
University of North Dakota University of North Dakota 

UND Scholarly Commons UND Scholarly Commons 

Physical Therapy Scholarly Projects Department of Physical Therapy 

5-2021 

Bankart Labral Repair Rehabilitation Using Fascial Counterstrain, Bankart Labral Repair Rehabilitation Using Fascial Counterstrain, 

Proprioceptive Neuromuscular Facilitation, and Range of Motion: Proprioceptive Neuromuscular Facilitation, and Range of Motion: 

A Case Report A Case Report 

Lauren McIntosh 

How does access to this work benefit you? Let us know! 

Follow this and additional works at: https://commons.und.edu/pt-grad 

 Part of the Physical Therapy Commons 

Recommended Citation Recommended Citation 
McIntosh, Lauren, "Bankart Labral Repair Rehabilitation Using Fascial Counterstrain, Proprioceptive 
Neuromuscular Facilitation, and Range of Motion: A Case Report" (2021). Physical Therapy Scholarly 
Projects. 727. 
https://commons.und.edu/pt-grad/727 

This Thesis is brought to you for free and open access by the Department of Physical Therapy at UND Scholarly 
Commons. It has been accepted for inclusion in Physical Therapy Scholarly Projects by an authorized administrator 
of UND Scholarly Commons. For more information, please contact und.commons@library.und.edu. 

https://commons.und.edu/
https://commons.und.edu/pt-grad
https://commons.und.edu/pt
https://und.libwizard.com/f/commons-benefits?rft.title=https://commons.und.edu/pt-grad/727
https://commons.und.edu/pt-grad?utm_source=commons.und.edu%2Fpt-grad%2F727&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/754?utm_source=commons.und.edu%2Fpt-grad%2F727&utm_medium=PDF&utm_campaign=PDFCoverPages
https://commons.und.edu/pt-grad/727?utm_source=commons.und.edu%2Fpt-grad%2F727&utm_medium=PDF&utm_campaign=PDFCoverPages
mailto:und.commons@library.und.edu


 

 

 
BANKART LABRAL REPAIR REHABILITATION USING FASCIAL 

COUNTERSTRAIN, PROPRIOCEPTIVE NEUROMUSCULAR FACILITATION, 

AND RANGE OF MOTION: A CASE REPORT 

 

by 

 

Lauren McIntosh, SPT 

Bachelor of Science in Exercise Science 

Minor in Animal Science 

Minor in Psychology 

North Dakota State University, 2018 

 

 

A Scholarly Project Submitted to the Graduate Faculty of the 

 

 

Department of Physical Therapy 

School of Medicine 

 

 

University of North Dakota 

Grand Forks, North Dakota 

 

 

May 

2021 

  



 
 

ii 

  



 
 

iii 

 

 

 

 

This Scholarly Project, submitted by Lauren McIntosh in partial fulfillment of the 

requirements for the Degree of Doctor of Physical Therapy from the University of 

North Dakota, has been read by the Advisor and Chairperson of Physical Therapy 

under whom the work has been done and is hereby approved. 

 

 

_________________________ 

(Graduate School Advisor) 

 

 

_________________________ 

(Chairperson, Physical Therapy) 

  



 
 

iv 

 

 

 

 

 

PERMISSION 

 

Title Bankart Labral Repair Rehabilitation Using Fascial 

Counterstrain, Proprioceptive Neuromuscular Facilitation, 

and Range of Motion: A Case Report 
 

Department  Physical Therapy 

 

Degree  Doctor of Physical Therapy 

 

In presenting this Scholarly Project in partial fulfillment of the requirements for a 

graduate degree from the University of North Dakota, I agree that the Department 

of Physical Therapy shall make it freely available for inspection.  I further agree 

that permission for extensive copying for scholarly purposes may be granted by 

the professor who supervised my work or, in her absence, by the Chairperson of 

the department. It is understood that any copying or publication or other use of 

this Scholarly Project or part thereof for financial gain shall not be allowed 

without my written permission.  It is also understood that due recognition shall be 

given to me and the University of North Dakota in any scholarly use which may 

be made of any material in this Scholarly Project. 

