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Tashjian Review (Clinical Sports Medicine 2012, 31:589-604)

• Most Common cause of disability related to the shoulder

• Hypovascularized in nature

• Nicotine, Hypercholesterolemia, Diabetes, etc.

• 65yr old 40% have asymptomatic tears (Partial/full)

• Preservation of GHJ kinematics and RTC force couples can keep 
tear asymptomatic

• No Spontaneous healing 



Tashjian Review (Clinical Sports Medicine 2012, 31:589-604)
Indications and Timing for Surgical Repair





What is DDR?
 an advanced imaging technology that captures a 
rapid series of low-dose, high-speed digital X-ray images to 
create a "cine" or movie, allowing clinicians to visualize 
anatomical structures in motion

Clinical Applications:
 Primarily used in orthopedics to analyze joint 
stability and soft tissue interaction (e.g., in the spine or 
extremities) and in pulmonology to evaluate diaphragmatic 
movement, respiratory flow, and lung ventilation.
Key Benefits:
 Lower Radiation
 Functional Imaging
 Efficient and Accessible



Scapular 
Assessment
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Normal
Rotator Cuff full 
thickness tear



Normal Rotator Cuff full 
thickness tear

Let's assess!

What do we have here?

This is Jacob → Be like Jacob!
 That’s the hot 
  take ;o)



Normal Rotator Cuff full 
thickness tear

Let's assess!

Partial Thickness Tear



Normal Rotator Cuff Repair

Let's assess!



Normal

Let's assess!

 OA with Motion

OA without 
Motion →



OA with motion TSA….Replace this 
is a hemi

Let's assess!



OA without motion rTSA

Let's assess!



60 yr old female
Former CrossFit active pickleball
Inconclusive plain films
Weakened er/flex



Dr. Eric Wagner, MD, MS, FAAOS, CAQ

Jaden Hardrick, Clinical Research Fellow
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Stage 1:
 0-8 weeks (PROM)

Stage 2:
 9-10 weeks (PROM → AAROM)

Stage 3:
 10-14 weeks (AAROM →AROM)
  (Load added ~12 weeks)



Pniewski J, Hire J, Dickston M, Jacobs J, 
Mueller, Abell B, Bojescul J.  A Criterion 
Based Sling Weaning Progression 
(SWEAP) and Outcomes Following 
Arthroscopic Surgery in an Active Duty 
Population.  IJSPT, 2014 APR;9(2):179-86.
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Post-Operative Sling Management



Thigpen et al.  JSES 2016

“…performing all exercises with only as 
many repetitions as necessary to achieve 
the staged ROM goals.”
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The first 6 weeks 
matter most in my 
opinion.



Thigpen et al.  JSES 2016

“…performing all exercises with only as 
many repetitions as necessary to achieve 
the staged ROM goals.”
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Early PROM:
 Graded stress is important
 Excessive/Repetitive stress is detrimental 



Thigpen et al.  JSES 2016
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A quick soapbox on RTCR Rehabilitation.

Which Camp are you in?

CAMP 2

Strict Immobilization?

Slow Rehabilitation?

CAMP 1

Early Mobilization?

Aggressive Rehabilitation?



Early PROM:
 

Quick question to my rehabilitation colleagues.
 How do you document PROM?

8 minutes PROM in all planes (Time?)

5 reps CC flexion and 5 reps CC ER (Reps?)

Ask yourself why you would document in time and not 
reps?    (CHUCK JSES 2016)   <<<<reference this



What do you think PROM consists of?

Historically No PT in this room is wrong by any means.

29

The introduction of closed chained PROM for the GHJ

What is Open Chained (OC)?

 Fixed Thorax

 Moving Humerus

What is Closed Chained (CC)?

 Fixed Humerus

 Moving Thorax



The introduction of closed chained PROM for the GHJ

Examples of OC movement
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The introduction of closed chained PROM for the GHJ

Examples of CC movement
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CLOSED CHAINED PASSIVE FLEXION:
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CC GHJ Flexion/Scaption by the evidence.

