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Mission Statement 
The Shoulder Arthroplasty Research Committee (ShARC) is a forward-looking global collaboration among 
research-focused surgeons of which the primary goal is to advance patient care. The ShARC Patient Registry 
is utilized to conduct patient monitoring, inform evidence-based implant design, and allow for the integration 
of novel technologies into clinical practice. Supported by Arthrex, the ShARC will continue to have tremendous 
influence on the advancement of shoulder arthroplasty through innovative research and a commitment to improve 
patient outcomes.

ShARC Bites are developed through registry data analysis and processing of the committee’s preferences, cross-
referenced with available ShARC and non-ShARC publications, to provide recommendations on current techniques 
and implants.

Background
While retroversion in anatomic arthroplasty has been researched extensively due to its effect on stability, there are 
no clear criteria for correcting retroversion in rTSA.1,2 Retroversion between 10˚ and 15° is considered acceptable, 
and intentional retroversion may even improve range of motion.3,4 The current consensus is to use augmented 
baseplates to correct retroversion without excessive bone removal wherever possible, reserving structural grafts 
and custom-made implants for cases where augmentations cannot correct the anatomy. Eccentric reaming is limited 
to mild deformities.5

Summary Recommendation
When planning for reverse total shoulder arthroplasty (rTSA), all ShARC surgeons assess glenoid version from 
a CT scan, with most relying on a 3D preoperative plan with the Virtual Implant Positioning™ (VIP™) system. The 
majority aim for a neutral or a slightly retroverted baseplate position in rTSA. Ninety percent of ShARC surgeons 
prioritize baseplate fixation over version correction. Seventy-eight percent limit corrective reaming to 15° or 
less, and 73% consider augments for retroversion beyond 10°. There was broad agreement among surgeons on 
the use of augments for retroversion angles ranging from 10˚ to 30°. However, there was little consensus on a 
numerical cut-off for custom implants, reflecting a case-by-case judgment.



Assuming no glenoid deformity, what is your 
preferred rTSA baseplate version?
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What do you believe is the optimal glenoid 
version for rTSA?
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Assuming a posterior glenoid deformity, what should 
be the most important goal?
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How do you assess the version of the glenoid 
preoperatively?
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Play it as it lies Baseplate fixation Correcting to a desired 
retroversion goal

0˚-5˚ 15˚-20˚5˚-10˚ >15˚10˚-15˚ It depends on 
patient anatomy 

and vault fixation

Intentionally 
retrovert 0˚-5˚
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Results

While all surgeons relied on CT scans to assess preoperative glenoid version (as opposed to plain radiographs 
alone), 68% preferred 3D assessment with the VIP™ system. Fifty-eight percent of surgeons believe that the optimal 
glenoid version for rTSA is between 0° and 10°, whereas 35% state that it depends on patient anatomy and the 
fixation of the baseplate into the glenoid vault. This highlights a general acceptance of retroversion in rTSA.

In the absence of glenoid deformity, all ShARC surgeons either “play it as it lies” or intentionally retrovert the 
baseplate. In the presence of a deformed glenoid, 90% of surgeons consider baseplate fixation to be more 
important than version correction, again demonstrating an overall acceptance of retroversion in the setting of rTSA.

X-ray CT scan MRI CT after 
upload to VIP

A survey was conducted among 40 ShARC surgeons to determine their goals and preferences regarding glenoid 
component retroversion in rTSA.
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What is your limit in retroversion for corrective 
reaming in degrees (assuming use of a non-
augmented baseplate)?
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What is your upper threshold in retroversion to 
consider an augmented baseplate in rTSA? 

100%

80%

60%

40%

20%

0

What is your retroversion threshold to consider a 
custom-made glenoid implant in rTSA? 
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What is your lower threshold in retroversion to 
consider an augmented baseplate in rTSA? 
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I don’t have a threshold 
based on retroversion

Seventy-eight percent limit corrective reaming to 15° or less, highlighting an emphasis on bone preservation. 
Seventy-three percent reported 10° or more as their lower limit for consideration of augmentation.

10˚-15˚ 15˚-20˚ 20˚-25˚ 25˚-30˚

Ninety percent of surgeons reported the upper limit of retroversion to consider augmentation was between 20˚ 
and 30 .̊ Seventy percent of surgeons consider 25° to 30° to be the upper limit for using an augmented baseplate, 
while another 20% consider the limit to be 20° to 25°. When placing a custom-made implant, only 40% of surgeons 
have a retroversion threshold for consideration. Meanwhile, 60% of surgeons state that they do not base their 
decision to use a custom-made implant solely on retroversion. This demonstrates that additional factors such as 
inclination, medialization, and bone loss also factor into the decision-making for choosing custom implants on a 
case-by-case basis.
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