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Abstract 

Background:  The outcome of non-surgical treatment is generally good, but the treatment course can be long and 
painful with approximately a quarter of the patients acquiring a nonunion. Both surgical and non-surgical treatment 
can have disabling consequences such as nerve injury, infection, and nonunion. The purpose of the study is to com-
pare patient-reported outcomes after surgical and non-surgical treatment for humeral shaft fractures.

Methods:  A pragmatic randomized controlled trial (RCT) is planned with two study groups (SHAFT-Young and 
SHAFT-Elderly). A total of 287 eligible acute humeral shaft fractures are scheduled to be recruited and randomly 
allocated to surgical or non-surgical treatment with the option of early crossover due to delayed union. The surgical 
method within the allocation is decided by the surgeon. The primary outcome is the Disability of Arm, Shoulder, and 
Hand (DASH) score at 52 weeks, and is assessor blinded. The secondary outcomes are DASH score, EQ-5D-5L, pain 
assessed by visual analog score, Constant-Murley score including elbow range of motion, and anchor questions col-
lected at all timepoints throughout the trial. All complications will be reported including; infection, nerve or vascular 
injury, surgical revisions (implant malpositioning, hardware failure, aseptic loosening, and peri-implant fracture), major 
adverse cardiovascular events, and mortality.

Discussion:  The SHAFT trial is a pragmatic multicenter RCT, that will compare the effectiveness of the main strategies 
in humeral shaft fracture treatment. This will include a variety of fracture morphologies, while taking the dilemmas 
within the population into account by splitting the population by age and providing the orthopedic society with an 
interval for early crossover surgery.

Trial registration:  Clini​caltr​ials.​gov NCT04​574336. Registered on 5 October 2020.
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Background and rationale
The incidence of humeral shaft fracture is between 13.5 
and 20 per 100.000 annually [1, 2]. It is projected that the 
incidence of humeral shaft fractures will increase due 
to changing demographics [1]. The fracture demogra-
phy follows a typical bimodal pattern with young adults 
injured in sports, vehicular road-traffic accidents, and 
other high energy traumas and the elderly injured with 
simple falls, respectively [2]. Considering this demo-
graphic difference, the importance of age in terms of 
patient expectations, upper limb function, and patient-
reported outcome measures (PROM) in humeral shaft 
fracture treatment is not well understood. The most 
utilized PROM of humeral shaft fractures across age is 
the Disability of Arm, Shoulder, and Hand (DASH) [3]. 
Normative data from the general population shows infe-
rior DASH scores with increasing age and suggests that 
DASH scores of age groups should not be compared [4, 
5].

One of the main challenges with humeral shaft frac-
tures is the choice between surgical and non-surgical 
treatment. Primary surgical treatment provides consist-
ent high union rates, but patients are exposed to the risk 
of complications such as infection, iatrogenic radial 
nerve lesion, and rotator cuff injury as well as shoulder 
impingement [6, 7]. In contrast, union rates from non-
surgical treatment can vary from 75 to 100% [8–12]. If 
nonunion occurs, it is not uncommon for patients to go 
through a prolonged treatment course up to 8 months 
before an additional procedure is offered [12, 13]. 
Although delayed surgical fixation leads to high union 
rates [14], the PROMs are inferior compared to pri-
mary fixation [13, 15, 16]. These observations may sug-
gest that the prolonged course for patients with union 
problems is unfavorable. However, the challenge is to 
identify the patients that will benefit from early fixation. 
A way of determining early onset of union problems in 
a young cohort is by gently testing the fracture site at 6 
weeks [17] and later for the elderly [18]. In 2020, three 
systematic reviews with meta-analyses [19–21] were pub-
lished comparing the surgical and non-surgical treatment 
of humeral shaft fractures. All studies concluded the 
need for future prospective randomized controlled trials 
(RCTs) to complement the current literature in determin-
ing the optimal management of these fractures. None of 
the systematic reviews [19–21] included the RCTs from 
Finland or Iran [13, 22].

To our knowledge, four RCTs have been completed 
and all trials compared plate osteosynthesis to non-
surgical treatment by DASH score and without distinc-
tion of age [13, 22–24]. Four RCT protocols [25–28] 
are registered in clini​caltr​ials.​gov, WHO and ISRCTN 
registry. Two RCT protocols are comparing plate oste-
osynthesis to non-surgical treatment and the last two 
RCT protocols are comparing plate and nails to non-
surgical treatment. Adults of all ages are included, 
except in one RCT protocol [27] that has an upper age 
limit at 65 years. Furthermore, in one already finished 
trial, the trial design had to be adjusted from an RCT 
to a prospective non-randomized comparative trial due 
to treatment allocation problems as there was a strong 
physician preference towards the surgical treatment 
option [29]. A Cochrane review could not demonstrate 
any difference in union rate between different surgical 
procedures (intramedullary nail and plate osteosynthe-
sis) [30].

This emphasizes the need for a pragmatic approach of 
interventions by including usual care of surgical treat-
ment, considering the influence of age as well as accept-
ing early secondary surgery as a part of treatment to 
improve disability and function after 12 months.

The SHAFT protocol conforms with the Standard 
Protocol Items: Recommendations for Interventional 
Trials (SPIRIT) [31, 32].

Methods: Participants, interventions, 
and outcomes
Objectives
To compare surgical fixation of humeral shaft fracture 
to non-surgical treatment with early identification and 
treatment of delayed union by a patient-reported out-
come after 52 weeks.

The trial population is divided into two age groups due 
to the changes in DASH score by age [4]. The definition 
of delayed union differs in the young and elderly popula-
tion to consider dissimilarity in bone healing rates:

1.	 SHAFT-Y for the young with an age cut-off of 18 to 
64 years. The early identification and treatment of 
delayed union is set to 6 to 12 weeks

2.	 SHAFT-E for the elder with an age cut-off +65 years. 
The early identification and treatment of delayed 
union is set to 12 to 26 weeks

Keywords:  Humeral shaft fracture, Diaphyseal fracture, Treatment, Surgical fixation, Non-surgical, Delayed union, 
Patient-reported outcomes, Randomized Controlled Trial

http://clinicaltrials.gov
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Trial design
A pragmatic multicenter, randomized, controlled, out-
come assessor-blinded, clinical superiority trials. The 
steering committee which consist of trauma- and shoul-
der-elbow surgeons have assessed the pragmatic design 
using PRECIS-2 [33] which yielded 37 points out of 
the possible 45 points (Fig.  1). An explanation for each 
domain score is provided in Appendix 1. This study fur-
thermore collaborates with the NORCRIN Work Package 
13 network.

Study setting
Sites from Denmark, Sweden, and Norway have been 
recruited and span from academic level I to level III 
trauma centers. The following is the current list of 
recruiting hospitals: Kolding Hospital; Hvidovre Univer-
sity Hospital of Copenhagen; Zealand University Hos-
pital; Slagelse Hospital; Holbæk Hospital; New North 
Zealand University Hospital of Copenhagen, Odense 
University Hospital; Hospital of Southern Denmark; 
Aalborg University Hospital; Aarhus University Hospi-
tal; Herlev-Gentofte University Hospital of Copenhagen, 
Viborg Regional Hospital, Hospital South West Jutland, 
Oslo University Hospital; Stavanger University Hospital; 
Østfold Hospital Trust; Sahlgrenska University Hospital; 

Uppsala University Hospital; Umeå University Hospital; 
and Stockholm South General Hospital.

Material
Two hundred eighty-seven patients (n=163 for SHAFT-
Y, n=124 for SHAFT-E) with a humeral shaft fracture 
will be equally randomized to surgical treatment or non-
surgical treatment in each group. The overall trial flow 
and timeline of data collection is outlined in Figs.  2a, b 
and 3.

