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tions were of strong strength indi-
cates the need for future studies on
the effectiveness of various treat-
ment strategies. the role of non-
surgical modalities in the treatment
of glenohumeral oa is unclear,
and some of the new surgical tech-
niques do not have much support
in literature.

in particular, the following areas
would benefit from high quality
level i or ii studies:
• the role of physical therapy in

nonsurgical treatment as well as
in postsurgical rehabilitation of
glenohumeral oa

• the role of pharmacotherapy
in nonsurgical treatment of
glenohumeral oa

• the role of injectable cortico-
steriods in nonsurgical treatment
of glenohumeral oa

• the role of injectable viscosup-
plementation in nonsurgical
treatment of glenohumeral oa

• the role of arthroscopy in the
treatment of glenohumeral
joint oa

• the role of open débridement,
nonprosthetic arthroplasty/inter-
position graft in the treatment of
glenohumeral oa

• the risk of deep venous throm-
bosis (dvt) after shoulder
arthroplasty and the need for
dvt prophylaxis

• the role of the biceps as a
potential pain generator after
shoulder arthroplasty

• surgical techniques for sub-
scapularis repair after shoulder
arthroplasty
better studies in these areas

would significantly enhance our
understanding of treatment op-
tions for glenohumeral oa and
would enable stronger recommen-
dations to be made in the future.
members of this work group hope
that this guideline will identify and
highlight the need for better qual-
ity studies and stimulate clinical
and basic science researchers to
address the deficiencies in current
literature in the area of treatment
for glenohumeral joint oa.
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Table 1: The Treatment of Glenohumeral Joint Osteoarthritis Clinical Practice Guideline
Recommendations

Table 2: Understanding AAOS guideline language

Strength Overall Quality of Evidence Description of Evidence

Strong Good Level I evidence from more than one study with consistent
findings for recommending for or against the intervention or
diagnostic.

Moderate Fair Level II or III evidence from more than one study with
consistent findings, or Level I evidence from a single study
for recommending for or against the intervention or
diagnostic.

Weak Poor Level IV or V evidence from more than one study with
consistent findings, or Level II or III evidence from a single
study for recommending for or against the intervention or
diagnostic.

Inconclusive No evidence or conflicting evidence The evidence is insufficient or conflicting and does not
allow a recommendation for or against the intervention or
diagnostic.

Consensus No evidence There is no supporting evidence. In the absence of reliable
evidence, the work group is making a recommendation
based on their clinical opinion and considering the known
harms and benefits associated with the treatment.

Recommendation Strength of
recommendation

We are unable to recommend for or against physical therapy for the initial Inconclusive
treatment of patients with osteoarthritis (OA) of the glenohumeral (GH) joint.

We are unable to recommend for or against the use of pharmacotherapy in Inconclusive
the initial treatment of patients with GH joint OA.

We are unable to recommend for or against the use of injectable corticosteroids Inconclusive
when treating patients with GH joint OA.

The use of injectable viscosupplementation is an option when treating patients Weak
with GH joint OA.

We are unable to recommend for or against the use of arthroscopic treatments Inconclusive
for patients with GH joint OA. These treatments include débridement, capsular
release, chondroplasty, microfracture, removal of loose bodies, biologic and
interpositional grafts, subacromial decompression, distal clavicle resection,
acromioclavicular joint resection, biceps tenotomy or tenodesis, and labral repair
or advancement.

We are unable to recommend for or against open débridement and/or non- Inconclusive
prosthetic or biologic interposition arthroplasty in patients with GH joint OA.
These treatments include allograft, biologic and interpositional grafts, and
autograft.

Total shoulder arthroplasty and hemiarthroplasty are options when treating Weak
patients with GH joint OA.

We suggest total shoulder arthroplasty (TSA) over hemiarthroplasty when treating Moderate
patients with GH joint OA.

An option for reducing immediate postoperative complication rates is for patients Weak
to avoid TSA by surgeons who perform less than two TSAs per year.

In the absence of reliable evidence, it is the opinion of this work group that Consensus
physicians use peri-operative mechanical and/or chemical VTE
(venous thromboembolism) prophylaxis for TSA patients.

The use of either keeled or pegged all-polyethylene cemented glenoid components Weak
are options when performing TSA.

In the absence of reliable evidence, it is the opinion of this work group that TSA Consensus
not be performed in patients with GH joint OA who have an irreparable rotator
cuff tear.

We are unable to recommend for or against biceps tenotomy or tenodesis when Inconclusive
performing TSA in patients who have GH joint OA.

We are unable to recommend for or against a subscapularis transtendonous Inconclusive
approach or a lesser tuberosity osteotomy when performing TSA in patients who
have GH joint OA.

We are unable to recommend for or against a specific type of humeral prosthetic design Inconclusive
or method of fixation when performing TSA in patients with GH joint OA.

We are unable to recommend for or against physical therapy following TSA. Inconclusive
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