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Abstract 
Clavicle fracture reported incidence is about 5% of fractures in adult; among them, those located in the middle third of the shaft represent 
more than 80% from the total of cases. Due to the special morphological and biomechanical constraints of the clavicle, several methods for 
restoring morphological integrity in these fractures are described, including conservative, non-surgical treatment. The last 10 years of clinical 
studies in the field have favored the surgical treatment for selected cases; several osteosynthesis implants are in use – mostly anatomical 
plates with specific advantages and documented complications. A failed anatomical clavicle plate was explanted and analyzed after a 
protocol using stereomicroscopy, scanning electron microscopy and energy dispersive spectrometry. Based on the computed tomography 
(CT) scan determination of patient morphological parameters, a finite elements analysis of the failure scenario was completed. The failure 
analysis has proved that the plate breakage had occurred in the point of maximal elastic stress and minor deformation. The clinical implication 
is that no hole should remain free of screw during clavicle plate fixation and the implant should be chosen based on patient morphological 
parameters. In comminuted clavicle fracture, anatomic bridging with locked plate technique may lead to implant failure due to increase of 
the stress in the midshaft area. Thorough knowledge of anatomy and morphology of complex bones like the clavicle is necessary. Modern 
osteosynthesis anatomical implants are still to be improved. 
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 Introduction 

Clavicle fracture reported incidence is about 5% of 
fractures in adult; among them, those located in the 
middle third of the shaft represent more than 80% from 
the total of cases. Due to the special morphological and 
biomechanical constraints of the clavicle, several methods 
for restoring morphological integrity in these fractures are 
described, including conservative, non-surgical treatment 
[1]. The last 10 years of clinical studies in the field have 
favored the surgical treatment for selected cases. Whenever 
there is a displacement – usually postero-superior – 
combined with angulation and shortening of the shaft, 
or the fracture pattern is comminuted, or contains a 
vertical fragment, the surgical treatment is indicated in 
order to obtain anatomical reduction and good shoulder 
function results [2]. 

Surgical treatment for displaced middle shaft clavicle 
fractures include plate fixation (pre-contoured, blocked or 
un-blocked), intramedullary fixation or various combi-
nations of the above mentioned; among the implants, 
there are special devices (as Mennen plate) or compli-
mentary suture techniques, all of them in the effort to 
obtain a good fracture reduction and a good primary 
stability. The reported outcomes of these techniques 
include reasonable good results as well as complications 
[3, 4]. Among the complications, non-union and implant 
failure are the most feared. Variable rates for these com-
plications are reported; however, there is an agreement 

that for displaced middle shaft clavicle fractures surgical 
treatment offers better results, in order to reduce non-
union rate (from 10–15% to 2%) [4] and to improve 
functional scores. Factors related to higher complications 
rate were described; among them age, degree of fracture 
displacement, female gender and fracture comminution 
[4]. Frequently, the lack of osseous contact at fracture site, 
as in transverse fracture patterns may cause complica-
tions in the fracture healing process and overall recovery. 
Concerning the amount of implant failures, there are not 
many publications in the literature [5, 6] especially related 
to the complex morphology of the clavicle. 

Our study starts from a series of clinical observations 
with documented early failure of an anatomically contoured 
implant; in one case, the implant was retrieved and an 
anatomical–biomechanical analysis of the failure mecha-
nism was performed. 

 Patient, Materials and Methods 

The case study implicates a 28-year-old male with  
a documented comminuted fracture in the middle third 
of the clavicle, with an intermediary fragment inferiorly 
located, displacement and shortening of the shoulder of 
2 cm. Considering the age, the level of physical activity 
and fracture pattern a surgical treatment was indicated 
and performed. Open reduction and osteosynthesis with 
blocked anatomically precontoured plate, in a bridging 
fashion was performed; in addition, two special sutures 
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(FiberWire No. 2, Arthrex®) were added to connect the 
intermediary fragment to the main bone shaft (Figure 1a). 
For the first three weeks, the shoulder was immobilized in 
a sling; after three weeks, he started passive mobilization 
and progressively regained its shoulder mobility. At six 
weeks, during daily living activities, he felt a sudden onset 
of pain and completely lost shoulder function. Clinical 
examination revealed complete breakage of the implant 
(Figure 2a). As a special notice, the intermediary fragment 
was solidary with montage during breakage. Surgery was 
advised; the implant was retrieved and a complete analysis 
was initiated (Figure 3, a and b). The fracture was reduced 
and a new reconstruction plate was implanted. The patient 
resumed his previous activities at four months; at two years 
follow-up, the shoulder function is completely restored. 