Inclusion criteria

1.	 Fracture types 12A-C (OTA/AO classification)

a.	 Includes minimal displaced extra-articular fracture 
extensions to the proximal humerus (less than a 1-cm 
or 45° angulation) [34]

2.	 Treatment within 14 days from trauma
3.	 Age 18–64 years for SHAFT-Y and ≥65 years for 

SHAFT-E

Fig. 1  Assessment of the pragmatic design using the PRECIS-2
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a

b

Fig. 2  a Trial flow for SHAFT-Y. b Trial flow for SHAFT-E
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4.	 Patients must understand the information given and 
be able to read and speak Danish, Swedish or Norwe-
gian to complete the study paperwork

All fracture extensions involving the distal humerus 
and displaced fracture extensions involving the proximal 
humerus will not be included. Isolated fractures to the 
proximal or the distal end of the humerus are not eligible 
for screening. The proximal and distal end segments of 
the humerus are defined by squares of which the sides are 
the widest length of the epiphysis/metaphysis in question 
on the anterior-posterior view [35] (Fig. 4).

Exclusion criteria

1.	 Inability to give informed consent
2.	 Undisplaced shaft fracture (less than a cortex-wide 

displacement in all radiographic planes)
3.	 Vascular injury in the ipsilateral arm
4.	 Polytrauma (defined as a trauma with one or more 

concurrent fractures to the upper extremities or 
other trauma absolute indications for surgical inter-
vention)

5.	 Pathological fracture

6.	 Open fracture
7.	 BMI > 40
8.	 Health conditions preventing either treatment

Primary radial nerve palsy (RNP) is not an exclusion 
criterion as there have not been shown benefits in recov-
ery time with early exploration [36].

Recruitment
Patients admitted to the emergency department (ED) 
in any of the trial sites will be clinically examined and 
plain radiographs will be obtained to confirm the diag-
nosis. If the patient fulfills the eligibility criteria, they 
will be informed of the trial by staff and receive written 
information with patient participation information and 
“Researchers rights in a health science research project.” 
They will be given time to consider and will be scheduled 
for an appointment with research staff within 10 days. If 
written consent is obtained at the consultation, randomi-
zation will occur immediately after.

Patients will be provided with transport allowance 
to cover the costs for consultations at 26 weeks and 52 
weeks. They further accept telephone calls if they miss 

Fig. 3  Timeline and overview of enrollment, interventions, and assessments for SHAFT
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follow-up visits to promote participant retention and 
complete follow-up.

Interim analyses
We will carry out two interim analyses after trial comple-
tion of 25% and 50% of the planned number of included 
patients, separately for the two age groups. We will use 
the O’Brien-Fleming rule [37] for determining appropri-
ate significance levels for each analysis, which is deter-
mined by time of hypothesis testing (n=3) and the overall 

significance level of α=0.05. Under these assumptions, 
the significance levels are 0.0006 for the first interim 
analysis, 0.0151 for the second interim analysis, and 
0.0471 for the final analysis. Interim analyses will be 
carried out for both the primary endpoint (DASH) and 
for serious complications (iatrogenic nerve injury, deep 
infection, major adverse cardiac events (MACE), other 
major adverse events, and death) and will be conducted 
by one-sided tests to determine if the improvement in 
DASH is significantly above 25 points, respectively if the 
complication rate is at least 20% higher.

A Data Monitoring Committee (DMC) has been organ-
ized to monitor and evaluate the data from the interim 
analyses. The DMC consists of five independent mem-
bers including the patient representative (PR), two ortho-
pedic researchers, an orthopedic surgeon, and a nurse.

In the event of one group having zero complications, 
the significance level cannot be computed by a cChi-
square test, and the DMC will have to assess the data due 
to a statistical variation.

In the event of a patient sustaining several compli-
cations, the most severe complication will follow the 
patient. The complications are ranked in a hierarchy 
model describing the severity and are ranked from most 
severe to least severe: death, MACE, deep infection with 
debridement, other reasons for hospitalization, and iatro-
genic nerve injury.

The interim analyses will be conducted by a biostatisti-
cian, blinded to the treatment allocation. Data will then 
be presented to the DMC, in means and proportions and 
be accompanied with confidence intervals. The DMC 
will have access to the data unblinded, and if at least one 
of those two conditions is fulfilled or a statistical varia-
tion has occurred at an interim analysis the DMC will 
be asked to investigate the results in detail and present 
their recommendation to continue or stop the trial. In 
the event of disagreement with a split decision (one or 
more casts a blank vote), the steering committee will be 
involved in discussing the stopping of the trial.

Furthermore, the steering committee will be moni-
toring recruitment and drop-out. Any modification in 
design and recruitment will be registered on Clini​calTr​
ials.​gov.

If it is observed that inclusion of patients in the two 
age groups is too slow, it can be decided to pool the age 
groups and analyze them as one total group instead. If 
this decision is made before the first interim analysis, the 
above significance levels will be used for the total group. 
If the decision is made between the first and second 
interim analysis, O’Brien-Fleming significance levels for 
four analyses will be used, resulting in a significance level 
of 0.0184 for the second interim analysis and 0.0412 for 
the final analysis. If the decision is made after the second 

Fig. 4  Illustration of the main fracture zone, the extension zone, 
and the exclusion zones. All fractures must involve the main fracture 
zone. Fractures can extend to the proximal extension zone, if minimal 
displaced within the extension zone. Fractures cannot involve the 
exclusion zones or be displaced within the extension zone. The 
proximal square is obtained by measuring the widest part of the 
segment, then measuring the same length from the apex of the 
proximal segment through the axis of the proximal humerus, this 
endpoint separates the proximal humerus from diaphysis. The distal 
square is obtained by measuring the widest part of the segment, 
then measuring the same length from the most distal part of the 
trochlea through the axis of the distal humerus, this endpoint 
separates the distal humerus from the diaphysis

http://clinicaltrials.gov
http://clinicaltrials.gov


Page 7 of 15Karimi et al. Trials          (2022) 23:453 	

interim analysis, the O’Brien-Fleming significance level 
for five analyses will be used, resulting in a significance 
level of 0.0417 for the final analysis.

Patient and public involvement
Patients were involved in the planning and development 
of the study protocol. A series of in-depth semi-struc-
tured interviews were conducted with the qualitative 
purpose of exploring the experiences acquired during 
the treatment course of a humeral shaft fracture. Beyond 
the qualitative study aim, a discussion of the most mean-
ingful primary outcome measures was undertaken. All 
patients completed two questionnaires (DASH and 
QuickDASH) to solicit their feedback and to determine 
which PROM they found most appropriate when consid-
ering relevance, comprehensibility, comprehensiveness, 
and length. The interviews further revealed complaints 
that were discussed with the patients and were subse-
quently priorities to be implemented as outcome meas-
ures of the trial.

One of the patients from the interviews accepted to be 
involved in the trial as the PR. The PR is included in the 
steering committee and in the DMC. The study protocol 
was discussed with the PR in layman’s terms to facili-
tate a common understanding of the trial and to solicit 
feedback that could minimize patient burden and risk of 
missing data, as well as providing insights from a patient 
perspective to optimize the communication between 
physicians and patients during the trial course and by 
written information. The feedback resulted in minor revi-
sions of words in the patient information sheet to con-
form with patient concerns.

Interventions
Treatment will be performed within 14 days after injury. 
Eligible patients will be randomly allocated to one of two 
treatment options.

•	 Surgical treatment
•	 Non-surgical treatment with the option of early 

crossover surgery at 6–12 weeks [17] for SHAFT-Y 
and at 12–26 weeks for SHAFT-E

We anticipate that surgical treatment will include 
plate osteosynthesis (minimal invasive plate osteosyn-
thesis or open reduction internal fixation), intramed-
ullary nailing (antegrade and retrograde), and external 
fixation. Plate and nail types, screw configurations, and 
surgical approaches will be decided by the surgeons. The 
procedure will be conducted or supervised by a senior 
consultant.

Non-surgical treatment will include sugar tong splint, 
plaster splints, hanging casts, or functional bracing such 

as the Sarmiento brace and will be worn until a surgeon 
removes it.

All patients will be advised to follow this rehabilitation 
protocol (Table 1).

Criterias for early crossover
Patients can be offered to undergo early crossover fixa-
tion with a surgical procedure of the surgeon’s choice, if 
one of these criteria are met:

•	 Unacceptable pain experienced by the patient
•	 Severe pain with gross instability of the fracture site 

assessed by:
•	 Unable to en bloc elevate the arm due to clear frac-

ture instability
•	 Gentle manipulation of the fracture site. Gentle 

manipulation should respect the risk of callus break-
age

•	 Severe problems tolerating the brace, e.g., discom-
fort, skin irritation, wounds, and hygiene problems.