Flexion premise is based off of least % of MVC and maximal footprint 
contact integrity.

1.  Uhl TL, Melton CD, Nitz AJ, et al.  Comparing muscle activity during post-
surgical range of motion exercises.  University of Kentucky, 2008, Rehab 
Inovations, Inc.  www.ueranger.com

2.  Long JL, Ruberte Thiele RA, Skendzel JG, et al.  Activation of shoulder 
musculature during pendulum exercises and light activities.  JOSPT, 
2010;4:230-237.
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http://www.ueranger.com/


CC GHJ Flexion/Scaption by the evidence.

Flexion premise is based off of least % of MVC
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CC GHJ Flexion/Scaption by the evidence.

Flexion premise is based off of least % of MVC
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CC GHJ Flexion/Scaption by the evidence.

Prevent excessive Trauma to the footprint contact area

This is like continually “picking a scab.”

Adapted from original concept art by Park et al AJSM 2009.
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CC GHJ Flexion/Scaption by the evidence.

Dosing of the prescription

~10 reps per day

It can be as few as 1 rep per day if range of motion goals are being met.

Duzgun et al (TURK 2011) actually published dosing prescription in their study.

This is rarely seen in the literature….the actual dosing of reps/sets etc.
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Thigpen et al.  JSES 2016

“…performing all exercises with only as 
many repetitions as necessary to achieve 
the staged ROM goals.”
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CC GHJ External Rotation by the evidence

External Rotation is based off of maintaining footprint contact area 
in the anterior posterior  sutured areas.

Gates et al.  (J. Orthop. Res. 
2010)
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CC GHJ External Rotation by the evidence

External Rotation is based off of maintaining footprint contact area.

Park et al. AJSM 2009
 40



CC GHJ External Rotation by the evidence

External Rotation is based off of maintaining footprint contact area.

Park et al. AJSM 2007
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CC GHJ External Rotation by the evidence

Demonstration again!
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What the current literature states about a closed chained 
flexion activity.

Denard et al. (SCOPE 2011)

Koo et al. (SCOPE 2010)

And many other depict this as the primary PROM therex of 
choice.   I do not agree that this is TRUE PROM.
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Adaptation to satisfy the lit.



What the current literature states about a closed chained ER activity.

No real description or picture of ER except for the protocol or guidelines 
giving parameters (in degrees) of PROM in ER (e.g. 35, 45).

Millet et al. (JAAOS 2006)

Ghodadra et al. (JOSPT 2009)

Ross et al. (JAAOS 2014) …a review of lit piece.

Kenner et al. (JBJS 2014)

Koo et al. (SCOPE 2011)

Koo et al.  (Clin. Sports Med. 2010)

Denard et al. (SCOPE 2011)
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I saw these exercises demonstrated as an alternative therex for PROM at 
the ASSET RTCR course in 2011.  

I have adopted them and attempted to justify their utility in practice.

I have used these for the past 15 years for thousands of post operative 
shoulders:
Labral repair
RTCR
Biceps Tenodesis 
TSA/rTSA
MM Transfers (Lat, LT, etc)
Etc.
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Here are the “no no's” we have seen before

A brief word on Pendulum or Codman’s Exercises:

Long et al. (JOSPT 2010)

Activation of the Shoulder Musculature During Pendulum Exercises and 
Light Activities.