The explant analysis followed a established protocol 
begun with a complete macroscopic examination, stereo-
microscopic images (Olympus SZX7) of failure area were 
obtained; the breakage was located right in the middle of 
screw hole and no material inhomogeneities were noted 
(Figure 3b). The scanning electron microscopy (SEM, 
ESEM Philips XL 30 TMP) documented that there were 
no structural inhomogeneities in failure area (Figure 4). 

 

 

 
Figure 1 – (a) X-ray: comminuted fracture of the clavicle 
with intermediary fragment; (b) Postoperative X-ray with 
reduction and bridging osteosynthesis with anatomical 
contoured locked plate; (c) Surgical principle – bridging 
the fracture interval (anatomical plate and additional 
FiberWire No. 2 cerclage fixation). 

 

 
Figure 2 – (a) X-ray: implant failure with subsequent 
plate breakage; (b) X-ray postoperative control after 
revision. 

 

 
Figure 3 – (a) Breakage of the plate – the arrows shows 
the area where the plate failed; (b) Stereomicroscopy 
image of the failure area (12.5×) revealing the fractured 
area. The observed surface had no severe plastic 
deformation marks, the fracture direction was almost 
perpendicular on the surface and this one remained 
relatively regular, resulting that the implant breakage 
was fragile-type. 

Energy dispersive spectrometry (EDS) was next 
completed in the plate examination. The main purpose 
of these examinations was to check the material compo-
sition and see if they are in agreement with manufac-
turer reports. In this respect, metallographic specimens 
were harvested and sampled; it has been proved that the 
implant was within standards. In addition, microstructure 
characteristics, possible defects as well as structural 
inhomogeneity were analyzed. The complete analysis 
confirms plate composition – titanium as well as screw 
composition – Ti-Al-V; no structural inhomogeneity was 
noted. 
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Figure 4 – Scanning electron microscopy images of the 
failure area with magnified detail of failure; at 50× 
magnification, the analysis revealed a homogenous 
structure in the fracture zone; impurities or other 
compounds are absent, leading to the conclusion that 
the fracture occurred due to some external factors. 

In order to check the hypothesis of failure of the 
anatomical plate due to morphological constraints, the 
mode of breakdown was experimentally tested through 
a computer-simulated load analysis. The finite elements 
analysis was performed as a structural analysis using 
ANSYS 12 software (ANSYS Inc., PA, USA). A tetrahedral 
mesh model with 2 mm size elements was created from 
the patient morphological parameters of the shoulder girdle 
(Figures 5 and 6). The DICOM files from the patients 
computed tomography (CT) scans were initially imported 
in MIMICS 10.1 (Materialise Inc., Leeuwen, Belgium) 
– the reconstructed three-dimensional (3D) model from 
two-dimensional (2D) data was further refined for anato-
mical and geometric accuracy using Geomagic Studio 9 
(3D System Inc., USA) (Figure 7). 

 
Figure 5 – 3D rendering of the shoulder girdle is 
developed from the 2D DICOM dataset acquired from 
the patient CT (MIMICS software allows reconstruc-
tion of exact anatomy of the patient, allowing further 
experimentation on a real case-based scenario). 

 
Figure 6 – Structure discretization – a mathematical 
model of the patient clavicle is created from 2 mm 
tetrahedral elements in MIMICS software filtered after 
the previous step of 3D rendering. 

 
Figure 7 – Boundary limit established after refinement 
of the morphological 3D model in Geomagic Studio 
software; ANSYS software applied simulation of forces 
were applied on the reconstructed patient model. 