The patients that undergo early crossover surgery will 
have the reason for crossover thoroughly noted. We 
anticipate the surgical procedures will be similar to the 
ones previously mentioned with the possible addition of 
bone graft.

Randomization
A computerized database software, Research Electronic 
Data Capture (REDCap)© [38] will be used to generate 
an irreversible random allocation sequence and perform 
block randomization with selected block sizes of 2 and 4, 
which will be stratified on site and age (18–64 and +65). 
Patients will be assigned to the trial with an allocation 
of 1:1 to either surgical treatment or non-surgical treat-
ment. The trial worker acquires the allocated treatment 
from the central coordinator with randomization rights 
to REDCap. The trial worker then initiates the treatment, 
either by scheduling the surgery date or applying the cho-
sen non-surgical method.

Protocol violation

•	 Lost to follow-up
•	 Treatment crossover outside the pre-defined interval 

for early crossover surgery

Patients that meet any of these criteria will remain in 
the study and be included in the intention-to-treat analy-
sis but omitted from a per-protocol analysis.
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Participant withdrawal
If the patient withdraws the consent, patients will 
be included in the statistical analysis through multi-
ple imputation, if baseline data is obtained, otherwise 
imputation is not possible, and the patient will be 
replaced to meet the calculated sample size.

Blinding
The trial will consist of several levels of blinding:

•	 The primary outcome will be blinded to everyone 
involved in the trial, apart from the patients and a 
central trial worker (non-physician), who will only 
review the questionnaire for completion in REDCap

•	 The statistical analysis will be conducted by a blinded 
biostatistician

Outcome timepoints
Subjective and objective outcome measures will be 
obtained at the following time points: pre-injury, base-
line, 6 weeks, 12 weeks, 26 weeks, 52 weeks, 2 years, and 
5 years.

Baseline data
The following baseline data will be collected after enroll-
ment: age, sex, height, weight, arm dominance, Ameri-
can Society of Anesthesiologists (ASA) grade, pre-injury 
UCLA activity score [37], list of current diagnosis and 

Table 1  Rehabilitation protocol

Phases (approx. timepoints) Treatment (mobilization) Explanation

Non-surgical
  Phase 1
Emergency department (ED)
(0 weeks)

Apply immobilization device.
(Wrist and fingers are recommended to be 
moved within immobilization device for anti-
edema).

Immobilization device should not be taken off 
(dressing, hygiene). Await decrease of swelling 
and acute pain

  Phase 2
(0–2 weeks)

Shift to brace, if not applied in ED.
Physiotherapy can be introduced.
(Unrestricted and unloaded active range of 
motion within the limitations of the brace are 
allowed).

Brace should always be carried.
Patients allowed to lift objects, equivalently to a 
can of milk (max 1 kg).
Physiotherapy can be started to introduce simple 
movements.

  Phase 3a
(6 weeks, can be extended to a maximum of 12 
weeks)

Fracture is tested gently for instability in patients 
18–64 years.
If stable, continue to phase 4.
If unstable or uncertain stability, return to phase 
2 and extend period with brace or consider 
early crossover surgery.

a. The fracture is not sufficiently healed and needs 
more time with brace treatment.
b. The fracture is grossly unstable and there is 
a risk of nonunion. Surgical fixation could be 
beneficial.

  Phase 3b
(12 weeks, can be extended to a maximum of 
26 weeks)

Fracture is tested gently for instability in patients 
≥ 65 years.
If stable, continue to phase 4.
If unstable or uncertain stability, return to phase 
2 and extend period with brace or consider 
early crossover surgery.

a. The fracture is not sufficiently healed and needs 
more time with brace treatment.
b. The fracture is grossly unstable and there is 
a risk of nonunion. Surgical fixation could be 
beneficial.

Phase 4
(Patients < 65 years: 6–12 weeks)
(Patients > 65 years: 12–26 weeks)

Brace is removed. Continue physiotherapy.
(Unrestricted active range of motion of shoulder 
and elbow with gradual loading).

Fracture is clinically healed.
Physiotherapy to regain full range of motion 
and strength. Movements should be within the 
threshold of pain.

Surgical
  Phase 1
(0 weeks)

Apply immobilization device.
(Wrist and fingers are recommended to be 
moved within immobilization device for anti-
edema).

Immobilization device should not be taken off 
(dressing, hygiene). Await date of surgery.

  Phase 2
(0–2 weeks)

Surgical treatment.
Physiotherapy can be introduced.
(Unrestricted active range of motion, unloaded).

Patients allowed to lift objects, equivalently to 
a can of milk (max 1 kg). Caution due to wound 
healing

  Phase 3
(6 weeks)

Continue physiotherapy.
(Unrestricted active range of motion, starting 
gradual loading).

Movements should be within the threshold of 
pain

  Phase 4
(7 weeks)

Continue physiotherapy.
(No restrictions, active range of motion with full 
load).

Physiotherapy to regain full range of motion and 
strength
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medication, mechanism of injury, radiological variables 
(AO/OTA and fracture location), previous surgery to the 
arm, tobacco and alcohol habits, employment and edu-
cational status. DASH and European Quality of Life – 5 
dimensions (EQ-5D-5L) questionnaires will be sent by 
REDCap immediately after randomization to obtain pre-
injury scores.

Primary outcome measure
The primary outcome is the DASH score at 52 weeks [3]. 
The DASH will also be assessed at pre-injury, 6, 12 and 26 
weeks, and 2 and 5 years. The DASH score is a 30-item 
self-reporting patient-reported outcome measure specific 
for physical function and symptoms of the upper limb. 
Scores range from 0 (no disability) to 100 (most severe 
disability). The DASH score is validated for the target 
population [39] and has undergone cross-cultural adap-
tation in Danish, Swedish and Norwegian [40].

Secondary outcome measures
Secondary outcomes consist of the DASH score, a self-
reported measure of health-related quality of life (EQ-
5D-5L), complication rates, visual analog scale (VAS) 
for pain from the arm, a functional outcome score (Con-
stant-Murley), and anchor questions including clinical 
anchors, retrospective global transition questions and a 
binary repeat treatment question. Secondary outcome 
measures will be assessed at baseline, 6 weeks, 12 weeks, 
26 weeks, and 52 weeks (Fig. 3):

•	 DASH score at earlier timepoints than 52 weeks 
(MIC [39], 7 and 10 respectively to age 18–64 and 
65+)

•	 General health status questionnaire measured by 
EQ-5D-5L [41] (MIC [42], 0.074)

•	 Complications after treatment will be recorded and 
include local complications, early general complica-
tion, and mortality:

•	 Local complications: Infection (needing antibiotic 
treatment with or without debridement), nerve or 
vascular injury, surgical revision (due to implant mal-
positioning, hardware failure, aseptic loosening, or 
peri-implant fracture), and tolerance problems with 
a brace (discomfort resulting in non-compliance of 
wearing the brace

•	 Early general complications needing hospitalization 
within 12 weeks from primary and secondary treat-
ment [43, 44]:

•	 Major adverse cardiac events (MACE) including 
myocardial infarction, heart failure, cardiomyopathy 
and cardiac arrythmias.

•	 Other major adverse events include all-cause hospi-
talization other than the defined MACE.