 

Signature   __________________________ 

 

Date        __September 3, 2020________ 

  



 
 

v 

 

 

 

 

 

TABLE OF CONTENTS 

 

LIST OF FIGURES  ……………………………………...…………………….vi 

 

LIST OF TABLES  ……………………………………..…………………..….vii 

 

ACKNOWLEDGEMENTS  …………………………………………………. viii 

 

 ABSTRACT  …………………………………………………………………... ix 

 

 CHAPTER 

I. BACKGROUND AND PURPOSE  ……………………………...1 

 

II. CASE DESCRIPTION …………………………………………...5 

 

Examination ………………………………………………………6 

 

Evaluation, Diagnosis, and Prognosis ……………………………7 

 

III.      INTERVENTION  ……………………………………………… 11 

 

IV.      OUTCOMES  ……………….…………………………………...16 

 

V. DISCUSSION/CONCLUSION  ………………..……………… 18 

 

Reflective Practice  ……………………………………………...19 

 

APPENDIX  1 ..…………………………………………………………...….….21 

 

APPENDIX 2 ...………………………………………………………………….25 

 

REFERENCES  …………………………………………………………………26 

 

  



 
 

vi 

 

 

 

 

 

LIST OF FIGURES 

 

1.  Load and shift test used to assess overall shoulder stability.……………...…….1 

2. Anterior shoulder apprehension test used to assess anterior joint instability…….2 

 

 

 

 

  



 
 

vii 

 

 

 

 

 

LIST OF TABLES 

 

1. Coding through ICF Disablement Model……………………………………...8 

2. Initial Exam Passive ROM, Functional ROM, and Normal ROM…………….8 

3. Problems List………………………………………………………………......9 

4. Passive ROM Progression…………………………………………………….17 

 

  



 
 

viii 

 

 

 

 

 

ACKNOWLEDGEMENTS 

Thank you to my classmates (Brian Illings, Cassidy Stienessen, Winter 

Monette, and Lucas Keller) for the peer reviews and many hours of time spent to 

help me complete my scholarly project. 

Thank you, Meridee Danks PT, DPT, NCS for the guidance throughout 

my scholarly project.  I couldn’t have completed the project without her help. 

I would like to thank University of North Dakota Physical Therapy 

Department faculty and staff for everything you all have done to create an 

outstanding education, even with the complications of the COVID-19 pandemic. 

I want to acknowledge my clinical instructor Craig Snyder, PT, ACT for 

introducing me to fascial counterstrain and training me to become a skilled 

physical therapist. 

Thank you to my undergraduate research advisor Dr. Kyle Hackney for 

introducing me to the field of research, scientific writing, and sparking my interest 

to ask questions and find answers. 

Lastly, thank you to all of my friends and family, especially my parents 

for always pushing me to be the best that I can be and take everything one step at 

a time.  Without all of you, I would not be where I am today. 

 

 

 



 
 

ix 

 

 

 

 

ABSTRACT 

 

Background and Purpose: This case study will address the use of fascial counterstrain, 

proprioceptive neuromuscular facilitation (PNF), and range of motion (ROM) to 

rehabilitate an arthroscopic anterior Bankart labrum repair in a pediatric patient. Bankart 

labral tears are defined as an anteroinferior tear of the labrum, frequently caused by 

multiple anterior shoulder dislocations.  Fascial counterstrain can be used in post-surgical 

patients to reduce swelling, decrease healing time, and reduce pain.  PNF and ROM allow 

the patient to return to a functional lifestyle and are included in most protocols provided 

by the surgeon.  The purpose of this study is to demonstrate the benefits of combining 

traditional therapeutic treatment methods with fascial counterstrain to rehabilitate post-

surgical patients.   

Case Description: The patient was a 15-year-old male who presented post-surgically 

with low pain levels, no active range of motion, limited passive range of motion, strength 

limited by pain, and slight edema around the left shoulder.  