The anatomical positioning of the implant is also 
important; the plate was placed on the superior surface of 
the clavicle, according to recommended surgical guidelines. 
The force transmitted during a fall on the arm is directed 
through the head of the humerus mainly to the scapula 
(Figure 8a). There is no apparent transmission of the 
biomechanical load to the clavicle. The applied force to the 
clavicle is only through direct contact with the acromion 
process. Two components of the axial force can be 
described Fy and Fz that will tend to move the scapula 
upwards and backwards, away from the clavicle, with a 
tendency to dislocation rather than fracture. Only in 
those cases when the outstretched arm is in the coronal 
plane relative to the body, is it possible that the force 
component Fx will be sufficient to produce compression 
forces in the clavicle shaft and subsequent fracture. Recent 
biomechanical studies confirm that with upwards and 
backwards movement of the scapula, the force transferred 
from the attached ligaments and muscles is enough to 
produce clavicular bending. Two types of loading condi-
tions were used – axial compression Fx and inferior 
bending (Fy and Fz). In contrast, Figure 8b shows that with 
an effort to the arm it is possible for the entire force to be 
transmitted along the clavicular axis in different angles, 
so that three perpendicular components Fx, Fy and Fz 
form along and perpendicular to the axis of the clavicle. 
Even if Fx is zero, when muscles are activated, both Fy 
and Fz are variable purely along the clavicular axis.  
In an attempt to be as close as in vivo scenarios, two 
simulations were completed: one regarding the deltoid 
muscle activation and the second regarding the major 
pectoralis muscle. During examination, an overall distri-
bution of equivalent elastic stress at 300 N anterior deltoid 
activation was utilized. The simulation image confirms 
a uniform distribution with only one peak at the level of 
the breakage point. At the breakage point, stress value 
was close to 67.9 N, comparing to the minimum-recorded 
tensile forces of 5.85 N. The total deformation has a 1 mm 
value and it was maximum at the acromial clavicle end 
and minimum at the sternal clavicle end (Figure 9a);  
at breakpoint site, the initial deformation was between 
0.25304 and 0 mm (Figure 9b). When interpreting these 
results, we should take into account the fact that titanium 
plates leads to less stress shielding due to the elastic 
modulus close to that of the bone. On the other hand, the 
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biomechanical load is higher in locked plate configuration, 
which is our case. 

  
Figure 8 – (a) The impact force vector F is directed 
along the humerus when falling on the outstretched 
arm. (b) The impact force vector F associated with a 
direct shock on the shoulder has three components 
along the clavicle. In vivo, there is an important effect 
related to muscular forces, so, validated simulation 
protocols take into account deltoid and major pectoralis 
activation [7]. 

 

 
Figure 9 – (a) Total deformation of the implanted 
assembly, at maximum load in ANSYS 12 software 
simulation; (b) At 300 N, the force of the pectoralis 
muscle produces also tensions sent into the anatomical 
implant. 

The distribution graph in the plate presented in 
Figure 10 indicates two logical elements: the equivalent 
tensions increase as the load value increases and their 
distribution shows a maximum in the aperture proximity 
due to the load intensification edges. The problem is that, 
due to the special morphology of the clavicle, load values 
in this area are higher that the yield limits over 100 N 
loads. The overpassing of the yield limit would result in 
plate breakage. Taking into account the implant dimensions, 
material and the anchorage modality it would be useful 

the patient restriction in order to decrease the possibility 
for him to develop forces more than 100 N. The equivalence 
of the 100 N force developed by the patient is carrying 
of an item heavier than 9 kg or traction–pushing of heavy 
objects. 

 
Figure 10 – Plate tension distribution graph in the 
plate at the four loading forces in the patient model 
(showing a normal distribution and characteristics). 

 Discussion 

Functionally, the clavicle actions mainly as a point of 
muscle attachment. Some of the early literature suggested 
that with good repair of the muscle, the only functional 
consequences of surgical removal of the clavicle are limi-
tations in heavy overhead activity and that its function 
as a support [8] is therefore less important. This concept 
seems to be supported by the relatively good function of 
persons with congenital absence of the clavicle. However, 
others have found that anatomical modifications of the 
clavicle in adulthood have an overwhelming effect on 
shoulder function [9]. 