•	 Mortality
•	 Pain is assessed by using VAS. Patients are asked to 

assess their overall pain from the arm from 0 to 100 
in a day (MIC [45], 16.55mm)

•	 Constant-Murley score [46] (MIC [39], 6.1). The sub-
scales of strength and range of motion (ROM) will be 
depicted. ROM (flexion-extension) of the elbow will 
be recorded

•	 Clinical anchor (CA) questions were presented with 
5 response options (RO) and analyzed as a 5-point 
Likert scale:

Q: In general, would you say your health is?
RO: Excellent, Very good, Good, Fair, Poor
Q: How would you describe the results of the (opera-
tion/non-surgical treatment)?
RO: Excellent, Very good, Good, Fair, Poor
Q: How would you describe the function of your 
upper arm?
RO: Excellent, Very good, Good, Fair, Poor
Q: How would you describe the pain from your 
upper arm?
RO: None, Mild, Moderate, Severe, Extreme

•	 Retrospective global transition questions (RGTQ) 
presented with 5 response options and analyzed as a 
5-point Likert scale:

Q: Overall, how would you describe your general 
health now, compared to after the (operation / non-
surgical treatment)?
RO: Much worse, A little worse, About the same, A 
little better, Much better
Q: Overall, how would you describe your upper arm 
now, compared to after the (operation/non-surgical 
treatment)?
RO: Much worse, A little worse, About the same, A 
little better, Much better
Q: How would you describe the change in physical 
function in your upper arm since after the (opera-
tion/non-surgical treatment)?
RO: Much worse, A little worse, About the same, A 
little better, Much better
Q: How would you describe the change in pain from 
your upper arm since after the (operation/non-surgi-
cal treatment)?
RO: Much worse, A little worse, About the same, A 
little better, Much better

•	 Binary repeat treatment question (BRT) presented 
with a binary response option:
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Q: With the knowledge and experience you have 
gained of the treatment; would you then choose the 
same treatment again for a similar fracture?
RO: Yes, No

The DASH, EQ-5D-5L, and CA questions will be sent 
by email or mail and patients are asked to complete the 
questionnaires before visits. The questionnaires will be 
reviewed for missing data by a trial worker and patients 
will be assisted with completing the questionnaires if any 
data is missing, without interference from the medical 
staff. The trial worker collects the missing values before 
consultation with the physician. The physician then col-
lects the additional outcome measures at the consulta-
tion and enters data directly into REDCap.

Explorative outcome measures
The following explorative outcome measures are col-
lected for research purposes to compare patient groups 
and treatment. Time points for data collection are 
depicted in Fig. 3.

•	 Long-term DASH score at 2 years and 5 years
•	 Long-term EQ-5D-5L score at 2 years and 5 years
•	 Radiological measurements [47]
•	 Gross instability of the fracture site [17]
•	 Nonunion
•	 Time of return to work
•	 Level of activity by the UCLA activity score [48]

Other outcome measures
Any ancillary outcome measure or analysis will be 
reported.

Statistical analysis plan
Hypothesis
The null hypothesis is:

•	 The DASH score at 52 weeks after surgical treat-
ment is not superior to non-surgical treatment with 
the option of early crossover surgery in patients with 
humeral shaft fractures

Sample size
The two groups (SHAFT-Y and SHAFT-E) require indi-
vidual sample size calculations. Two standard deviations 
(SDs) were obtained from the data of the FISH trial [13] 
and were separated in age groups of 18–64 years and 65 
years and above. By the distribution-based approach, one 
half a SD corresponds to the minimal important change 
(MIC) [49]. The calculations are powered to detect a 

MIC of 7 points in the young and 10 points in the elderly 
group in DASH, respectively. Two independent means 
sample size calculations were performed. For SHAFT-Y 
the following data were included: mean difference = 7.0, 
SD= 14.91, α= 0.05, and power= 0.8. For SHAFT-E the 
following data were included: mean difference= 10.0, 
SD= 18.59, α= 0.05 and power= 0.8. Based on the pre-
ceding assumptions and including an attrition of 15%, the 
total sample size is estimated to 163 patients for SHAFT-
Y and 124 patients for SHAFT-E.

The FISH trial [13] experienced 5% attrition, since 
more sites are involved in SHAFT the attrition is set to 
15%.

The steering committee can decide to pool data from 
both RCTs (SHAFT-Y, SHAFT-E) if recruitment is 
prolonged.

Statistical methods
The data will be analyzed using computerized statistical 
software and all data will be entered into REDCap.

Primary analysis
Descriptive statistics will be used to report demographic 
data. Demographic data and outcome measures will be 
tested visually and statistically (i.e., Shapiro Wilks test). 
Numeric variables will be summarized by means, stand-
ard deviations, and 95% confidence intervals (95% CI). 
Median and interquartile ranges will be used when nor-
mal distribution is not met. Categorical variables will 
be summarized by frequency and proportion. For group 
comparison with numerical data, a student’s t-test will 
be used if data is normally distributed, otherwise, a 
non-parametric test will be used. For categorical data, 
a chi-square test will be used for group comparison. An 
intention-to-treat (ITT) analysis of the primary out-
come will be conducted by univariable linear regression, 
including all patients that do not meet the withdrawal 
criteria, and will be conducted to minimize bias within 
results. A sensitivity analysis will test the effects of non-
adherence to protocol by conducting a per-protocol 
analysis and includes only patients who comply with the 
protocol. For missing data points in an outcome measure, 
a multiple imputation analysis using predictive covariates 
(age, sex, smoking, alcohol, UCLA activity, ASA grade) 
[50–52] will be conducted to deal with nonresponse bias. 
For comparison, we will carry out a sensitivity analysis 
excluding all the missing values.

Data will be considered statistically significant if p val-
ues < 0.0471.

Secondary analysis
In order to validate data, a linear regression analysis will 
be computed with the DASH score as the dependent 
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variable and treatment modality as the independent 
variable. Additional regression analysis will be carried 
out between the early crossover group and the primary 
treatments. A multivariate regression analysis will be 
conducted to adjust for potential confounders. Vari-
ables adjusted for are: age, sex, smoking, alcohol, UCLA 
activity, and ASA grade. Furthermore, we will analyze 
the longitudinal observations by applying a linear mixed-
effects regression model, including modality and time as 
well as a modality-time interaction as fixed effects and a 
random intercept for each patient. Data will be summa-
rized as coefficients with 95% CIs and variance will be 
summarized as r-squares, adjusted r-squares, predicted 
r-squares, and standard errors. Coefficients will be con-
sidered statistically significant if p values < 0.05.

Discussion
High-level evidence on the treatment of humeral shaft 
fracture treatment is sparse, but several RCTs are planned 
or ongoing [25–28]. The current discussion on surgical 
treatment versus non-surgical treatment has been ongo-
ing for more than a decade [53]. The discussion has been 
intensified with recent RCTs showing surprisingly high 
nonunion rates in the non-surgical groups [13, 23]. The 
orthopedic research community has demanded the need 
of more high-quality trials [19, 21]. Thus it is our aim 
that SHAFT will contribute to the increasing quality of 
evidence published for the decision-making of treatment 
of humeral shaft fractures by conducting a pragmatic, 
two-arm, multicenter, superiority, randomized controlled 
trial.

The trial is planned pragmatic by introducing real-life 
treatment courses, to comply with the trial objective of 
comparing the effectiveness of treatments and further-
more increase external validity.

The distribution of the study population is bimodal, 
but with a steep increase in incidences from the fifth dec-
ade [2, 54]. Our study group received demographic data 
from the FISH trial [13], which paradoxically, showed a 
clear difference in the number of recruited patients in the 
age groups of 18–64 years versus +65 years, favoring the 
“young” group. To protect the trial against imbalance, age 
is defined as a stratified variable to ensure equal distri-
bution of age (18–64 and +65) in the treatment groups. 
The cut-off point of 65 years is decided by the steering 
committee since it is commonly used in ortho-geriat-
ric research as the cut-off point [55, 56]. Furthermore, 
Scandinavians can get their retirement pension from 
around 65 years of age, which will provide us with a more 
homogenous group considering patient demand of upper 
extremity function. Moreover, the data from the FISH 
trial showed a difference in SDs of DASH for patients 
18-64 years 14.91 and 18.59 for patients above 65 years. 

Thus, by the distribution-based approach described by 
Norman et al. [49], one half a SD corresponds to the MIC, 
which closely relates to 7 and 10 points used for DASH in 
humeral shaft fracture literature [39, 57]. Consequently, 
we have chosen to use 7 and 10 points as MICs, thereby 
having to recruit 163 young adults (SHAFT-Y) and 124 
elderly (SHAFT-E) and to analyze data independently for 
each group.

