesthesia
after interscalene block. The anterosuperior approach, accord-
ing to Mackenzie, was used in all patients [9]. A small resec-
tion of the anteroinferior edge of the acromion was used to
facilitate exposure. Biceps tenotomy was done in all cases but
tenodesis only in patients with slender overarms. The
subscapularis tendon was elevated from the lesser tuberosity.
After dislocation of the humeral head, osteophytes were re-
moved with a rongeur for visualisation of rotator cuff insertion
and anatomical neck. The size of the humeral head was deter-
mined when choosing the appropriate HH guide. The cutting
guide was held parallel to the anatomical neck. This adjusted

the inclination and head version automatically. The HH cut
was directed by the guide. The size of the corolla broach was
chosen using a humeral sizing template. After glenoid prepa-
ration, a pegged polyethylene glenoid component was
cemented in place. The metaphyseal fixation, i.e. the corolla
implant, was introduced after broach removal, and a trial head
was tested. There were six trial symmetrical and six asymmet-
rical head sizes available (41, 43, 45, 48, 50, 52). Several
factors determine the appropriate choice of head size: size of
the head cut, range of motion (ROM) and translation of the
HH on the glenoid, which should be <50 %. In all
nonstemmed TESS implants, a symmetrical head was chosen.
After reducing the joint, the subscapularis was reinserted back
into the lesser tuberosity, and the deltoid was reattached to the
acromion using osteosutures. The skin was closed using intra-
cutaneous sutures. Patients were allowed to start exercises
directly after the operation under the supervision of a physio-
therapist. External rotation was restricted to 20° in the first
four weeks. The post-operative follow-up plan comprised an
operative wound check after two weeks, three and 12 months
and then yearly to monitor clinical and radiographic outcome.

Radiographic examination

All radiographs were obtained using a computerised radiogra-
phy system (Siemens, Erlangen, Germany). Pre-operative ra-
diographs were performed within six weeks before surgery,
while post-operative radiographs were taken on the second
day post-operatively. Radiographic measurements were taken
on AP X-ray views of the glenohumeral joint (Grashey view),
and pre- and post-operative X-rays were performed according
to a standardised protocol, as below. The AP view was taken
under fluoroscopic control with the patient in a standing posi-
tion and the shoulder in neutral position. The patient was
turned posteriorly 35–45°, such that the plane of the scapula
was parallel to the digital plate. The beam was directed tan-
gentially to the glenohumeral joint. A 30-mm spherical mark-
er was used to estimate the magnification factor.

Radiographic measurements

The images were digitally acquired, and measurements were
performed using the Picture Archiving and Communication
System (PACS) (Impax: Agfa, Antwerp, Belgium). One inde-
pendent observer carried out all radiographic measurements.

Pre-operative measurements

Premorbid humeral head anatomy was estimated by a best-fit-
circle method according to previous studies [7, 8]. A circle
was mapped in the AP view and matched to three preserved
nonarticular bone landmarks: the lateral cortex below the flare
of the greater tuberosity, the medial footprint of the rotator cuff
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on the greater tuberosity and the medial calcar at the inflection
point where the calcar meets the articular surface (Fig. 1a).

The anatomic neck was defined as the best-fit line
created by placing two markers: superolateral (at the
junction of the greater tuberosity and articular surface)
and inferomedial (junction of the calcar and the articular
surface) (Fig. 1a). The centre of rotation (COR) was
then identified from the circle, and the distance to the
anatomical neck was calculated in millimetres (Fig. 1a).
HH is defined as the perpendicular linear distance from
the anatomic neck to the apex of the circle (Fig. 1b).
Neck-shaft angle (NSA) was measured as the angle be-
tween a line perpendicular to the anatomical neck and
the long axis of the humeral diaphysis, which was de-
fined by a proximal and distal point in the centre of the
intramedullary canal [8, 10] (Fig. 1c).

Post-operative measurements

COR was identified by placing a circle fitted to the
curvature of the HH prosthesis. The anatomical neck

was supposed to be the same as that identified during
surgery (cut level, lower margin of the prosthetic head)
(Fig. 2a). Deviation of post-operative COR >3 mm from
the normal anatomy was considered as being clinically
significant [7].

HH was measured from the anatomical neck to the
top of the prosthetic HH (Fig. 2b). Deviation of post-
operative HH >5 mm from the normal anatomy was
considered clinically significant [11]. NSA was mea-
sured in the same manner as pre-operatively (Fig 2c).
Shoulders with post-operative NSA <130° were consid-
ered as varus [12]. We excluded shoulders that already
had pre-operative NSA <130° from the varus group.