The biomechanical behavior of the clavicle remained 
less well understood until recent studies [10]. This is 
probably due to the complex anatomy, such as the com-
plicated attachments of multiple ligaments and muscles, 
which make the measurement of muscle forces acting 
during real life scenarios nearly impossible. However, 
as the major supporting structure for the shoulder, the 
clavicle is positioned under two frequent loading modes: 
bending and compressive loads [11]. Clavicle fractures 
are the most frequent cited fractures of the shoulder with 
most of them located in the midshaft; this is related to 
the morphological features of the bone. Bachoura et al. 
[12] represented a model of the clavicle constructed around 
two inverse curves enabling the bone to absorb stress; 
segmentation into areas based on the biomechanical centers 
of rotation of the two described curves define one short 
lateral area and two wide – middle and intermediate – 
segments. Osteosynthesis anatomical implants on the 
market are designed using statistical data from such 
studies; unfortunately, individual anatomy is far more 
complex. Some companies produce plate options: superior 
medial, superior distal, inferior medial and inferior distal. 
Superior plates are available in left and right for precise 
contour, pre-contoured to reduce need for additional 
intraoperative contouring and what is more important, 
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with reconstruction-like plate segments to aid additional 
modeling if necessary [13]. 

Currently, the anatomical indications for surgical 
treatment in clavicle fracture are well established: displa-
cement over 100%, shortening more than 2 cm and 
presence of a vertical zed fragment [14, 15]. The goals 
of osteosynthesis – surgical fixation of the bone, are  
to prevent nonunion development, to decrease the time 
of immobilization and to restore shoulder function by 
restoring clavicle morphology. Surgical treatment is based 
on utilization of different implants to achieve clavicle 
fixation [16]. Two main groups of implants are used: 
extramedullary devices as plates and intramedullary 
devices as nails. Intramedullary fixation in clavicle fracture 
is a relatively new concept and it was developed based 
on its presumed advantages: smaller incisions, lesser 
muscular striping during approach, closed reduction with 
fracture hematoma’s preservation. As its use begun to 
expand, its disadvantages were revealed; among them: less 
mechanical rotational stability, less anatomical reduction, 
irradiation for both patient and medical personal and 
frequent implant breakage [15]. Extramedullary fixation 
is the most used treatment in clavicle fracture. Several 
facts are well known and already admitted in this type 
of treatment: the fixation depends on fracture pattern, 
maximum fixation strength is obtained when six screws 
are used (three medial and three lateral), additional fixation 
is needed in comminuted fractures (wires cerclage or 
screws), additional autograft may be considered [6, 17]. 
However, some issues are still on debate; among them 
best positioning of the plate. Robertson et al., in a paper 
from 2008 [18], recommended an anterior–inferior place-
ment of the plate for better results. Still, the anterior–
superior positioning is mostly used [19]. 

For achieving extramedullary fixation, several types 
of plates are used. Low-contact compression plates are 
strong but bulky, difficult to accommodate to the clavicle 
anatomy and may cause soft tissue irritation. Reconstruction 
plates are easier to contour but offer less mechanical 
strength [18, 20]. Repeated bending of the plate – during 
surgery, in order to achieve a better fitting to the bone – 
may affect mechanical strength. In addition, it is time 
consuming and based on surgeon experience and patience. 
Pre-contoured anatomical plates do not require additional 
bending; having a lower profile, they cause less irritation 
issues while maintaining good mechanical strength. 
However, the choice for the plate is not easy; in a study 
from 2007, Huang et al. [21] documented that the shape 
of the plate can accommodate mostly of superior contour 
of clavicle in male but not in female. Therefore, choosing 
the right plate is not an easy job. It may prolong the surgery 
time because we should fit the plate to individual size 
and shape characteristics. This is why there are papers 
that recommend preoperative 3D printing of fracture  
for making plate choice easier and more effective [22]. 
Operative treatment is not free of complications; rates as 
about 27% are reported [23]. 