From the University of Michigan
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Long et al. (JOSPT 2010)

Correct:  As described 

by Codman in 1984

Incorrect:  as above but with 

active shoulder movement 
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Stage 1:
 0-8 weeks (PROM)

Stage 2:
 9-10 weeks (PROM → AAROM)

Stage 3:
 10-14 weeks (AAROM →AROM)
  (Load added ~12 weeks)



Stage 1:
 0-8 weeks 

  PROM of GHJ
  Accessory Mobility
  Education



GHJ PROM

CC Flexion CC ER Pendulum

Dosage: 5-10 reps
“enough to reach staged PROM goals”



Accessory Mobility

Scap Retractions Thoracic Extension Thoracic Rotation

Dosage: 3 x 8  → 3 x 10 → max 45



Education

Sleep Health Sling Education



Stage 2:
 9-10 weeks
  
  PROM → AAROM of GHJ
  Accessory Mobility
  Education



GHJ PROM → AAROM
 Minimize long lever arm 

movements

Need aarom 
video



Accessory Movements



Education
 Avoidance of long lever arm movements
 Continued Sleep health
 The “What not to do’s”



AAROM →AROM → Strengthening
Accessory Mobility 
Education



AAROM →AROM → Strengthening

Pic progression of T band ER elbow at side, small towel, Fat 
towel, Genies, 90/90 

Lets do a lab right here….get the bands and towels

rTSA or Massive Cuff…ER is always 
weak or really unable to ER past neutral

What do you guys do?????



Toughest Gap to bridge
AAROM → AROM

Gravity Eliminated?
Eccentrics?

Finding a volume to train to improve the load later



Accessory Mobility

Pushup Videos

Shoulder taps video

 



Education



Stage 1:
 0-8 weeks (PROM)

Stage 2:
 9-10 weeks (PROM → AAROM)

Stage 3:
 10-14 weeks (AAROM →AROM)
  (Load added ~12 weeks)

  Stages of gray
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M T W Th F M T W Th F M T W Th F M T W Th F

Month 1 SX MD

Month 2 MD

Month 3 MD

Month 4

Month 5

Month 6 MD

Based off 6 months
In most cases the MD will follow up with the patient at 2 
and 6 weeks and at 3 and 6 months post op.  There may 
be some variability pending facility, surgeon, etc.

SX = Surgery Date, MD = MD Follow up



M T W Th F M T W Th F M T W Th F M T W Th F

Month 1 SX PT PT PT PT MD PT PT PT PT

Month 2 PT PT MD PT PT PT PT PT PT

Month 3 PT PT PT PT PT PT PT PT MD

Month 4

Month 5

Month 6 MD

Patient A: PT POC 2 x week until 3 month FU = 24 visits



M T W Th F M T W Th F M T W Th F M T W Th F

Month 1 SX PT PT MD PT PT

Month 2 PT MD PT PT PT

Month 3 PT PT PT PT PT PT PT MD

Month 4

Month 5

Month 6 MD

Patient B: 15 authorized PT visits

Can we see how easily the caps and limits can be 
reached?



M T W Th F M T W Th F M T W Th F M T W Th F

Month 1 SX PT PT MD PT PT

Month 2 PT MD PT PT PT

Month 3 PT PT PT PT PT PT PT MD

Month 4

Month 5

Month 6 MD

Where would you want to spend you time?



On to the fun stuff
  

 



Therex Progression:

101 (Phase 1)
 Mobility and low EMG

201 (Phase 2)
 Initial load 
 Proprioception
 Progressed Mobility

301 (Phase 3)
 Advanced proprioception 

Return to Sport Activities
  
 



Let’s talk about 
flow sheets.

This is a more 
telling piece of 
documentation 
then our 
assessment from a 
snapshot 
perspective.



Increasing the intensity



Instability still needs mobility (in the right places)
T Spine Rotation

 
  

 



Instability still needs mobility (in the right places)

T Spine Extension

 
  

 



The classics

 
  

 

Are sub max isometrics 
still worth doing?

 
  

 



The EMGs

 
  

 



The EMGs

 
  

 

Long et al. (JOSPT 2010)



Let’s talk about this 
stick thing

What is superior 
Humeral escape?

 
  

 



Beach chair is still “beachin”

 
  

 



Belly Taps

 
  

 



The Scapulae

 
  

 

McCabe et al (NAJSPT 2007) 



Let’s keep the mobility rolling
 
  

 



The Cuff (this is where we will find the sticking point)
  Either ER or IR (sometimes both) will be 
  symptomatic.