Statistics

Data was tested for normality with the Shapiro–Wilk
test. Descriptive statistics are reported as means, stan-
dard deviations (SD) and ranges for continuous data.
We used the Pearson correlation coefficient (r) to

Fig. 1 Pre-operative
radiographic measurements.
Premorbid humeral head anatomy
was measured by a best-fit circle
in the anteroposterior (AP) view.
Asterisks represent nonarticular
landmarks. The anatomic neck
was defined as the line between
point A and point B. The centre of
rotation (COR) was then identi-
fied and the distance to the ana-
tomical neck calculated in
millimetres (a). Humeral head
height (HH) is defined as the per-
pendicular linear distance from
the anatomic neck to the apex of
the circle (b). Neck-shaft angle
(NSA) was measured as the angle
between a line perpendicular to
the anatomical neck and the long
axis of the humeral diaphysis (c).
Glenohumeral offset (GH) was
measured as the transverse dis-
tance between the glenoid and the
lateral cortex of the greater tuber-
cle (d)
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calculate the correlation between premorbid and post-
operative parameters (COR, HH and NSA).

Results

COR

The mean difference between premorbid and post-operative
COR was 1±2 mm (range −3 to 5.8 mm). There were 13/70

(19 %) shoulders with increased post-operative COR >3 mm
(3.9±0.5 mm).

HH

The mean difference between premorbid and post-operative
HH was −1±3 mm (range −9.7 to 8.5 mm). There were 8/70
(11 %) shoulders with a post-operative HH difference >5 mm.
Of the eight, six had decreased post-operative HH >5 mm
(range −9.7 to −5.7 mm) and two had increased post-
operative HH >5 mm.

Fig. 2 Post-operative
radiographic measurements. The
centre of rotation (COR)
identified by fitting a circle to the
curvature of the humeral head
prosthesis, and the distance to the
lower margin of the prosthetic
head was calculated in
millimetres. (a). Humeral head
height (HH) measured from the
lower margin of the prosthetic
head to the top of the prosthetic
humeral head (b). Neck-shaft
angle (NSA) and glenohumeral
offset (GH) were measured in the
sameway as pre-operatively (c, d)
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NSA

The mean difference between premorbid and post-operative
NSA was −3±12° (range −26 to 20°). There were 25/70
(36 %) shoulders with post-operative NSA <130° (Fig. 3)
(Table. 1).

Discussion

Anatomic restoration of the shoulder joint is a main goal in
shoulder arthroplasty. Malpositioning of the prosthetic head
may cause impingement to the coracoacromial arch and rota-
tor cuff damage [13]. Factors that affect post-operative ROM,
pain and prosthetic durability are multifactorial. Some of these
parameters can be controlled by the surgeon through choice of
appropriate component size and design [12]. It is unclear how
much of the normal anatomy needs to be re-established [14,

15]. Because of the great individual variation in shoulder anat-
omy, it is a challenge to design implants that fit most anatom-
ical variations [10, 16].

Stemless prosthesis with total elimination of the hu-
meral stem and total reliance on metaphyseal fixation
was introduced in France in 2004 (TESS, Biomet).
The goals were to avoid stem-related complications
(e.g. periprosthetic fractures) and preserve bone stock
[5, 6]. Stemless implants should provide other potential
benefits, including the ability to perform anatomic re-
construction regardless of the posterior offset of the
proximal humerus [4, 17]. The decision to use stemmed
or stemless humeral implants depends on bone quality
and judgment of the stability achieved during the initial
preparation of the proximal humerus. A contraindication
to the use of a stemless HH is acute proximal humeral
fractures because stable fixation of the head may be
compromised [18, 19].

Fig. 3 Neck-shaft angle (NSA)
reconstruction. In order to
reconstruct the shoulder as closely
as possible to the premorbid
anatomy, identifying the
appropriate bone-cut angle is
critical (a, b). Failure to identify
the correct osteotomy plane
causes placement of the implant
in varus (c, d)
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It is often difficult to accurately assess the correct size of
the premorbid HH because the articular surface is generally
deformed from the arthritic process. Youderian et al. demon-
strated that premorbid HH size and COR in the arthritic shoul-
der can be accurately predicted from preserved nonarticular
bony landmarks by a best-fit sphere or circle fitted to the
proximal humerus [8]. The inter- and intra-observer reliability
was assessed, both on computed tomography and X-ray, and
the method was both reliable and reproducible.

