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REVERSE SHOULDER ARTHROPLASTY POST-OPERATIVE PROTOCOL & PATIENT GUIDE

General Principles:
• Healing timeline: 
· The first 6 weeks is gently to improve motion while protecting the healing soft tissues around the shoulder replacement 
· Weeks 6-12 are about improving motion, let the deltoid and periscapular muscles take over for moving the shoulder, and allow the implant to really grow in to bone. During physical therapy, patients should progress only if pain is well controlled and there is minimal swelling. 
· Months 3-6 are about achieving functional motion, getting back to normal life activities, and starting some resisted below shoulder level activities. 
· Months 6-12 typically have full integration of the components into bone with return to recreational activities and maximal expected postoperative function. 
· Most patients achieve 80-90% of maximal recovery by 6 months after surgery. However, restoring the last 10-20% of motion, strength, and endurance will round out to 12-18 months after surgery 
• The primary movers of the shoulder after a reverse total shoulder become the deltoid and the periscapular muscles (Trap, Levator, Rhomboids, Serratus, Lats, Pec minor). In contrast, the rotator cuff in this situation is often deficient. 
• Weightbearing after surgery 
· 5 pound limit at 6 weeks, 10 pound limit at 3 months, and then at 6 months, in front of your body below shoulder level, you can lift whatever you want to do. 
· However, overhead lifting after a reverse shoulder has a lifetime lifting restriction of 15 pounds 
•Key risks: There are five major risks of the surgery and they're all about a 1-2% risk. If we have any of these complications develop, we will take care of it but fortunately, we take great care to minimize their occurrence. These risks include:
· Dislocation: 
· The motion that is discouraged is pushing yourself up from bed or a chair as you can lever the implant out and dislocate it out the front. 
· We also don’t like extending too far behind you like reaching into the back side of a car to grab something
· However internal rotation to just reach your back pocket is fine, that will not dislocate the shoulder. 
· Instability (if present) typically presents as shoulder pain or a clunking sensation with the combined motion of shoulder adduction, internal rotation, and extension. 
· Infection
· Infection risk is 1-2% and is higher if you have already had prior shoulder surgery such as rotator cuff surgery 
· The signs of a shoulder infection include redness around the incision, purulent yellow drainage from the shoulder, persistent shoulder pain well after the initial postoperative period, and fever/chills. 
· Fracture
· A complete periprosthetic fracture where you fall and break around the implant is rare but certainly possible. However, this could occur even if there was not a replacement in the shoulder 
· Acromial stress fracture:
· Acromial stress fractures are a risk because after a reverse shoulder because we change the mechanics of your shoulder where the acromial bone can be excessively stressed. 
· We work hard to prevent this by preoperative planning of the shoulder (ex. Reducing excessive combined lateralization)
· Acromial stress fractures present as new superior or lateral shoulder pain after an initial time period of steady progress 
·  Nerve injury: 
· Thin females are at the highest risk for nerve injury and stress fracture. 
· Overdistalization of the components with lengthening of arm is responsible for those two risks. This is because if the arm is lengthened to get the components to be at a certain tension, the nerve can be stretched out (neuropraxia)
· We take great care to find the axillary nerve in surgery and protect it during surgery. 
· Our goal is not to have nerve injuries occur ever happen as they are disconcerting to patients. But if they do, a lot of them are just transient and completely recover over several months. A nerve injury typically presents as new distal hand weakness, numbness, or tingling. 
· Persistent nerve injuries, while exceedingly rare, would require an EMG study to properly evaluate the nerve. 
· Concomitant preoperative spine problems before shoulder arthroplasty:
· Having problems in the cervical spine before a shoulder arthroplasty is important to consider. The reason is if you have a small nerve stretch but the nerve roots are already irritated before surgery, you now have a compounded nerve issue (double crush).
· In this situation, these nerve injuries could potentially get more severe motor deficits or sensory deficits that take longer to recover than if they had no cervical neck issues prior to surgery 
· When there are overlapping pathologies in the cervical spine and shoulder, we will usually have the patient see a spine doctor to get spine clearance to make sure they look at you in his clinic and say what your risk is for having something after a shoulder replacement 

· Aseptic loosening 
· Loosening of the implants from bones is a relatively uncommon phenomenon but can occur due to micromotion between the bone-implant interface
· In loosening, patients have a gradual increase in pain months to years after surgery. Early aseptic loosening within 2 years of surgery strongly raises the suspicion of an infection. 
· This is usually detected on serial consecutive xrays of the shoulder over time as radiolucent lines. This is why getting an annual XR of the shoulder is important to confirm the implants are holding well and there are no early signs of loosening.

