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REHABILITATION PROTOCOL – POSTOPERATIVE ARTHROSCOPIC SUBACROMIAL DECOMPRESSION 

AND/OR DISTALCLAVICLE EXCISION WITH OR WITHOUT UNDERSURFACE ROTATOR CUFF DEBRIDEMENT
This rehabilitation protocol is used for patients who have a stable shoulder and intact rotator cuff after arthroscopic shoulder decompression.

Phase I – Immediate Motion Phase


Goals:
Prevent negative effects of immobilization



Regain full, pain free ROM



Retard muscular atrophy



Reduce pain and inflammation



Discontinue use of sling by the end of the 2nd week

· Weeks 0-2

· Sling for comfort, mainly days 1-7; patient may discontinue when comfortable doing so; may continue to wear at night for comfort
· Use pendulum exercises to promote early motion and minimize pain

· STRETCHING

· Active assisted exercises with T-bar/stick

· Shoulder flexion to 140 degrees maximum

· Shoulder extension 

· IR and ER

· Rotation exercises at 0 degrees of abduction, progress to 45 degrees of abduction to a maximum of 90 degrees

· Capsular stretching for anterior, posterior, and inferior capsule using opposite arm and hand

· Hand grip and elbow full ROM exercises the day of surgery

· Therapeutic modalities as needed

Criteria to enter Phase II


Minimal pain and tenderness


Nearly complete motion


Good (4/5) strength

Phase II – Intermediate Phase


Goals:
normalize full, pain-free motion and shoulder arthrokinematics


Improve muscular strength



Improve neuromuscular control



Eliminate residual inflammation and pain

· Weeks 2-6

· Continue active-assisted exercises with more aggressive stretching at all end ranges
· STRETCHING

· Use joint mobilization techniques for capsular restriction, especially the posterior capsule

· Posterior capsule tightness causes superior and anterior humeral head elevation during shoulder elevation, contributing to impingement.  Emphasize stretching of this portion of the capsule.

· Aggressive stretching of the entire shoulder and active ROM
· STRENGTHENING

· Progress from isometric to isotonic dumbbell exercises, submaximal and isokinetic exercises
· Shoulder abduction to 90 degrees

· Supraspination scaption: empty can

· Shoulder flexion to 90 degrees

· Side-lying IR and ER

· Elbow flexion and extension

· Progress to full Theraband Ten Program* to be performed daily at home

· Scapular stabilizing exercises: scapular movements through manual resistance, closed-chain

· Scapular retraction (rhomboideus, middle trapezius)

· Scapular protraction (serratus anterior)

· Scapular depression (latissimus dorsi, trapezius, serratus anterior)

· Progress to open-chain strengthening

· Rathburn and MacNab have shown that with the arm adducted, a zone of avascularity exists in the supraspinatus, which improves with the arm in abduction.  Thus, rotator cuff exercises should be performed with the arm slightly abducted.  A pillow or padding placed between the torso and the upper arm can be helpful in maintaining this position.
· Begin proprioceptive neuromuscular facilitation exercises in the D2 flexion/extension pattern with isometric holds (rhythmic stabilization).

· Self-performed capsular stretch program**

Criteria to enter Phase III


Full painless ROM


No pain or tenderness


70% strength of contralateral shoulder


Stable shoulder on clinical exam (negative impingement)

Phase III – Dynamic Strengthening


Goals:
improve shoulder complex strength, power, endurance



Improve neuromuscular control and shoulder proprioception



Prepare for gradual return to functional activities


Warning
Signals:
loss of motion (especially IR)




Lack of strength progression (especially abductors)




Continued pain (especially at night)

· Weeks  6-12

· Begin fundamental shoulder exercises to ensure progressive improvement in shoulder strength.  These exercises are chosen because of the observed high EMG activity of the shoulder and scapulothoracic musculature.

· STRENGTHENING
· Constant loading (eccentric and concentric)

· Isokinetics

· Manual resistance

· Plyometrics

· Aggressive stretching

· Neuromuscular control exercises

· Progress isokinetics, manual resistance, and eccentric exercises

· Competitive athletes who require enhanced strength and are exposed to large deceleration stresses, begin a plyometric program:

· Plyometric drills with eccentric loading phase before concentric response phase

· Plyoball, exercise tubing, and/or wall

Criteria to enter Phase IV


Full painless ROM


No pain or tenderness


Muscular strength (isokinetic/isometric) that fulfills established criteria


Satisfactory clinical exam

Phase IV – Return to Activity


Goals:
progressive return to unrestricted activity



Maintenance of normal shoulder strength and motion



Continue fundamental shoulder exercises

· Weeks 12-16

· Begin interval program:  throwing athletes, tennis and golf athletes

· Progressive, systematic interval program before returning to demands of sport

· For throwing athletes, monitor the # of throws, distance, intensity, and types of throws.  Progress to enhance return to competition.

· Orthopaedic surgeon to clear for full participation in sports activities
*Theraband Ten Program
1. Diagonal pattern D2 extension and flexion

2. External/internal rotation at 0 degrees abduction

3. Shoulder abduction (palm down) to 90 degrees

4. Scaption with internal rotation

5. Prone horizontal abduction (neutral rotation)

Prone horizontal abduction (full external rotation, 100 degrees abduction)

6. Press-ups

7. Prone rowing

8. Push-ups

9. Elbow flexion/extension

10. Wrist flexion/extension; supination/pronation

Advance tubing colors as patient tolerates. Please provide diagrams of exercises at patient request.

**Self-Performed Capsular Stretch Program
All stretches performed with the stretch to a level of discomfort that is tolerable, hold for 10 seconds, then relax for 10 seconds.  Repeat with the goal to increase motion on 2nd repetition.

1. Supine abduction external rotation (anterior and anterior/inferior capsule): clasp hands behind head and let elbows drift to floor.

2. Doorway external rotation:  Patient to stand in doorway, keep arm adducted with opposite arm grasping above the elbow and place elbow at 90degrees with palm on door frame.  Turn body away from involved arm to increase its external rotation.

3. Doorway external rotation/forward elevation:  Place hand on door frame and reach as high as possible.  With hand now stationary, turn body and bend at waist to cause external rotation/forward elevation movement.

4. Doorway posterior capsular stretch:  Foot placement-Foot on the same side as affected arm should have toes touching the base of the doorframe.  Opposite foot should be placed one step back to help anchor position.  Patient to grasp door frame with affected arm, at shoulder level, extend elbow and lean back (like water skiing); then turn body towards affected arm to cause arm adduction.  Place opposite arm on doorframe at waist level to help increase the stretch.  Posterior capsular tightness causes superior and anterior humeral head elevation, contributing to subacromial impingement.  

5. Towel/stick stretch:  Hold towel behind back dangling from good arm, grasp other end of towel with ‘bad’ arm, pull bad arm up by lifting towel with good arm.  At advanced level, replace towel with stick/T-bar/broomstick.  In addition to above, leave stick on shoulder thus lifting bad arm hand off of back and increasing external rotation.

Modified from Wilk and Andrews.  Brotzman SB, ed. Clinical Orthopaedic Rehabilitation.  St Louis: Mosby-Yearbook, 2003.
This physical therapy protocol is designed to be implemented by a licensed physical therapist and is not intended to be used for home based therapy.  The protocol is the result of careful consideration of a variety of important issues related to maximize the surgical recovery process.  Modifications may be made by Dr Higgs during the rehabilitation process, and modalities may be introduced at the therapist’s discretion.  
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