In this study we investigated the ability of a stemless pros-
thesis to restore the premorbid proximal humerus anatomy

using the best-fit-circle method. Pearl et al. considered the
COR to be the most important parameter to reconstruct [14].
Several studies have shown that 2.5- to 5-mm malpositioning
of the HH can affect shoulder ROM, rotator cuff moment arm
and glenoid longevity [11, 14, 20]. We considered a 3-mm
deviation from the premorbid COR to be clinically significant,
as proposed by Alolabi et al. [7]. In this study, the difference
was within 3 mm in 82 % of cases. Pearl et al. reported values
of 14.7 mm and 2.1 mm difference in COR relative to the pre-
operative side for second- and third-generation prostheses,
respectively [15]. Irlenbusch et al. reported a 4-mm difference

Table. 1 Radiological measurements in shoulders before and after total shoulder replacement (n=70)

Premorbid anatomy* Post-operative anatomy* Difference between premorbid
anatomy and post-operative anatomy *

Pearson’s correlation (r)

1. COR 6±2 mm 7±2 mm 1±2 mm 0.3

2. HH 20±3 mm 19±2 mm −1±3 mm 0.20

3. NSA 133±6° 130±11° −3±12° 0.10

COR distance between centre of rotation and anatomical neck, HH humeral head height, NSA neck-shaft angle, GH glenohumeral offset

* Mean±standard deviation (SD)

Fig. 4 Premorbid shoulder
anatomy reconstruction. The
stemless humeral prosthesis
seemed to reproduce shoulder
anatomy by correct orientation
and height of the humeral
osteotomy (a, b). Identification of
anatomical landmarks for
osteotomy on an arthritic humeral
head can be difficult, and this may
lead to incorrect cut level with
failure to restore shoulder
anatomy (c, d)
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in COR in relation to the contralateral side in adjustable shoul-
der prosthesis [21].

Pre-operative diagnosis and the degree of humeral head
deformity could affect the strategy to reconstruct COR. When
the head is severely deformed and flattened, as in secondary
OA, the COR shifts laterally compared with primary OA
where the head is less deformed, making the technical de-
mands in these conditions variable [21, 22]. Similarly HH is
of paramount importance. In this study, post-operative HH
was 19±2 mm, which was less than pre-operative values but
were close to results of other studies [23, 24, 2]. Iannotti et al.
studied the glenohumeral relationships in 140 shoulders, 96
measurements were made in the shoulders of cadavera and 44
on magnetic resonance imaging (MRI) studies of living pa-
tients, and HH was 19±2.4 mm (range 15–24 mm) [23]. Rob-
ertson et al. studied proximal humeral anatomy in 60 cadav-
eric humeri using 3D CT; mean HHwas 19±2 mm (range 15–
24 mm) [2]. Harryman et al. showed that a deviaton of ≥5 mm
of the HH from pre-operative measurement can decrease
ROM [11]. We had 8/70(11 %) shoulders with post-
operative HH difference >5 mm.

NSAwas 133±6° pre-operatively compared with 130±11°
post-operatively. There were 25/70 (36 %) shoulders with post-
operative NSA <130°, which shows a tendency to put the pros-
thesis in varus. NSA has a wide range of variation, as shown by
other studies [23, 25]. Takase et al. studied NSA in 519 shoul-
ders, and it ranged from 130° to 152°, with a mean of 140.5°±
4.0° [12]. Pre-operative NSA can affect the surgeon’s plan dur-
ing humeral osteotomy. In the varus group, the recommended
starting point for osteotomy is at the superolateral point of the
neck plane, thereby not violating the rotator cuff insertion site.
In the valgus group, the recommended starting point for
osteotomy is from the inferomedial point of the neck, thereby
not violating the metaphyseal bone [26].

We used the Pearson correlation coefficient (r) to calculate the
correlation between premorbid and post-operative parameters
(COR, HH and NSA). According to Hornij, r values >0.75 rep-
resent excellent agreement, 0.4–0.75 fair to good agreement and
<0.4 poor agreement [27]. Rheault et al. used criteria recom-
mended by Landis and Koch (0.00–0.20 slight agreement,
0.21–0.40 fair agreement, 0.41–0.60 moderate agreement,
0.61–0.80 substantial agreement, 0.81–1.00 excellent agreement
[28]. Others considered the value of 0.60 as a limit of acceptabil-
ity for application in clinical practice [29]. In this paper, mean r
values were used, leaving evaluation of the degree of their reli-
ability and reproducibility to the judgment of the readers.