Recruitment of 287 humeral shaft fractures presents a 
challenge in a randomized setting as the annual incidence 
rate is 14.5 per 100.000 [54]. To overcome this, we will 
be recruiting from multiple sites across 3 Scandinavian 
countries with comparable healthcare systems and with 
cultural and demographic similarities. Despite these 
overall similarities, surgical management can differ from 
site to site. To prevent against bias in the surgical group, 
the randomization will be stratified by the study site. One 
drawback of this type of stratification can be the risk of 
open blocks in multiple sites, which can give rise to allo-
cation bias. To limit this the randomization will be con-
ducted in small permuted blocks.

One RCT demonstrated a statistically significant dif-
ference in a subgroup analysis between the late surgi-
cal crossover and primary surgical treatment after 12 
months, favoring early surgery, with respect to possible 
confounding [13]. The research group has furthermore in 
a recent study showed the same difference between a late 
surgical crossover and primary successful treatment after 
2 years [15]. To avoid prolonged failed treatment courses, 
and to minimize overall nonunion rates, the trial has 
implemented an option of early crossover of non-surgical 
treatment, if certain criteria for delayed union are met. 
The criteria for early crossover surgery are identical for 
each age group but differ regarding the time of crosso-
ver. The term “early crossover” and “delayed union” were 
discussed intensively by the study group. “When has 
the treatment failed?” Crossover to surgical treatment 
after non-surgical treatment is not uncommonly per-
formed within 12 weeks for the young and is described 
due to lack of healing and early non-surgical failure [58, 
59]. One can argue that a portion of these patients will 
unite without intervention [60], but multiple studies have 
currently shown an association between gross mobility 
from the fracture site to nonunion in a young popula-
tion after 6 weeks [17, 50, 60]. For the elderly, our clinical 
experience is that healing first can be anticipated after 12 
weeks. We therefore defined delayed union in SHAFT-Y 
between 6 and 12 weeks and SHAFT-E between 12 and 
26 weeks. Furthermore, endpoints were established to 
create a clear timepoint of when a treatment has failed, 
which we believe the orthopedic society needs, since 
there is no consensus in nonunion for humeral shaft frac-
tures [9, 12, 14, 61].
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The DASH questionnaire is adopted by the study group 
as the primary outcome as it is the best psychometri-
cally validated and cross-culturally adapted PROM for 
humeral shaft fractures [39, 62]. The full DASH ques-
tionnaire is preferred over the QuickDASH by patients 
through simple semi-structured interviews. The inter-
views were simple in a sense that the objective was to 
determine the “most preferred” questionnaire rather than 
assess the content validity of each questionnaires [63]. 
The moderator was instructed in the conduct of qualita-
tive interviews by an expert in qualitative research, but 
not properly trained. This could give challenges with 
bias, if the moderator preferred one questionnaire. This 
was sought to be reduced by the semi-structured guide, 
which was intended to make patients reflect, firstly on 
their treatment course and secondly on the question-
naires and its relevance, comprehensibility, and compre-
hensiveness, to induce a thought-through answer to the 
question: “Which questionnaire do you prefer?”

Through the interviews, it was furthermore recognized 
that around half of the patients failed to complete one or 
more questions, but none more than three, which is the 
cut-off for the score calculation to be valid [3]. To provide 
a margin of security for missing data, an unveiling trial 
worker will review the questionnaire for missing answers. 
Finally, to prevent performance bias, patients will com-
plete the DASH questionnaire prior to visits with the 
physician, thereby blinding the physician.

The SHAFT trial is a pragmatic multicenter RCT, that 
will compare the effectiveness between surgical treat-
ment versus non-surgical treatment in humeral shaft 
fractures, including a variety of fracture morphology, 
while taking the dilemmas within the population into 
account by splitting the population by age and providing 
the orthopedic society with an interval for early cross-
over surgery.

Trial status
Protocol version 3.

Author: DK.
The trial was registered on 05/10/2020 in clini​caltr​ials.​

gov (NCT04574336). Last updated 02/08/2022 to con-
form with protocol updates. https://​clini​caltr​ials.​gov/​ct2/​
show/​NCT04​574336

Recruitment is anticipated to start on 1/3/2022 and is 
expected to be completed on 1/7 2025. If the sample size 
of 287 patients has not been meet, the extension of the 
study period will be discussed by the steering committee.

Cost‑effectiveness
A cost-effectiveness analysis of surgical treatment 
versus non-surgical treatment with crossover will be 
undertaken. Utility measures will be based on EQ-5D 

scores to assess the improvement of each treatment in 
quality-adjusted life-tear (QALY) over one-year post-
treatment. Effectiveness will be assessed by the incre-
mental cost-effectiveness ratio.

Abbreviations
SHAFT: Scandinavian Humeral diaphyseal Fracture Trial; SHAFT-Y: Scandinavian 
Humeral diaphyseal Fracture Trial – Young; SHAFT-E: Scandinavian Humeral 
diaphyseal Fracture Trial – Elderly; RCT​: Randomized controlled trial; WHO: 
World Health Organization; ISRCTN: International Standard Randomised 
Controlled Trial Number; SPIRIT: The Standard Protocol Items: Recommenda-
tions for Interventional Trials; PRECIS-2: PRagmatic Explanatory Continuum 
Indicator Summary-2; RNP: Radial nerve palsy; ED: Emergency department; 
ASA classification: American Society of Anesthesiologists classification; UCLA 
activity score: University of California, Los Angeles activity score; DMC: Data 
Monitoring Committee; PROM: Patient-reported outcome measure; PR: 
Patient representative; REDCap: Research Electronic Data Capture; EQ-5D: 
European Quality of Life – 5 dimensions; VAS: Visual analog scale; CA: Clinical 
anchors; RGTQ: Retrospective global transition questions; BRT: Binary repeat 
treatment; QALY: Quality-adjusted life-year; FISH: Finnish Shaft of the Humerus; 
ITT: Intention to treat; DASH: Disability of Arm, Shoulder, and Hand; MIC: 
Minimal important change; SD: Standard deviations; ASA: American Society of 
Anesthesiologists Score; BMI: Body mass index; ROM: Range of motion; MACE: 
Major adverse cardiac event.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s13063-​022-​06317-6.

Additional file 1:. Appendix 1

Acknowledgements
The authors would like to acknowledge and give special thanks to Dr. Peter 
Tengberg and Dr. Cecilia Rogmark for their valuable contributions related to 
the networking of researchers across Denmark, Norway, and Sweden. Further 
thanks to Mr. Michael Rosenfeldt for the illustration.

SHAFT collaborators
Katharina Stohlmann, Patient representative
Bamo Jalal, Zealand University Hospital
Christian Cavallius, Kolding Hospital
Esben S. Pedersen, Aalborg University Hospital
Frede Frihagen, Østfold Hospital Trust
Frederik Stensbirk, Holbæk Hospital
Henrik Illerström, Stockholm South General Hospital
Jens Knak, Aarhus University Hospital
Anne Marie Nyholm, Herlev-Gentofte University Hospital of Copenhagen
Jesper Schønnemann, Hospital of Southern Denmark
Joakim Jensen, Odense University Hospital
Jonas Sundkvist, Umeå University Hospital
Mads Vinding, Slagelse Hospital
Peter M. Siesing, New North Zealand University Hospital of Copenhagen
Srdjan Zivanovic, Viborg Regional Hospital
Søren Kring, Hvidovre University Hospital of Copenhagen
Steering committee (SC) (see title page for members)
All lead investigators will be SC members including the patient representative 
Miss Katharina Stohlmann.
The SC is organized to administrate the trial by reviewing the progress of the 
study and if necessary, discuss changes to the protocol and/or investigators 
brochure to facilitate the smooth running of the study.

SHAFT authorship agreement
The first authorship will be granted after the first patient has completed the 
trial endpoint at 52 weeks. A recruiting site will then be granted an additional 
authorship for every 5 patients that complete the trial endpoint at 52 weeks. 

http://clinicaltrials.gov
http://clinicaltrials.gov
https://clinicaltrials.gov/ct2/show/NCT04574336
https://clinicaltrials.gov/ct2/show/NCT04574336
https://doi.org/10.1186/s13063-022-06317-6
https://doi.org/10.1186/s13063-022-06317-6


Page 13 of 15Karimi et al. Trials          (2022) 23:453 	

All authors are expected to provide substantially to the data collection. The 
authorships are granted the departments and not individuals.

