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BREAST RECONSTUCTION

PHYSICAL THERAPY PROTOCOL 2008

TRANSVERSE RECTUS ABDOMINIS MUSCLE

This is a protocol for post mastectomy breast reconstruction patients. Individualized programs will be designed to meet the specific needs of each patient, but will generally follow the program outlined below. Your surgeon will be kept closely informed of any special rehabilitation needs you may have.

PRE SURGERY
A. ASSESSMENT

a. Posture – Assessment position: Erect, anatomical position with feet together, hands pronated with thumbs lightly touching trunk, level head – eyes
1. Cervical spine saggital plane – protracted, neutral, retracted
2. Dorsum spine kyphosis – normal, increased
3. Sternum – normal, concave, convex

4. Shoulders – saggital plane, anterior, neutral, posterior, coronal plane, level- -Measurement from longest finger tip to the floor
5. Distance from the vertebral border of the scapula to the midline – spinous process (measurement in mm)
· Spinous process

· Inferior scapular angle 

6. Girth measurements of bilateral upper extremities as well as neck, chest, and abdomen

b. Active Range of Motion

1. Cervical spine (active/ pain free limitations): flexion, extension, right lateral tilt, left lateral tilt, right rotation, left rotation
2. Shoulder complex: forward flexion, supinated abduction, internal rotation, external rotation, extension, horizontal adduction
c. Strength

1. Shoulder: forward flexion, internal rotation, external rotation, extension, horizontal adduction (upper pectoralis, mid pectoralis, lower pectoralis)- Stability of scapula on the ribs. 
d. Palpation –Tenderness or myospams- Static or under resistance
1. Long head of bicep

2. Sternal insertion of pectoralis major

3. Acromio-Clavicular joint/ Sterno-clavicular joint

4. Intra-scapular muscles

5. Upper trapezius muscle

e. Cardiovascular and Fitness Assessment

B. PROGRAM

a. Identify and develop a program to lessen any limited range of motion deficits or muscular tonal asymmetries. 

b. Institute a daily program of: (Written/ illustrated program outlining)

1. Deep breathing - stressing costyl expansion in all ribs but especially in ribs 4 thru 8

2. Stretching – upper extremity complex & cervical spine – All planes
3. Isometric exercises – Cervical spine and Upper quadrant complex

4. Elastic band exercises - short arc mostly in neutral.  Especially stressing scapular adduction

c. Initiate pelvic stabilization home exercises – Stress Hamstrings, Gluteals Obliques, Hip abduction/adduction and Pelvic elevators

C. EDUCATION COMPONENT

a. Explain Post-Operative Rehabilitation Program and schedule follow-up appointments.

b. Begin to coordinate any PT services because of geographic issues.

c. Encourage Home Based Assistance for ADL after surgery 

d. Encourage Emotional Support Network

e. Teach diaphragmatic and costyl expansion deep breathing techniques.

f. Functional Training Education 

1. Provide instruction in techniques to limit trunk torque after surgery.  Set appropriate limits for pushing, pulling and lifting. Teach transfers minimizing trunk saggital/rotational torque. Provide written program for transfer techniques. 
BREAST RECONSTUCTION

PHYSICAL THERAPY PROTOCOL 2008

TRANSVERSE RECTUS ABDOMINIS MUSCLE
POST SURGERY

A.      10 DAYS POST OPERATIVELY

a. Shoulder Girdle Assessment

· Start a program of gentle active and active-assisted mobilization of involved shoulder.  Gradual full ROM is desired only after all upper quadrant drains are removed. Skin stretching caution.
b. Progressive Ambulation

· Encourage daily walking on level surfaces progressing toward further distances each day. Athletic shoes are recommended.  Ascending and descending steps with supervision are encouraged when not fatigued Encourage keeping the pelvic floor gently contracted during ambulation.
c. Review of Dynamic Functional Postures

· All torquing of trunk should be limited-especially in a saggital plane with no stretching of trunk in extension past neutral.  Axial rotation is to be limited to 20 degrees bilaterally
· Neutral trunk posturing during dynamic and static activities.
d. Lymphedema Avoidance Education