Our study shows that the stemless humeral prosthesis
seemed to reproduce anatomy that was close to the normal
glenohumeral joint. However, there was a tendency to place
the implant in varus, meaning that positioning of the prosthe-
sis can be improved. The surgeon influences positioning of the
component by correct orientation and height of the humeral
osteotomy. It is crucial to place the humeral guide in the

correct position parallel to the anatomical neck and superiorly
at the insertion of the supraspinatus tendon on the greater
tuberosity. Identification of anatomical landmarks for
osteotomy on an arthritic HH can be difficult, and this may
lead to incorrect cut level with failure to restore shoulder anat-
omy (Fig. 4). Using the best-fit-circle method both pre-
operatively and intra-operatively may help surgeons to choose
the correct head size and position [8].

This study has some limitations. All measurements were
done on plain X-ray, which could be subject to projection
errors [30, 31]. To reduce this risk, we used a standardised
protocol and excluded images (n=4) that did not meet our
criteria. Also, COR location was measured in relation to the
anatomical neck, and this is subject to variations between
observers, as shown by other studies [17, 8]. In that study,
only one independent observer did all measurements, as reli-
ability and reproducibility was already assessed [8]. Further-
more, the influence of radiological parameters (COR, HH and
NSA) on survival and functional results was beyond the scope
of this study and therefore was not investigated. These limita-
tions are counterbalanced by the strength of our study, which
to our knowledge is the first to evaluate anatomical shoulder
restoration using stemless prostheses. Also, we included an
adequate number of shoulders operated using the same pros-
thesis and the same surgical approach.

Conclusion

Stemless, fixed metaphyseal implants have been developed to
preserve bone stock and avoid stem-related complications.
Stemless implants could be of help to reconstruct the shoulder
anatomy. The simplicity of placing the implant could make it a
more reproducible technique. This study shows that there are
some challenges to be addressed when attempting to ensure
optimal implant positioning. The critical step is to determine
the correct level of bone cut to avoid varus or valgus HH
inclination and version. The surgical instruments and tech-
nique might require modifications to optimise the surgeon’s
ability to replicate normal anatomic parameters, allowing eas-
ier identification of the proper head-cut level.

Acknowledgments The authors thank Dr. Raymond Pollock Ph.D.,
MPH, for the linguistic review.

Disclaimer No one of the authors, or any member of their family, has
received financial support related to the subject of the article.

References

1. Walch G, Boileau P (1999) Prosthetic adaptability: a new concept
for shoulder arthroplasty. J Shoulder Elbow Surg 8(5):443–51

International Orthopaedics (SICOT) (2016) 40:751–758 757



2. Robertson DD, Yuan J, Bigliani LU, Flatow EL, Yamaguchi K
(2000) Three-dimensional analysis of the proximal part of the hu-
merus: relevance to arthroplasty. J Bone Joint Surg Am 82-A(11):
1594–602

3. Mileti J, Sperling JW, Cofield RH, Harrington JR, Hoskin TL
(2005) Monoblock and modular total shoulder arthroplasty for os-
teoarthritis. J Bone Joint Surg (Br) 87(4):496–500. doi:10.1302/
0301-620x.87b4.15558

4. Churchill RS (2014) Stemless shoulder arthroplasty: current status.
J Shoulder Elbow Surg 23(9):1409–14. doi:10.1016/j.jse.2014.05.
005

5. Huguet D, DeClercq G, Rio B, Teissier J, Zipoli B, TESS Group
(2010) Results of a new stemless shoulder prosthesis: radiologic
proof of maintained fixation and stability after a minimum of three
years' follow-up. J Shoulder Elbow Surg 19(6):847–52. doi:10.
1016/j.jse.2009.12.009

6. Kadum B, Mafi N, Norberg S, Sayed-Noor AS (2011) Results of
the Total Evolutive Shoulder System (TESS): a single-centre study
of 56 consecutive patients. Arch Orthop Trauma Surg 131(12):
1623–9. doi:10.1007/s00402-011-1368-4

7. Alolabi B, Youderian AR, Napolitano L, Szerlip BW, Evans PJ,
Nowinski RJ et al (2014) Radiographic assessment of prosthetic
humeral head size after anatomic shoulder arthroplasty. J Shoulder
Elbow Surg 23(11):1740–6. doi:10.1016/j.jse.2014.02.013