Among them, implant failure is reported. Failure of 
the implants usually occurs in the first three postoperative 
months. Its reported frequency is between 1% and 4% of 
the cases [24]. The type of fixation in cases, which used 
plate fixation, is rigid; even more, in cases when blocked 
plate is used. During stress, the plate may bend or break. 

When talking about modes of implant failure at least 
two possibilities can be taken into account: a mechanical 
or a biological mode [25]. The biological mode is usually 
related to poor bone quality, frequent in elderly people; 
also, when the failure site is located at bone–screw inter-
face, a biological mode of failure may be implied. In the 
mechanical mode of failure, usually a bending stress on 
the bone is transmitted to the implant and generates a 
failure located at the screw–plate junction. We suspected 
in our case a complex type of mechanical failure. The 
failure analysis protocol of implants that was performed 
[26] showed no structural inhomogenities of the implant. 
In order to support our hypothesis, a load analysis was 
conducted; during it, forces acting over clavicle have been 
examined and impact over anatomical plate osteosynthesis 
was evaluated. 

In our case, the breakage point was right in the middle 
of the three holes free of screws – because of the fracture 
pattern, it was not possible a screw insertion in the 
intermediary bone fragment without the risk for further 
damage. Therefore, the unobstructed holes in this bridging 
technique created a zone of minimal resistance, in the area 
free of screws, which induced plate breakage right in its 
middle point. It may be hypothesized that an appropriate 
plate should not have unobstructed holes at all. Mono-
cortical screws or obturators placed in the free holes may 
enhance mechanical plate integrity and prevent its failure. 

Also, the specific distribution of tension forces due 
to the morphological characteristics of the area in which 
the fracture occurred (midshaft, turning point between 
the two anatomical curves of the clavicle), may had a 
significant impact on the failure scenario. In our case, 
for a comminuted midshaft clavicle fracture, with 100% 
displacement, 2 cm shortening and presence of an inter-
mediary fragment osteosynthesis with pre-contoured plate 
was recommended. Because of the fracture pattern,  
a bridging technique was used, in order to protect the 
intermediary fragment for further comminution. An 
additional fixation of the intermediary fragment was 
achieved with two sutures with FiberWire No. 2. This 
additional fixation method has proven to be effective;  
at the moment of implant breakage, the intermediary 
fragment was healed to the medial side, so convert  
the comminuted fracture into a common two fragments 
fracture. This additional fixation may be safely used in 
case of comminution cases [27]. 

We may presume that, during daily living activities, 
the tension stress was uniformly distributed through entire 
clavicle and plate, as in the finite elements analysis 
modeling performed. Such computer-aided techniques are 
currently more utilized for validation of novel surgical 
techniques [7]. As distribution of stress was uniform and 
the deformation was close to minimum in the failure area, 
it may be presumed that the oblong, unobstructed hole 
was a point of weakness from where the failure started. 
Therefore, the bridging technique may be related to 
complications like implant breakage. To prevent this 
unfortunate events plate strength should be enhanced.  
A feasible method to do that is using an appropriate 
technique; in this case, a suitable technique means that 
less – or none if possible – holes remain unobstructed. 
We may use monocortical screws or simple obturators 
for the holes in order to protect the comminuted fragment 
for further damage and enhance plate strength. 
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On the other hand, we should take into account that 
reconstruction of every comminuted clavicle fracture is a 
challenge. The appropriate type of plate, the appropriate 
surgical technique and rehabilitation protocol should be 
used. Recent publications recommend a careful preoperative 
planning in clavicle midshaft fractures but strong clinical 
evidence still favor plate fixation [28]. 

 Conclusions 

In comminuted clavicle fracture, anatomical bridging 
locked plate technique may cause implant failure due  
to increase of the stress in free holes area. Thorough 
knowledge of anatomy and morphology of complex bones 
like the clavicle is necessary for surgical reconstruction. 
Modern anatomical implants are still to be ameliorated 
with regard to the specific morphology of the patient – 
one important development may be related to 3D printing 
of such implants. 