· Initiate prevention education program if there was lymph node surgery or radiation.  Written information will be provided.
e. Assess for low level abdominal compression after drains are removed. Coordinate with surgeon. 
f. Review prescribed usage of any external support, including bras and corsets.
g. Gentle isometric activation of pelvic floor musculature as well as ventral trunk in a hip flexed position.
h. Daily visual inspection of abdomen and reconstructed breast.  Encourage gentle stimulation of skin to increase sensation.
i. Deep breathing exercises stressing both costly expansion and diaphragmatic excursion.
B.       28 DAYS POST-OPERATIVELY

a. Shoulder Girdle 

· Full active Range of Motion is expected. Assess if scapular-thoracic muscles are tight or stretched. Initiate gentle upper extremity isotonics stressing anterior and posterior musculature. Attention to the relationship between scapulo-thoracic rotation and Gleno-Humeral abduction as they relate to one another during active, non resisted abduction.
b. Upper Extremity Volume Assessment

· If Lymphedema is a concern, Bilateral girth as well as volumetric assessment.
c. Review of Dynamic Postures

· Continue to limit trunk extension to neutral and 20 degrees of axial rotation. Start gentle resistance (when tolerated) from minus 15 degrees flexed from neutral and 90 degrees of trunk flexion.
d. Begin Non-Weighted Hip Flexion and Abduction and Trunk Extension Exercises

· Gentle daily 75% ROM exercises stressing isometric pelvic floor tightening. Stable pelvis is to be stressed. Exercises are to be done supine in a hip flexed position, slowly with a tightened abdominal musculature.
e. Progressively Increasing Ambulation and Steps 

· Pelvis must be dynamically stabilized
C.      FIVE TO SIX WEEKS POST- OPERATIVELY

a. Active Rehabilitation – Two to Three times a week and daily home program
1. Endurance Training- Heart rate monitored stressing aerobic fitness sub 85% of age predicted maximal heart rate parameter (cross training recommended)
2. Strength Training of Trunk – Saggital/ Coronal/Rotational Planes within full available range of motion. - Manual strength grade of 4+/5 is desired
3. Pelvic Stabilization Exercises - Stressing abdominals, gluteals and hamstrings
4. Return to Work Functional Assessment -  Only when appropriate and requested

5. Active and Passive stretching of Trunk in all Planes – Gentle anterior chest wall stretching of the medial Pectoralis Major.
6. Manual Treatment – Manually stretch tight muscles or the upper extremity complex.  Attention to intra scapular and medial pectoral musculature.  Inferiorly mobilize the proximal humeral head in the Glenoid Fossa























TRAM – POST- 3
D. TEN TO TWELVE WEEKS POST-OPERATIVELY

b. Discharge from regular out-patient rehabilitation

c. Home program consisting of endurance, pelvic stabilization exercises- 

· Upper quadrant flexibility and stability and self massage

· These should include resistance exercises to the trunk in all planes of motion and both upper and lower proximal extremities.  Regular gentle stretching of the trunk and upper extremities in all planes
Written follow-up instructions encouraging compliance with the prescribed program of exercises is given at discharge. This is sent to the patients home, or via e-mail at one month and 4 months post discharge.

FOLLOW UP AT THREE AND SIX MONTHS TO INSURE PROPER POSTURE AND PELVIC STABILITY

THIS PROTOCOL WILL VARY SOMEWHAT BASED ON THE WOMAN’S GENERAL BODY TYPE AND ANY RECOVERY COMPLICATIONS, HOWEVER SAGGITAL TRUNK ISOTONIC RESISTANCE AND STRETCHING PAST NEUTRAL WILL 

NOT BE INITIATED UNTIL FOUR  - SIX WEEKS AFTER SURGERY

[image: image2.emf] 

E l   k   i   n   s   P   a   r   k  S   q   u   a   r   e   ,  S   u   i   t   e  2   0   8   ,  8   0   8   0  O   l   d  Y   o   r   k  R   o   a   d   ,  E   l   k   i   n   s   P   a   r   k   ,  P   A   1   9   0   2   7  

(   2   1   5   )  7   8   2   -   8   7   6   0   F   A   X   (   2   1   5   )  6   3   5   -   7   1   3   0  



[image: image1.wmf][image: image2.emf]_1084164855.doc


E







l







k







i







n







s







P







a







r







k







S







q







u







a







r







e







,







S







u







i







t







e







2







0







8







,







8







0







8







0







O







l







d







Y







o







r







k







R







o







a







d







,







E







l







k







i







n







s







P







a







r







k







,







P







A







1







9







0







2







7







(







2







1







5







)







7







8







2







-







8







7







6







0







F







A







X







(







2







1







5







)







6







3







5







-







7







1







3







0