8. Youderian AR, Ricchetti ET, Drews M, Iannotti JP (2014)
Determination of humeral head size in anatomic shoulder replace-
ment for glenohumeral osteoarthritis. J Shoulder Elbow Surg 23(7):
955–63. doi:10.1016/j.jse.2013.09.005

9. Mackenzie DB (1993) The antero-superior exposure for total shoul-
der replacement. Orthop Traumatol 2:690–700

10. Pearl ML, Kurutz S, Robertson DD, Yamaguchi K (2002)
Geometric analysis of selected press fit prosthetic systems for prox-
imal humeral replacement. J Orthop Res 20(2):192–7. doi:10.1016/
s0736-0266 (01) 00111-5

11. Harryman DT, Sidles JA, Harris SL, Lippitt SB, Matsen FA (1995)
The effect of articular conformity and the size of the humeral head
component on laxity and motion after glenohumeral arthroplasty. A
study in cadavera. J Bone Joint Surg Am 77(4):555–63

12. Takase K, Imakiire A, Burkhead WZ Jr (2002) Radiographic study
of the anatomic relationships of the greater tuberosity. J Shoulder
Elbow Surg 11(6):557–61

13. Favre P, Moor B, Snedeker JG, Gerber C (2008) Influence of com-
ponent positioning on impingement in conventional total shoulder
arthroplasty. Clin Biomech (Bristol, Avon) 23(2):175–83. doi:10.
1016/j.clinbiomech.2007.09.009

14. Pearl ML, Kurutz S, Postacchini R (2009) Geometric variables in
anatomic replacement of the proximal humerus: how much pros-
thetic geometry is necessary? J Shoulder Elbow Surg 18(3):366–70.
doi:10.1016/j.jse.2009.01.011

15. Pearl ML (2005) Proximal humeral anatomy in shoulder
arthroplasty: Implications for prosthetic design and surgical tech-
nique. J Shoulder Elbow Surg 14(1 Suppl S):99S–104S. doi:10.
1016/j.jse.2004.09.025

16. Iannotti JP, Spencer EE, Winter U, Deffenbaugh D, Williams G
(2005) Prosthetic positioning in total shoulder arthroplasty. J
Shoulder Elbow Surg 14(1 Suppl S):111S–121S. doi:10.1016/j.
jse.2004.09.026

17. Sassoon A, Schoch B, Rhee P, Schleck CD, HarmsenWS, Sperling
JW, Cofield RH (2013) The role of eccentric and offset humeral
head variations in total shoulder arthroplasty. J Shoulder Elbow
Surg 22(7):886–93. doi:10.1016/j.jse.2012.09.008

18. Kadum B, Mukka S, Englund E, Sayed-Noor A, Sjödén G (2014)
Clinical and radiological outcome of the Total Evolutive Shoulder
System (TESS®) reverse shoulder arthroplasty: a prospective com-
parative non-randomised study. Int Orthop 38(5):1001–6. doi:10.
1007/s00264-013-2277-7

19. Atoun E, Van Tongel A, Hous N, Narvani A, Relwani J, Abraham
R, Levy O (2014) Reverse shoulder arthroplasty with a short
metaphyseal humeral stem. Int Orthop 38(6):1213–8. doi:10.
1007/s00264-014-2328-8

20. Terrier A, Ramondetti S, Merlini F, Pioletti DD, Farron A (2010)
Biomechanical consequences of humeral component
malpositioning after anatomical total shoulder arthroplasty. J
Shoulder Elbow Surg 19(8):1184–90. doi:10.1016/j.jse.2010.06.
006

21. Irlenbusch U, End S, Kilic M (2011) Differences in reconstruction
of the anatomy with modern adjustable compared to second-
generation shoulder prosthesis. Int Orthop 35(5):705–11. doi:10.
1007/s00264-010-1084-7

22. Pearl ML, Kurutz S (1999) Geometric analysis of commonly used
prosthetic systems for proximal humeral replacement. J Bone Joint
Surg Am 81(5):660–71

23. Iannotti JP, Gabriel JP, Schneck SL, Evans BG, Misra S
(1992) The normal glenohumeral relationships. An anatomi-
cal study of one hundred and forty shoulders. J Bone Joint
Surg Am 74(4):491–500