Authors’ contributions
Authorship conforms with the recommendations of ICMJE [64]. DK: concep-
tion and design, data analysis and interpretation, manuscript writing, and 
approving the final version. KM, TF, AP, OW, PO, and CE: design, data collection, 
critical review. SB and BV: conception and design. Overall academic supervi-
sion. Critical review. All authors read and approved the final version and are 
accountable of ensuring the scientific integrity of the work.

Funding
The trial is part of a PhD study and tuitions to the University of Southern 
Denmark are funded by the department of Orthopedic Surgery of Kolding 
Hospital and the PhD-fund of the Region of Southern Denmark. Furthermore, 
the principal investigator (DK) is guaranteed a salary from the department 
during the study period. Surgical and non-surgical devices are available at all 
trial sites as part of usual care and will be covered by the sites, if funding is not 
fully or partly obtained. External funding has been received by The free and 
Strategic Research Foundation of Southern Denmark (ref no.: 20/43018), The 
Cross-regional Research Foundation of The Southern and The Zealand Regions 
(ref no.: A789) and The Research Council of Lillebaelt Hospital (ref no.: 2020-16) 
for operational costs for a central and local coordinating project employee 
and for partly funding the costs connected to recruiting. The current and 
future funders had no role in the design, execution, analysis, data interpreta-
tion, or decision to submit results. No industrial funding is involved.

Availability of data and materials
Study-related information about patients is secured in REDCap [38]. REDCap is 
a secure web application with authentication and data logging for managing 
databases. Access to the database will be limited to trial workers currently 
working on the trial. Their rights will be limited to data entry only. Principal 
investigator will keep a list of persons with access. All published data will 
be fully anonymized of patient identifiers. Furthermore, the trial has been 
approved by the Danish Data Protection Agency and will conform to the Act 
on Processing Personal Data. Trial results are planned to be published in an 
international peer-review journal.

Declarations

Ethics approval and consent to participate
The trial will conform with the ethical principles of the Declaration of Helsinki 
[65]. The study is approved by the scientific ethics committee in Denmark 
(S-20200130), Sweden (2021-04596-216772), and Norway (282660), including 
the informed consent form and patient information sheet. Written, informed 
consent will be obtained from all participants. The management of personal 
data has been approved by the Data Protection Agency (reference num-
ber 20/60034). Any important changes to the trial will be advertised to the 
National Committee on Health Research Ethics for each country and regis-
tered at Clini​calTr​ials.​gov. Participants are covered by the insurance policies 
that apply to ordinary treatment.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Orthopedic Surgery, Kolding Hospital, Kolding, Denmark. 
2 Department of Orthopedic Surgery, Centre for Evidence‑Based Orthopae-
dics, Zealand University Hospital, Køge, Denmark. 3 Department of Clinical 
Medicine, University of Copenhagen, Copenhagen, Denmark. 4 Department 
of Orthopedic Surgery, Oslo University Hospital, Oslo, Norway. 5 Department 
of Orthopedic Surgery, Stavanger University Hospital, Stavanger, Norway. 
6 Department of Orthopedic Surgery, Stockholm South General Hospital, 
Stockholm, Sweden. 7 Department of Orthopedic Surgery, Sahlgrenska Univer-
sity Hospital, Gothenburg, Sweden. 8 Department of Surgical Sciences, Section 
of Orthopedics, Uppsala University, Uppsala, Sweden. 

Received: 6 September 2021   Accepted: 18 April 2022

References
	1.	 Kim SH, Szabo RM, Marder RA, Marder A. Epidemiology of Humerus Frac-

tures in the United States : Nationwide Emergency Department Sample , 
2008. 2012;64(3):407–414.

	2.	 Bergdahl C, Ekholm C, Wennergren D, Nilsson F, Möller M. Epidemiology 
and patho-anatomical pattern of 2 , 011 humeral fractures : data from 
the Swedish Fracture Register. BMC Musculoskelet Disord [Internet]. 
2016;1–10. Available from: https://​doi.​org/​10.​1186/​s12891-​016-​1009-8

	3.	 Hudak PL, Amadio PC, Bombardier C. Development of an Upper Extrem-
ity Outcome Measure : The DASH ( Disabilities of the Arm , Shoulder , and 
Head ). 1996;608(1 996).

	4.	 Aasheim T, Finsen V. The DASH and the QuickDASH instruments. 
Normative values in the general population in Norway. J Hand Surg Eur. 
2014;39(2):140–4.

	5.	 Jester A, Harth A, Germann G. Measuring levels of upper-extremity dis-
ability in employed adults using the DASH questionnaire. J Hand Surg 
Am. 2005;30(5):1074.e1–1074.e10.

	6.	 Zhao J, Wang J, Wang C, Kan S. Intramedullary Nail Versus Plate Fixation 
for Humeral Shaft Fractures. Syst Rev Overlapping. 2015;94(11):1–8.

	7.	 Bhandari M, Devereaux PJ, Mckee MD, Schemitsch EH, Bhandari M, 
Devereaux PJ, et al. Compression plating versus intramedullary nailing of 
humeral shaft fractures — a meta-analysis Compression plating versus 
intramedullary nailing of humeral shaft fractures — a meta-analysis. 
2009;3674.

	8.	 Sarmiento A, Zagorski JB, Zych GA, Latta LL, Capps CA. Functional bracing 
for the treatment of fractures of the humeral diaphysis. J Bone Joint Surg 
Am. 2000 Apr;82(4):478–86.

	9.	 Harkin FE, Large RJ. Humeral shaft fractures: union outcomes in a large 
cohort . J Shoulder Elb Surg [Internet]. 2017;26(11):1881–1888. Available 
from: https://​doi.​org/​10.​1016/j.​jse.​2017.​07.​001

	10.	 Rutgers M, Ring D. Treatment of Diaphyseal Fractures of the Humerus 
Using a Functional Brace. 2006;20(9):597–601.

	11.	 Denard A, Richards JE, Obremskey WT, Tucker MC, Floyd M, Herzog GA. 
Outcome of nonoperative vs operative treatment of humeral shaft frac-
tures: A retrospective study of 213 patients. Orthopedics. 2010;33(8).

	12.	 Ali E, Griffiths D, Frcs T, Obi N, Tytherleigh-strong G, Frcs T, et al. Nonopera-
tive treatment of humeral shaft fractures revisited. J Shoulder Elb Surg 
[Internet]. 2019;24(2):210–4 Available from: https://​doi.​org/​10.​1016/j.​jse.​
2014.​05.​009.

	13.	 Rämö L, Sumrein BO, Lepola V, Lähdeoja T, Ranstam J, Paavola M, et al. 
Effect of Surgery vs Functional Bracing on Functional Outcome Among 
Patients With Closed Displaced Humeral Shaft Fractures: The FISH Rand-
omized Clinical Trial. JAMA [Internet]. 2020 323(18):1792–1801. Available 
from: https://​doi.​org/​10.​1001/​jama.​2020.​3182

	14.	 Ring D, Chin K, Taghinia AH, Jupiter JB. Nonunion After Functional Brace 
Treatment of Diaphyseal. J Trauma. 62(5):1157–8.

	15.	 Rämö L, Paavola M, Sumrein BO, Lepola V, Lähdeoja T, Ranstam J, et al. 
Outcomes With Surgery vs Functional Bracing for Patients With Closed, 
Displaced Humeral Shaft Fractures and the Need for Secondary Surgery. 
JAMA Surg. 2021:1–9.

	16.	 Oliver WM, Searle HKC, Molyneux SG, White TO, Clement ND, Duckworth 
AD. Factors associated with patient-reported outcomes following a 
humeral shaft fracture: Nonunion results in a poorer outcome despite 
union after surgical fixation. J Orthop Trauma 2022 Jan;

	17.	 Driesman AS, Fisher N, Karia R, Konda S, Egol KA. Fracture site mobility at 
6 weeks after humeral shaft fracture predicts nonunion without surgery. J 
Orthop Trauma. 2017;31(12):657–62.

