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REHABILITATION PROTOCOL – POSTOPERATIVE REPAIR OF TYPE II ROTATOR CUFF INJURY 
(MEDIUM TO LARGE TEAR [GREATER THAN 1 CM AND LESS THAN 5CM])
· Modifications for Type I rotator cuff injury (small tear [less than 1 cm]) are listed at the end of this protocol.

· Modifications for Type III rotator cuff injury (large to massive tear [greater than 5cm]) are listed at the end of this protocol.  

· Modifications for superior labral anterior to posterior labral tear repair are listed at the end of this protocol.
· Modifications for subscapularis tendon tear repair are listed at the end of this protocol.
· No additional modifications are required for infraspinatus repairs.
Phase I – Protective Phase


Goals:
Gradual increase in ROM



Increase in shoulder strength



Decrease pain and inflammation

· Weeks 0-3

· Fit abduction sling

· Begin pendulum exercises

· Use rope and pulley for flexion

· Use therapeutic modalities

· PROM

· Flexion to 125 degrees

· ER/IR in scapular plane to 40 degrees

· Abduction to 60 degrees

· AAROM (L-bar exercise)

· Flexion to 125 degrees

· ER/IR (shoulder at 40 degrees abduction) to 30 degrees

· Elbow ROM and hand gripping exercises

· STRENGTHENING

· Submaximal isometrics

· Shoulder flexors

· ER/IR

· Elbow flexion/extension

· Weeks 3-6

· Discontinue sling at week 6.  However, patient may use sling longer when in an unsafe environment.

· Continue and progress all exercises listed above

· AAROM 

· Flexion to 145 degrees
· ER/IR (performed at 65 degrees abduction)

· Range to tolerance

Criteria to enter Phase II:



Patient is 6 weeks postoperative


Painless passive ROM to limits

Phase II – Intermediate Phase


Goals:
Full, nonpainful ROM (10 weeks)



Gradual increase in strength



Decrease pain

· Weeks 7-10

· AAROM L-bar exercises:

· Flexion to 160 degrees

· ER/IR (performed at 90 degrees shoulder abduction) to tolerance (greater than 45 degrees)

· STRENGTHENING

· Use exercise tubing ER/IR, arm at side

· Initiate humeral head stabilizing exercises

· Week 8:  Initiate forward elevation exercises to shoulder level only.  Start with empty hand (no weights).

· Initiate dumbbell strengthening exercises for the following:

· Deltoid

· Elbow flexion/extension

· Scapular muscles

· Weeks 10-14

· Continue all exercises listed above (full ROM by 10-12 weeks)

· STRENGTHENING

· Begin isokinetic strengthening (scapular plane)

· Begin side-lying ER/IR exercises (dumbbell)

· Begin neuromuscular control exercises for scapula

· NOTE:  Patient must be able to elevate arm without shoulder and scapular hiking before initiating isotonics; if unable, maintain on humeral head stabilizing exercises.

Criteria to enter Phase III:


Painless passive and active-assisted ROM


No pain or tenderness in the shoulder


Clinical exam is satisfactory

Phase III – Advanced Strengthening Phase


Goals:
Maintain full, nonpainful ROM



Improve strength of shoulder



Improve neuromuscular control



Gradual return to functional activities

· Weeks 15-20

· Continue AAROM exercises

· STRETCHING

· Flexion, ER, IR

· Perform self-performed capsular stretches*

· Emphasize posterior capsular stretch with axial traction on the arm

· STRENGTHENING

· Shoulder flexion

· Shoulder abduction (to 90 degrees)

· Supraspinatus

· ER/IR

· Elbow flexors/extensors

· Scapular muscles

· Begin ‘Theraband Ten Program’**

· Begin conditioning program

· Weeks 21-26

· Continue all exercises listed above

· Use isokinetic test (modified neutral position) for ER/IR at 180 and 300 degrees per second
· Begin interval sport program (usually golf or tennis)

Criteria to enter Phase IV:


Painless passive and active-assisted ROM


No pain or tenderness in the shoulder


Clinical exam is satisfactory

Phase IV – Return to Activity


Goals:
gradual return to recreational sport activities

· Weeks 24-28

· Continue all strengthening exercises

· Continue all flexibility exercises

· Continue progression on interval programs

· Orthopaedic surgeon to clear for full participation in sport activities

· Modifications for Type I Rotator Cuff Injury (Small Tear [less than 1 cm]): In addition to or replacing previously listed instructions as indicated
· Weeks 0-3

· No change from previously listed instructions

· Weeks 3-6 

· Discontinue sling at week 4

· Begin surgical tubing ER/IR (arm at side)
· Initiate humeral head stabilization exercises

· Weeks 7-10 

· STRETCHING
· Flexion to 170-180 degrees

· Perform ER/IR at 90 degrees abduction of shoulder

· ER to 75-90 degrees

· IR to 75-85 degrees

· Perform ER exercises with 0 degrees abduction:

· ER to 30-40 degrees

· ‘Basic 10 Shoulder Exercises’ should be fully introduced***

· Use upper body ergometer

· Full ROM is the goal of weeks 8-10

· Introduce Self-Performed Capsular stretches to be done at home 10 minutes daily*

· Weeks 10-12

· Weeks 10-14 of previously listed instructions should be completed within weeks 10-12

· Weeks 13-18

· Phase III, weeks 15-20  of previously listed instructions should be completed within weeks 13-18
· Perform isokinetic test (modified neutral position) at week 14:

· ER/IR at 180 and 300 degrees per second

· Weeks 18-21

· Weeks 21-26 of previously listed instructions should be completed within weeks 18-21 except for the isokinetic test which was completed at week 14
· Weeks 21-26

· Phase IV, weeks 24-28 of previously listed instructions should be completed within weeks 21-26

· Continue ‘Basic 10 Shoulder Exercises’ for strengthening and flexibility

· Modifications for Type III Rotator Cuff Injury (Large to Massive Tear [greater than 5 cm]): In addition to or replacing previously listed instructions as indicated
· Weeks 0-4
· Weeks 0-3 with the following modifications:

· AAROM with L-bar at 2 weeks

· ER/IR in scapular plane

· PROM to tolerance:

· Flexion to 100 degrees
· ER/IR (shoulder at 45 degrees abduction) to 45 degrees
· STRENGTHENING

· Begin submaximal isometrics:

· Abductors

· ER/IR

· Elbow flexors

· Weeks 4-8

· Week 6:  Discontinue brace or sling

· AAROM with L-bar:

· Flexion to 100 degrees

· ER/IR (shoulder at 45 degrees abduction) to 40  degrees

· Continue pain modalities

· Weeks 8-10

· AAROM with L-bar:

· Flexion to 160 degrees

· ER/IR (performed at 90 degrees abduction) to tolerance

· STRENGTHENING

· Isotonics

· Deltoid to 90 degrees

· ER/IR side-lying

· Supraspinatus

· Biceps/triceps

· Scapular muscles

· Weeks 10-14

· No change from previously listed instructions, except full ROM by 12-14 weeks

· Weeks 15-28
· No change from previously listed instructions

· Modifications for superior labral anterior to posterior labral tear repair:
· Active elbow flexion against gravity only for 6 weeks then gentle progressive biceps muscle strengthening
· No shoulder extension beyond scapular plane for 6 weeks

· No ER beyond 30 degrees in adduction and 0 degrees in abduction for 6 weeks

· Modifications for subscapularis tendon tear repair:

· No active IR for 6 weeks
· ER to 0 degrees for 4 weeks
· May increase 10 degrees/week after week 4
*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.

**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.

***Basic 10 Shoulder Exercises
1. Rope and pulley flexion

2. L-bar flexion stretches

3. L-bar ER stretches

4. L-bar IR stretches

5. ER/IR strengthening

6. Lateral raises to 90 degrees

7. Empty can

8. Passive ROM – horizontal abduction

9. Biceps curls

10. Self-capsular stretches
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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