Conflict of interests 
The authors declare that they have no conflict of 

interests. 

References 
[1] Canadian Orthopaedic Trauma Society. Nonoperative treatment 

compared with plate fixation of displaced midshaft clavicular 
fractures. A multicenter, randomized clinical trial. J Bone Joint 
Surg Am, 2007, 89(1):1–10. 

[2] van der Meijden OA, Gaskill TR, Millet PJ. Treatment of 
clavicle fractures: current concepts review. J Shoulder Elbow 
Surg, 2012, 21(3):423–429. 

[3] Wang XH, Guo WJ, Li AB, Cheng GJ, Lei T, Zhao YM. 
Operative versus nonoperative treatment for displaced mid-
shaft clavicle fractures: a meta-analysis based on current 
evidence. Clinics (Sao Paulo), 2015, 70(8):584–592. 

[4] Zlowodzki M, Zelle BA, Cole PA, Jeray K, McKee MD; 
Evidence-Based Orthopaedic Trauma Working Group. 
Treatment of acute midshaft clavicle fractures: systematic 
review of 2144 fractures: on behalf of the Evidence-Based 
Orthopaedic Trauma Working Group. J Orthop Trauma, 2005, 
19(7):504–507. 

[5] Ropars M, Thomazeau H, Huten D. Clavicle fractures. Orthop 
Traumatol Surg Res, 2017, 103(1S):S53–S59. 

[6] McKnight B, Heckmann N, Hill JR, Pannell WC, Mostofi A, 
Omid R, Hatch GF 3rd. Surgical management of midshaft 
clavicle nonunions is associated with a higher rate of short-
term complications compared with acute fractures. J Shoulder 
Elbow Surg, 2016, 25(9):1412–1417. 

[7] Favre P, Kloen P, Helfet DL, Werner CM. Superior versus 
anteroinferior plating of the clavicle: a finite element study.  
J Orthop Trauma, 2011, 25(11):661–665. 

[8] Lewis MM, Ballet FL, Kroll PG, Bloom N. En bloc clavicular 
resection: operative procedure and postoperative testing of 
function. Case reports. Clin Orthop Relat Res, 1985, (193): 
214–220. 

[9] Terry GC, Chopp TM. Functional anatomy of the shoulder.  
J Athl Train, 2000, 35(3):248–255. 

[10] Stanley D, Trowbridge EA, Norris SH. The mechanism of 
clavicular fracture. A clinical and biomechanical analysis.  
J Bone Joint Surg Br, 1988, 70(3):461–464. 

[11] Groh GI, Mighell MA, Basamania CJ, Kibler WB. All things 
clavicle: from acromioclavicular to sternoclavicular and all 
points in between. Instr Course Lect, 2016, 65:181–196. 

[12] Bachoura A, Deane AS, Wise JN, Kamineni S. Clavicle 
morphometry revisited: a 3-dimensional study with relevance 
to operative fixation. J Shoulder Elbow Surg, 2013, 22(1): 
e15–e21. 

[13] Cho CH, Song KS, Min BW, Bae KC, Lee KJ. Operative 
treatment of clavicle midshaft fractures: comparison between 
reconstruction plate and reconstruction locking compression 
plate. Clin Orthop Surg, 2010, 2(3):154–159. 

[14] Naimark M, Dufka FL, Han R, Sing DC, Toogood P, Ma CB, 
Zhang AL, Feeley BT. Plate fixation of midshaft clavicular 
fractures: patient-reported outcomes and hardware-related 
complications. J Shoulder Elbow Surg, 2016, 25(5):739–746. 

[15] Kwak-Lee J, Ahlmann ER, Wang L, Itamura JM. Analysis of 
contoured anatomic plate fixation versus intramedullary rod 
fixation for acute midshaft clavicle fractures. Adv Orthop Surg, 
2014, 2014:518310. 