POST-OPERATIVE PHASE 
Weeks 0-2 
Primary goals: Protect the soft tissues, control pain/swelling, maintain mobility of the elbow/hand
· Sling directions:
· The sling with the provided abduction pillow should be worn at all times including at night. 
· The brace should only be unlocked for hygiene/showering and for hygiene, the arm is locked in to the side of the body. 
· The brace is also unlocked for therapy under supervision
· ROM: 
· No active elevation or forceful lifting of the shoulder is allowed early on in order to protect the soft tissues around the implants (especially the subscapularis and capsule) 
· Gentle controlled pendulums of the shoulder allowed early to safely mobilize the shoulder joint without damaging the repair. See the below description of these exercises. Remember, pendulums should be gentle, the motion is generated by the body swaying and NOT from a forceful contraction of the shoulder muscles. 
· Gentle passive range of motion should begin with forward flexion < 90 degrees and external rotation < 30 degrees. Do not work on internal rotation behind the back at this point. 
· Full elbow extension/flexion (come out of the sling to work on this)
· Move the wrist and fingers to prevent swelling and stiffness. 
· Therapy modalities: 
· Scapular retraction 
· Dry needling of the trapezius is very helpful to let the shoulder relax after it has been operated on and to facilitate gentle motion. This is a reasonable modality if cleared by the surgeon and if the physical therapist is comfortable but is highly encouraged if the patient is agreeable to this as well
· At 2 week visit: Examine incision, new XR, confirm patient doing well and progress therapy 
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Weeks 2-6 
Primary goals: Progress active assisted motion (AAROM) and neuromuscular control, avoid overload
· Should continue the sling with pillow up to 3 weeks after surgery. At 3 weeks, can slowly wean out of the sling but patient may want to wear outside of the home as a precaution until 6 weeks. 
· Driving
· Driving is fine once completely off narcotic pain medications. Usually after three weeks, you start driving the car.  
· Driving is not allowed in the first three weeks after surgery because we do stressful motions on the shoulder that risk it dislocating such as reaching for a seatbelt, turning the signal, grabbing things in the backseat etc. 
· If you still have the sling on, you must unhook the sling so you are not impeded and not in legal trouble if you are pulled over 
· With driving, you are basically just guiding the wheel down low at the 6:00 position on the steering wheel with the surgical hand and you drive primarily with the other hand 
· Goals for motion
· Progress passive motion to active assisted motion. Goals at this time period are forward flexion < 120 and ER < 40. 
· By 4 weeks: Passive FF to 115, ER to 35 at the side
· By 6 weeks: Passive FF to 140, ER to 40 at the side 
· Therapy modalities
· Table slides are helpful. 
· Begin pulley-assisted motion around weeks 5-6 if comfortable.
· In terms of strengthening, there is no resisted internal rotation or external rotation exercises. Strengthening is focused on submaximal isometric exercises for the deltoid and scapular stabilizers. 
· Gentle scapular mobility/dry needling as needed
· At 6 week visit: New XR, progress therapy 

Weeks 6-12 
Primary goals: Achieve near functional active motion, build up deltoid and periscapular muscle endurance 
· After seen and cleared in clinic, can discontinue the postoperative sling at the 6 week mark
· Goals for motion: Restore FF to 150, ER to 60, IR to beltline initially and improve to maximal internal rotation by 12 weeks. 
· Therapy modalities:
· Continue scapular stabilization and postural exercises especially in weeks 6-8. Examples include:
· Scapular retraction/depression
· Serratus punches: Supine with arm in 90 degrees of flexion, patient protracts the scapula upwards
· Prone Y/T/W: Performed on either a table or a Swiss ball to active the lower traps and rhomboids
· Chin tucks
· Gentle isometric exercises and isotonic exercises (limit of 1-2 lbs or bandwork) of the rotator cuff and deltoid. Work towards establishing HEP with bands/pulley at home
· Avoid significant overhead resistance which can inflame the shoulder 
· At 12 week visit: New XR, check motion/strength, confirm no early postop issues 

MONTHS 3-6  
Primary goals: Improve strength and endurance for ADLs and light sporting activity
· Strengthening
· Therabands: 
· Start with very light bands. 
· Start with Theraband ER at the side > Theraband rows > prone work > overhead work at last
· Avoid overhead or resisted ER at 90 degrees abduction until at least month 5
· Light weights only from 1-2 lbs allowed initially. Progress to up to 5 lb weights only if the motion is completely pain-free and there is no compensatory substitution noted during the exercise. 
· Closed-chain exercises, rows, wall push-ups
· Continue scapular strengthening and coordination of the whole kinetic chain
· Sports return examples:
· Golf chipping at 3-4 months with return of full swing at 5-6 months
· Swimming by 5-6 months
· Doubles tennis/Pickleball by 5-6 months 
· Precautions: Avoid sudden heavy lifting or explosive overhead movements that can suddenly stress the shoulder 
· At 6 month visit: New XR, check motion/strength, confirm no component loosening/failure or acromial stress fracture 

MONTHS 6-12  
Primary goals: Optimize strength and mechanics for return to work/sports, maintain pain-free overhead function 
· Graduate from formal therapy by this point, continue a maintenance home exercise program at least twice a week. 
· Maintain pain-free overhead function
· Precautions: 
· Avoid repetitive heavy overhead lifting 
· Remain mindful that there is a permanent restriction of overhead lifting < 15 pounds 
· At 12 month visit: Full functional assessment, new XR. If patient otherwise doing well, come for an annual XR and office visit around the holiday season thereafter to assess component integrity. 
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Exercises: Your sling should be removed for the exercises. These are performed standing. Bend at the
waist 50 your arm is dangling down. With the uninvolved arm, hold onto something stable for support.
Gently rock your body weight back and forth or in a circular motion to move your arm as illustrated
below. The size of the swinging motion or circle your hand is making should be about 10 to 12 inches
in length or diameter.

Repeat the exercises 20 times in each direction.

Clockwise Circle Counterclockwise Circle
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