Intervention: Treatment included strength progressions from isometric to isotonic 

motion, fascial counterstrain, passive range of motion, joint mobilizations, and 

neuromuscular re-ed using PNF patterns.   

Outcomes: Following PT intervention, the patient achieved increased strength, improved 

range of motion, reduced pain, and improved posture.  



 
 

x 

Discussion: The patient’s range of motion and strength were improved ahead of protocol 

with low to no pain throughout all rehabilitation.  He progressed from no active motion to 

active shoulder flexion and abduction to 90 degrees with resistance to increase strength.  

The patient has improved his rounded shoulder posture with the reduction of tension in 

his anterior shoulder.  By combining fascial counterstrain and traditional therapy 

methods, we were able to quickly progress the patient while reducing joint inflammation 

and pain. 

Key Words: Bankart Labrum Repair, Athlete, Pediatrics, Fascial Counterstrain 
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       CHAPTER I 

  BACKGROUND AND PURPOSE 

Bankart labral tears often occur secondary to anterior shoulder dislocations.  

Anatomically it is described as a tear of the anteroinferior labrum from the 3-6 o’clock 

position.1  Studies suggest that anterior dislocations leading to anteroinferior instability 

are common in young athletes.1,2,3  Bankart tears can be diagnosed with a variety of 

assessments, including load and shift test, anterior shoulder apprehension test, x-ray, 

magnetic resonance imaging (MRI), and/or magnetic resonance arthrogram (MRA).  Loh 

et al,1 state that load and shift tests along with anterior shoulder apprehension tests are as 

reliable as MRI and MRA imaging in regard to Bankart tear diagnosis.  See Figure 1 and 

Figure 2.  

 

 

 

 

 

 

 

     Figure 1. Load and shift test used to assess overall shoulder stability.    
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Figure 2. Anterior shoulder apprehension test used to assess anterior joint instability. 

Following an accurate diagnosis, the orthopedic surgeon decides if a conservative 

or surgical approach will be taken.  Multiple factors contribute to this decision, including 

first-time versus recurrent dislocations, severity of the tear, traumatic versus non-

traumatic, and involvement of other structures4,5.  More specifically, Marshall et al4 

suggest that surgery performed on patients with a first-time dislocation are more likely to 

have successful outcomes compared to patients with recurrent dislocations.  Regardless, 

the patient will require some level of rehabilitation for surgical repair or conservative 

measures.  The patient in this case chose to take surgical action following multiple 

dislocations. 

The surgical procedure used was developed in the 1990s.6 It consists of 

arthroscopically placing suture anchors to repair the anteroinferior labral tear known as 

the Bankart tear.  There are higher rates of failure (4-18%) than the traditional method (0-

5%) that uses osseous tunnels; however it has a much faster recovery time and damages 

less tissue.6  Typically, rehabilitation protocols for Bankart repairs range from 12-15 
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weeks of therapy.7 The time for rehabilitation can be dependent on what the patient 

wishes to return to, in this case the patient wanted to return to contact sports, therefore he 

stayed in physical therapy for 15 weeks. 

Many athletes plan to return to their prior level of sport following surgery.  There 

is strong evidence suggesting that most athletes can successfully return-to-sport with the 

use of post-surgical rehabilitation.2,3,5,8-11 There are a variety of published protocols for 

rehabilitation, however this paper will focus on fascial counterstrain, proprioceptive 

neuromuscular facilitation (PNF) strengthening, and range of motion (ROM) 

interventions.  

Fascial counterstrain was the first intervention introduced to the patient.  Fascial 

counterstrain is currently taught as a branch of the original Jones Counterstrain and was 

developed in the late 1990s by Brian Tuckey.12  Fascial counterstrain is built on the belief 

that fascia is a contractile tissue, the release of strain within the fascia allows for proper 

motion of the body systems, and proper motion of the systems can allow for reduction in 

pain and improved healing.13  Tender points are a specific point that when lightly pressed 

elicits abnormal pain, based on identification of the tender point, the therapist applies 

pressure in a specific direction to release the strain of the fascia.   