[16] Wijdicks FJ, Houwert M, Dijkgraaf M, de Lange D, Oosterhuis K, 
Clevers G, Verleisdonk EJ. Complications after plate fixation 
and elastic stable intramedullary nailing of dislocated midshaft 
clavicle fractures: a retrospective comparison. Int Orthop, 
2012, 36(10):2139–2145. 

[17] VanBeek C, Boselli KJ, Cadet ER, Ahmad CS, Levine WN. 
Precontoured plating of clavicle fractures: decreased hardware-
related complications? Clin Orthop Relat Res, 2011, 469(12): 
3337–3343. 

[18] Robertson C, Celestre P, Mahar A, Schwartz A. Reconstruction 
plates for stabilization of mid-shaft clavicle fractures: differ-
ences between nonlocked and locked plates in two different 
positions. J Shoulder Elbow Surg, 2009, 18(2):204–209. 

[19] Hulsmans MH, van Heijl M, Houwert RM, Timmers TK, van 
Olden G, Verleisdonk EJ. Anteroinferior versus superior plating 
of clavicular fractures. J Shoulder Elbow Surg, 2016, 25(3): 
448–454. 

[20] Ionescu R, Cristescu I, Dinu M, Saban R, Antoniac I, Vilcioiu D. 
Chapter 5: Biomaterials application in surgery. Clinical, bio-
mechanical and biomaterials approach in the case of fracture 
repair using different systems type plate–screw. Key Eng 
Mater, 2014, 583:150–154. 

[21] Huang JI, Toogood P, Chen MR, Wilber JH, Cooperman DR. 
Clavicular anatomy and the applicability of precontoured 
plates. J Bone Joint Surg Am, 2007, 89(10):2260–2265. 

[22] Kim HN, Liu XN, Noh KC. Use of a real-size 3D-printed model 
as a preoperative and intraoperative tool for minimally invasive 
plating of comminuted midshaft clavicle fractures. J Orthop 
Surg Res, 2015, 10:91. 

[23] Smith SD, Wijdicks CA, Jansson KS, Boykin RE, Martet-
schlaeger F, de Meijer PP, Millett PJ, Hackett TR. Stability of 
mid-shaft clavicle fractures after plate fixation versus intra-
medullary repair and after hardware removal. Knee Surg 
Sports Traumatol Arthrosc, 2014, 22(2):448–455. 

[24] Navarro RA, Gelber JD, Harrast JJ, Seiler JG 3rd, Jackson KR, 
Garcia IA. Frequency and complications after operative fixation 
of clavicular fractures. J Shoulder Elbow Surg, 2016, 25(5): 
e125–e129. 

[25] Buechel FF, Pappas MJ. Failure modes. In: Buechel FF, 
Pappas MJ. Principles of human joint replacement: design 
and clinical application. Springer International Publishing, 
Switzerland, 2015, 33–70. 

[26] Miculescu F, Bojin D, Ciocan LT, Antoniac I, Miculescu M, 
Miculescu N. Experimental researches on biomaterial–tissue 
interface interactions. J Optoelectron Adv Mater, 2007, 9(11): 
3303–3306. 

[27] Shin SJ, Do NH, Jang KY. Risk factors for postoperative 
complications of displaced clavicular midshaft fractures.  
J Trauma Acute Care Surg, 2012, 72(4):1046–1050. 

[28] van der Meijden OA, Houwert RM, Wijdicks FG, Dijkgraaf MG, 
Leenen LP, Verhofstad MH, Verleisdonk EJ. Introducing the 
Surgical Therapeutic Index in trauma surgery: an assessment 
tool for the benefits and risks of operative fracture treatment 
strategies. J Shoulder Elbow Surg, 2016, 25(12):2005–2010. 

 
Corresponding author 
Rodica Marinescu, Associate Professor, MD, PhD, Department of Orthopedics and Traumatology, “Carol Davila” 
University of Medicine and Pharmacy, 37 Dionisie Lupu Street, 030167 Bucharest, Romania; Phone +40744–294 599, 
Fax +4021–318 06 19, e-mail: rodicamarinescu@ymail.com 
 
Received: February 12, 2016     Accepted: June 19, 2017 