	18.	 Pollock FH, Maurer JP, Sop A, Callegai J, Broce M, Kali M, et al. Humeral 
Shaft Fracture Healing Rates in Older Patients. Orthopedics. 2020 Feb;1–5.

	19.	 Lode I, Nordviste V, Erichsen JL, Schmal H, Viberg B. Operative versus 
nonoperative treatment of humeral shaft fractures: a systematic review 
and meta-analysis. J Shoulder Elb Surg [Internet]. 2020;29(12):2495–2504. 
Available from: https://​doi.​org/​10.​1016/j.​jse.​2020.​05.​030

	20.	 Sargeant HW, Farrow L, Barker S, Kumar K. Operative versus non-operative 
treatment of humeral shaft fractures: A systematic review. Shoulder Elb. 
2020;12(4):229–42.

http://clinicaltrials.gov
https://doi.org/10.1186/s12891-016-1009-8
https://doi.org/10.1016/j.jse.2017.07.001
https://doi.org/10.1016/j.jse.2014.05.009
https://doi.org/10.1016/j.jse.2014.05.009
https://doi.org/10.1001/jama.2020.3182
https://doi.org/10.1016/j.jse.2020.05.030


Page 14 of 15Karimi et al. Trials          (2022) 23:453 

	21.	 van de Wall BJM, Ochen Y, Beeres FJP, Babst R, Link BC, Heng M, et al. 
Conservative vs. operative treatment for humeral shaft fractures: a 
meta-analysis and systematic review of randomized clinical trials and 
observational studies. J Shoulder Elb Surg. 2020;29(7):1493–504.

	22.	 Hosseini Khameneh SM, Abbasian M, Abrishamkarzadeh H, Bagheri S, 
Abdollahimajd F, Safdari F, et al. Humeral shaft fracture: a randomized 
controlled trial of nonoperative versus operative management (plate 
fixation). Orthop Res Rev. 2019;11:141–7.

	23.	 Matsunaga FT, Tamaoki MJS, Matsumoto MH, Netto NA, Faloppa F, Belloti 
JC. Minimally invasive osteosynthesis with a bridge plate versus a func-
tional brace for humeral shaft fractures: A randomized controlled trial. J 
Bone Jt Surg - Am. 2017;99(7):583–92.

	24.	 Kumar S, Shanmugam N, Kumar S, Ramanusan K. Comparison between 
operative and non operative treatment of fracture shaft of humerus: an 
outcome analysis. Int J Res Orthop. 2017;3(3):445.

	25.	 Oliver WM, Carter TH, Graham C, White TO, Clement ND, Duckworth 
AD, et al. A prospective randomised controlled trial of operative versus 
non-operative management of fractures of the humeral diaphysis : the 
HUmeral Shaft Fracture FIXation ( HU-FIX ). Study protocol. 2019:1–10.

	26.	 Gregory K. Berry. Operative and Nonoperative Treatment of Humeral 
Shaft Fractures [Internet]. Available from: https://​clini​caltr​ials.​gov/​ct2/​
show/​NCT00​878319

	27.	 Munro C. SHAFT – Shaft of Humerus Acute Fixation Trial. A study compar-
ing clinical outcomes of the management of arm fractures in adults 
using non-operative treatment and operative treatment (plates or nails) 
[Internet]. Available from: https://​anzctr.​org.​au/​ACTRN​12617​00131​9369.​
aspx

	28.	 Gwilym S. HUSH – The HUmeral SHaft fracture trial: A multi-centre 
prospective randomised superiority trial of surgical versus non-surgical 
interventions for humeral shaft fractures in patients aged 18 years or 
older [Internet]. 2020. Available from: https://​www.​isrctn.​com/​ISRCT​
N1710​8318

	29.	 Middendorp JJ Van, Kazacsay F, Lichtenhahn P, Renner N, Babst R, Melcher 
G. Outcomes following operative and non-operative management of 
humeral midshaft fractures : a prospective , observational cohort study of 
47 patients. 2011;287–296.

	30.	 Kurup H, Hossain M, Jg A, Kurup H, Hossain M, Jg A. Dynamic com-
pression plating versus locked intramedullary nailing for humeral sha 
fractures in adults. Review. 2011.

	31.	 Chan A, Tetzlaff JM, Gøtzsche PC, Altman DG, Mann H, Berlin JA, et al. 
Research methods and reporting spirit 2013 explanation and elabora-
tion : guidance for protocols of clinical trials. 2013;1–42.

	32.	 Calvert M, Kyte D, Mercieca-Bebber R, Slade A, Chan AW, King MT. Guide-
lines for inclusion of patient-reported outcomes in clinical trial protocols 
the spirit-pro extension. JAMA. 2018;319(5):483–94.

	33.	 Loudon K, Treweek S, Sullivan F, Donnan P, Thorpe KE, Zwarenstein M. 
The PRECIS-2 tool: designing trials that are fit for purpose. BMJ. 2015 
May;350:h2147.

	34.	 Neer CS. Displaced proximal humeral fractures: part I. Classification and 
evaluation. 1970. Clin Orthop Relat Res. 2006;442:77–82.

	35.	 AOTrauma International Board representatives: James F. Kellam MD and 
EGMM. Fracture and dislocation classification compendium - 2018. JOT. 
2018. 15–16 p.

	36.	 Hendrickx LAM, Hilgersom NFJ, Alkaduhimi H, Doornberg JN, van den 
Bekerom MPJ. Radial nerve palsy associated with closed humeral shaft 
fractures: a systematic review of 1758 patients. Arch Orthop Trauma Surg 
[Internet]. 2020;(0123456789). Available from: https://​doi.​org/​10.​1007/​
s00402-​020-​03446-y

	37.	 O’Brien PC, Fleming TR. A multiple testing procedure for clinical trials. 
Biometrics. 1979 Sep;35(3):549–56.

	38.	 Harris PA, Ph D, Taylor R, Thielke R, Ph D, Payne J, et al. Research Electronic 
Data Capture (REDCap) - A metadata-driven methodology and work-
flow process for providing translational research informatics support. 
2010;42(2):377–381.

	39.	 Mahabier KC, Den Hartog D, Theyskens N, Verhofstad MHJ, Van Lieshout 
EMM, Bos PK, et al. Reliability , validity , responsiveness , and minimal 
important change of the Disabilities of the Arm , Shoulder and Hand 
and Constant-Murley scores in patients with a humeral shaft fracture. J 
Shoulder Elb Surg [Internet]. 2017;26(1):e1–12 Available from: https://​doi.​
org/​10.​1016/j.​jse.​2016.​07.​072.

	40.	 Disabilities of arm, shoulder and hand. Available DASH translations. 
Retrieved from [Internet]. Available from: https://​dash.​iwh.​on.​ca/​avail​
able-​trans​latio​ns

	41.	 Herdman M, Gudex C, Lloyd A, Janssen M, Kind P, Parkin D, et al. Develop-
ment and preliminary testing of the new five-level version of EQ-5D 
(EQ-5D-5L). Qual Life Res. 2011;20(10):1727–36.

	42.	 Walters SJ, Brazier JE. Comparison of the minimally important difference 
for two health state utility measures: EQ-5D and SF-6D. Qual life Res an 
Int J Qual life Asp Treat care Rehabil. 2005 Aug;14(6):1523–32.

	43.	 Merrill RK, Low SL, Arvind V, Whitaker CM, Illical EM. Length of stay and 
30-day readmissions after isolated humeral shaft fracture open reduction 
and internal fixation compared to intramedullary nailing. Injury [Internet]. 
2020;51(4):942–946. Available from: https://​doi.​org/​10.​1016/j.​injury.​2020.​
02.​001

	44.	 Kunutsor SK, Barrett MC, Whitehouse MR, Blom AW. Venous thromboem-
bolism following 672 , 495 primary total shoulder and elbow replace-
ments : Meta-analyses of incidence , temporal trends and potential risk 
factors. Thromb Res [Internet]. 2020;189(December 2019):13–23. Avail-
able from: https://​doi.​org/​10.​1016/j.​throm​res.​2020.​02.​018

	45.	 Bahreini M, Safaie A, Mirfazaelian H, Jalili M. How much change in 
pain score does really matter to patients? Am J Emerg Med [Internet]. 
2020;38(8):1641–1646. Available from: https://​doi.​org/​10.​1016/j.​ajem.​
2019.​158489

	46.	 Constant CR, Gerber C, Emery RJH, Søjbjerg JO, Gohlke F, Boileau P. A 
review of the Constant score: Modifications and guidelines for its use. J 
Shoulder Elb Surg. 2008;17(2):355–61.