24. Nyffeler RW, Sheikh R, Jacob HA, Gerber C (2004) Influence of
humeral prosthesis height on biomechanics of glenohumeral abduc-
tion, An in vitro study. J Bone Joint Surg Am 86-A(3):575–80

25. Boileau P, Walch G (1997) The three-dimensional geometry of the
proximal humerus. Implications for surgical technique and pros-
thetic design. J Bone Joint Surg (Br) 79(5):857–65

26. Jeong J, Bryan J, Iannotti JP (2009) Effect of a variable prosthetic
neck-shaft angle and the surgical technique on replication of normal
humeral anatomy. J Bone Joint Surg Am 91(8):1932–41. doi:10.
2106/JBJS.H.00729

27. Horneij E, Holmström E, Hemborg B, Isberg PE, Ekdahl C (2002)
Interrater reliability and between-days repeatability of eight physi-
cal performance tests. Adv Physiother 4:146–60. doi:10.1080/
14038190260501596

28. RheaultW, Albright B, Beyers C, FrantaM, Johnson A, Skowronek
M, Dougherty J (1992) Intertester reliability of the cervical range of
motion device. J Orthop Sports Phys Ther 15(3):147–50

29. Lindell O, Eriksson L, Strender L-E (2007) The reliability of a 10-
test package for patients with prolonged back and neck pain: could
an examiner without formal medical education be used without loss
of quality? A methodological study. BMCMusculoskelet Disord 8:
31. doi:10.1186/1471-2474-8-31

30. Kadum B, Sayed-Noor AS, Perisynakis N, Baea S, Sjödén G
(2015) Radiologic assessment of glenohumeral relationship: reli-
ability and reproducibility of lateral humeral offset. Surg Radiol
Anat [Epub ahead of print]

31. Rozing PM, Obermann WR (1999) Osteometry of the
glenohumeral joint. J Shoulder Elbow Surg 8(5):438–42

758 International Orthopaedics (SICOT) (2016) 40:751–758

http://dx.doi.org/10.1302/0301-620x.87b4.15558
http://dx.doi.org/10.1302/0301-620x.87b4.15558
http://dx.doi.org/10.1016/j.jse.2014.05.005
http://dx.doi.org/10.1016/j.jse.2014.05.005
http://dx.doi.org/10.1016/j.jse.2009.12.009
http://dx.doi.org/10.1016/j.jse.2009.12.009
http://dx.doi.org/10.1007/s00402-011-1368-4
http://dx.doi.org/10.1016/j.jse.2014.02.013
http://dx.doi.org/10.1016/j.jse.2013.09.005
http://dx.doi.org/10.1016/s0736-0266%20(01)%2000111-5
http://dx.doi.org/10.1016/s0736-0266%20(01)%2000111-5
http://dx.doi.org/10.1016/j.clinbiomech.2007.09.009
http://dx.doi.org/10.1016/j.clinbiomech.2007.09.009
http://dx.doi.org/10.1016/j.jse.2009.01.011
http://dx.doi.org/10.1016/j.jse.2004.09.025
http://dx.doi.org/10.1016/j.jse.2004.09.025
http://dx.doi.org/10.1016/j.jse.2004.09.026
http://dx.doi.org/10.1016/j.jse.2004.09.026
http://dx.doi.org/10.1016/j.jse.2012.09.008
http://dx.doi.org/10.1007/s00264-013-2277-7
http://dx.doi.org/10.1007/s00264-013-2277-7
http://dx.doi.org/10.1007/s00264-014-2328-8
http://dx.doi.org/10.1007/s00264-014-2328-8
http://dx.doi.org/10.1016/j.jse.2010.06.006
http://dx.doi.org/10.1016/j.jse.2010.06.006
http://dx.doi.org/10.1007/s00264-010-1084-7
http://dx.doi.org/10.1007/s00264-010-1084-7
http://dx.doi.org/10.2106/JBJS.H.00729
http://dx.doi.org/10.2106/JBJS.H.00729
http://dx.doi.org/10.1080/14038190260501596
http://dx.doi.org/10.1080/14038190260501596
http://dx.doi.org/10.1186/1471-2474-8-31

	Geometrical analysis of stemless shoulder arthroplasty: a radiological study of seventy TESS total shoulder prostheses
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Materials and methods
	Surgical procedure
	Radiographic examination
	Radiographic measurements
	Pre-operative measurements
	Post-operative measurements
	Statistics

	Results
	COR
	HH
	NSA

	Discussion
	Conclusion
	References