 
  

 



Before we start looking at more advanced therex….
It’s always good to ask why do we do things.

It is ok to see someone for 23 (23.0001) minutes.

Proprioception is one thing but intentionally fatiguing 
the RTC is something I do not do.  



What type of patient  CAN we speed up?
 -Has excellent scapular and RTC control at 10 wks+

 
  

 



Proprioception is still relevant.

 
  

 



Did someone say core?  (Gasp)

 
  

 



Early Proprioception

 
  

 



Dynamic is Great 
@wesleywang.dpt



Heavy ain’t always bad and throw in some of that 
CORE!!! (don’t boo me because I said core)

@chalengerstrength



Not really Recommended
Still need to vet the net.   

@chalengerstrength



Always get specific before they do it on their own!

 
 
  

 



Always get specific before they do it on their own!

 
 
  

 

Hunter Shuff 
Assistant HC Coach 

Fox creek HS 



Always get specific before they do it on their own!

 
 
  

 



Restore Strength
ASAP
Start proximal and distal while regaining “shoulder” motion 
 Scapular retraction isometrics
 Wrist and elbow strengthening
 Grip isometrics 
For the shoulder = TB resistance
 ROM + strengthening 
There is data for resistance levels
 

 



What type of patient  do we need to slow down?
 -Very little pain under 6 weeks and has a 
compliance issue
  These folks may want a sling
 -Tolerates PROM too well
  -PROM x 1 rep daily.
 -Non-compliant
  -Stays in the sling 

 -The “Hey look what I can do already!”
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Penna et al. (SCOPE 2008)
Prickett et al. (J. Bone Joint Surg. Am. 2003)
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Dr. Eric Wagner, MD, MS, FAAOS, CAQ
Jaden Hardrick, Clinical Research Fellow
 



Palmetto Motion Downtown Palmetto Motion 
South (May 2027)


	Slide 1
	Slide 2
	Slide 3
	Slide 4: Traditional RTC Repairs
	Slide 5
	Slide 6
	Slide 7
	Slide 8
	Slide 9
	Slide 10
	Slide 11
	Slide 12
	Slide 13
	Slide 14
	Slide 15
	Slide 16
	Slide 17
	Slide 18
	Slide 19
	Slide 20
	Slide 21
	Slide 22
	Slide 23
	Slide 24
	Slide 25
	Slide 26
	Slide 27
	Slide 28
	Slide 29
	Slide 30
	Slide 31
	Slide 32
	Slide 33
	Slide 34: Passive Range of Motion and the  Post-operative Shoulder
	Slide 35: Passive Range of Motion and the  Post-operative Shoulder
	Slide 36: Passive Range of Motion and the Post-operative Shoulder
	Slide 37
	Slide 38
	Slide 39
	Slide 40
	Slide 41
	Slide 42
	Slide 43
	Slide 44
	Slide 45
	Slide 46
	Slide 47
	Slide 48
	Slide 49: Passive Range of Motion and the  Post-operative Shoulder
	Slide 50
	Slide 51
	Slide 52
	Slide 53
	Slide 54
	Slide 55
	Slide 56
	Slide 57
	Slide 58
	Slide 59
	Slide 60
	Slide 61
	Slide 62
	Slide 63
	Slide 64
	Slide 65
	Slide 66
	Slide 67
	Slide 68
	Slide 69
	Slide 70
	Slide 71
	Slide 72
	Slide 73
	Slide 74
	Slide 75
	Slide 76
	Slide 77
	Slide 78
	Slide 79
	Slide 80
	Slide 81
	Slide 82
	Slide 83
	Slide 84
	Slide 85
	Slide 86
	Slide 87
	Slide 88
	Slide 89
	Slide 90
	Slide 91
	Slide 92
	Slide 93
	Slide 94
	Slide 95
	Slide 96
	Slide 97
	Slide 98
	Slide 99