	47.	 Oliver WM, Smith TJ, Nicholson JA, Molyneux SG, White TO, Clement 
ND, et al. The Radiographic Union Score for HUmeral fractures (RUSHU) 
predicts humeral shaft nonunion. Bone Jt J. 2019;101-B(10):1300–6.

	48.	 Naal FD, Impellizzeri FM, Leunig M. Which is the best activity rating scale 
for patients undergoing total joint arthroplasty? Clin Orthop Relat Res. 
2009;467(4):958–65.

	49.	 Norman GR. Point / Counterpoint Interpretation of Changes in Health-
related Quality of Life. 2003;41(5):582–592.

	50.	 Neuhaus V, Menendez M, Kurylo JC, Dyer GS, Jawa A, Ring D. Risk factors 
for fracture mobility six weeks after initiation of brace treatment of mid-
diaphyseal humeral fractures. J Bone Jt Surg - Ser A. 2014;96(5):403–7.

	51.	 Ding L, He Z, Xiao H, Chai L, Xue F. Factors affecting the incidence of 
aseptic nonunion after surgical fixation of humeral diaphyseal fracture. J 
Orthop Sci. 2014 Nov;19(6):973–7.

	52.	 Serrano R, Mir HR, Sagi HC, Horwitz DS, Ketz JP, Kistler BJ, et al. Modern 
Results of Functional Bracing of Humeral Shaft Fractures: A Multicenter 
Retrospective Analysis. J Orthop Trauma. 2020;34(4):206–9.

	53.	 Mw G, Testroote M, Jw M, Hmj J. Surgical versus non-surgical interven-
tions for treating humeral shaft fractures in adults. Review. 2012;(1).

	54.	 Ekholm R, Adami J, Tidermark J, Hansson K, Törnkvist H, Ponzer S. 
Fractures of the shaft of the humerus. An epidemiological study of 401 
fractures. J Bone Jt Surg - Ser B. 2006;88(11):1469–73.

	55.	 Lee A, Weintraub S, Xi IL, Ahn J, Bernstein J. Predicting life expectancy 
after geriatric hip fracture: A systematic review. PLoS One [Internet]. 
2021;16(12):e0261279. Available from: https://​doi.​org/​10.​1371/​journ​al.​
pone.​02612​79

	56.	 Pollard TG, Gupta P, Quan T, Ramamurti P, Manzi JE, Fassihi SC, et al. 
Mortality and morbidity following operative management of tibial 
shaft fractures in octogenarians. Eur J Orthop Surg Traumatol [Inter-
net]. 2022;(0123456789). Available from: https://​doi.​org/​10.​1007/​
s00590-​021-​03180-0

	57.	 Gummesson C, Atroshi I, Ekdahl C. The disabilities of the arm , shoulder 
and hand ( DASH ) outcome questionnaire : longitudinal construct valid-
ity and measuring self-rated health change after surgery. BMC Musculo-
skelet Disord. 2003;6:1–6.

	58.	 Toivanen JAK, Nieminen J, Laine HJ, Honkonen SE, Järvinen MJ. 
Functional treatment of closed humeral shaft fractures. Int Orthop. 
2005;29(1):10–3.

	59.	 Koch PP, Gross DFL, Gerber C. The results of functional ( Sarmiento ) brac-
ing of humeral shaft fractures. J Shoulder Elbow Surg:143–50.

	60.	 Dekker AP, Chuttha S, Tambe AA, Clark DI. Predicting the Behaviour 
of Humeral Shaft Fractures: An Independent Validation Study of the 
Radiographic Union Score for HUmeral Fractures (RUSHU) and Value of 
Assessing Fracture Mobility. J Orthop Trauma. 2021.

https://clinicaltrials.gov/ct2/show/NCT00878319
https://clinicaltrials.gov/ct2/show/NCT00878319
https://anzctr.org.au/ACTRN12617001319369.aspx
https://anzctr.org.au/ACTRN12617001319369.aspx
https://www.isrctn.com/ISRCTN17108318
https://www.isrctn.com/ISRCTN17108318
https://doi.org/10.1007/s00402-020-03446-y
https://doi.org/10.1007/s00402-020-03446-y
https://doi.org/10.1016/j.jse.2016.07.072
https://doi.org/10.1016/j.jse.2016.07.072
https://dash.iwh.on.ca/available-translations
https://dash.iwh.on.ca/available-translations
https://doi.org/10.1016/j.injury.2020.02.001
https://doi.org/10.1016/j.injury.2020.02.001
https://doi.org/10.1016/j.thromres.2020.02.018
https://doi.org/10.1016/j.ajem.2019.158489
https://doi.org/10.1016/j.ajem.2019.158489
https://doi.org/10.1371/journal.pone.0261279
https://doi.org/10.1371/journal.pone.0261279
https://doi.org/10.1007/s00590-021-03180-0
https://doi.org/10.1007/s00590-021-03180-0


Page 15 of 15Karimi et al. Trials          (2022) 23:453 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	61.	 Sarmiento A, Kinman PB, Galvin EG, Schmitt RH, Phillips JG. Functional 
bracing of fractures of the shaft of the humerus. J Bone Joint Surg Am. 
1977 Jul;59(5):596–601.

	62.	 Van Lieshout EMM, Mahabier KC, Tuinebreijer WE, Verhofstad MHJ, Den 
Hartog D, Bolhuis HW, et al. Rasch analysis of the Disabilities of the Arm, 
Shoulder and Hand (DASH) instrument in patients with a humeral shaft 
fracture. J Shoulder Elb Surg. 2020;29(5):1040–9.

	63.	 Terwee CB, Prinsen CAC, Chiarotto A, De Vet HCW, Westerman MJ, Patrick 
DL, et al. COSMIN standards and criteria for evaluating the content valid-
ity of health-related Patient-Reported Outcome Measures: a Delphi study. 
Qual Life Res. 2018;27:1159–70.

	64.	 ICMJE Recommendation for the Conduct, Reporting, Editing and Publica-
tion of Scholarly Work in Medical Journals. 2019; Available from: http://​
www.​icmje.​org/​recom​menda​tions/

	65.	 World Medical Association. Declaration of Helsinki, Ethical Principles for 
Scientific Requirements and Research Protocols. Bull World Health Organ 
[Internet]. 2013;79(4):373 Available from: https://​www.​wma.​net/​polic​
ies-​post/​wma-​decla​ration-​of-​helsi​nki-​ethic​al-​princ​iples-​for-​medic​al-​resea​
rch-​invol​ving-​human-​subje​cts/.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

http://www.icmje.org/recommendations/
http://www.icmje.org/recommendations/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/

	Surgical versus non-surgical treatment of humeral SHAFT fractures compared by a patient-reported outcome: the Scandinavian Humeral diAphyseal Fracture Trial (SHAFT)—a study protocol for a pragmatic randomized controlled trial
	Abstract 
	Background: 
	Methods: 
	Discussion: 
	Trial registration: 

	Background and rationale
	Methods: Participants, interventions, and outcomes
	Objectives
	Trial design
	Study setting
	Material
	Inclusion criteria
	Exclusion criteria
	Recruitment
	Interim analyses
	Patient and public involvement
	Interventions
	Criterias for early crossover
	Randomization
	Protocol violation
	Participant withdrawal
	Blinding
	Outcome timepoints
	Baseline data
	Primary outcome measure
	Secondary outcome measures
	Explorative outcome measures
	Other outcome measures

	Statistical analysis plan
	Hypothesis
	Sample size

	Statistical methods
	Primary analysis
	Secondary analysis

	Discussion
	Trial status
	Cost-effectiveness

	Acknowledgements
	References