 Along with fascial counterstrain, ROM was used to prevent the joint from locking 

up and further enhance the movement of fluids throughout the joint.  Studies suggest that 

ROM is crucial to maintaining joint function.14-16 Most protocols for Bankart labral repair 

rehabilitation had strict ROM guidelines that dictated patient progression.  Exceeding 

these guidelines could over-stretch the healing tissue and cause the joint laxity following 
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all rehabilitation steps.14-17 Progressing ROM too slowly can result in scarring down of 

tissue, causing long-term ROM limitations. 

 To encourage strength and return to prior level of function, PNF was used 

throughout rehabilitation.  PNF exercises are proven to be highly effective in establishing 

shoulder stabilization and strength.8  Being performed in the a more functional plane 

allows for proper shoulder movement and scapular traction.  Comel et al8 reports greater 

muscle recruitment with PNF (p < 0.05) compared to other strength exercises, and 

engagement of both agonist and antagonist muscles.  

 The purpose of this case study is to assess the effectiveness of fascial 

counterstrain, PNF, and ROM as a rehabilitation program for Bankart labral repairs.  

Combining these treatment methods consists of following the traditional post-surgical 

protocols that include ROM and PNFs while integrating fascial counterstrain into the first 

part of the rehabilitation period to increase the speed of healing and reduce the patient’s 

pain. 
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CHAPTER II 

CASE DESCRIPTION 

 The patient was a 15-year-old white male with a past medical history of three left 

shoulder anterior dislocations with variable reducibility.  All shoulder dislocations were a 

result of contact injuries during football games.  The last dislocation was near impossible 

to reduce in the emergency room, resulting in referral to an orthopedic surgeon.  Imaging 

and testing lead to a diagnosis of a Bankart labral tear involving the left shoulder.  

Surgery was scheduled two weeks following his last dislocation to perform a routine 

Bankart labral repair.  The patient returned home on the day of the surgery with 

instructions to rest, ice, compress, exercise his distal extremity, and protect the shoulder 

with a sling and abduction pillow.  The patient was scheduled to attend physical therapy a 

week and a half after surgery, however, was diagnosed with influenza, resulting in the 

first visit being two weeks post operation.  The patient clearly stated his goals of 

returning to his prior level of sporting activity. 

 The patient was 5’11’’ and 132 lbs. according to previous medical records.  

Calculating out to a BMI of 18.4 placing him right at the line for being underweight.18 

The patient’s past medical history included an ankle fracture requiring surgical 

intervention three years prior and three left shoulder dislocations within the last year.  

The first dislocation was easily reducible, the second was reducible by the athletic trainer, 

and the third dislocation was extremely difficult to reduce, leading him to choose surgical 

intervention.  When asked about the fracture, the patient reports no complications.  He 
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did not regularly take medications aside from the pain medications administered for post-

surgical pain and occasionally ibuprofen for minor aches and pains. 

 The surgeon used a routine procedure for the repair, consisting of arthroscopic 

incisions and anchors along the torn labrum.  Referral came directly from the surgeon 

with instruction to follow the provided protocol.  All weight and ROM limitations were 

included in the protocol (Appendix 1).  Two weeks post operation, the patient was 

initially evaluated by the outpatient physical therapist.  Upon arrival, the patient was 

wearing a left arm sling with an abduction pillow and demonstrated orientation x4.  

Observation of the surgical site confirmed clean wounds and minimal edema.  The patient 

reported use of a compression ice machine at least two times a day for the two weeks 

following surgery. 

 Following history and background information, the patient was deemed an 

appropriate candidate to receive physical therapy services.  Further examination would be 

limited secondary to the ROM and weight precautions; however, it would involve ROM, 

strength, and neurological assessments.  Results would then be used to ensure the 

appropriate plan of care was followed.   

Examination 

 The patient independently ambulated to the private assessment room and was able 

to easily navigate obstacles and maintain balance.  When asked about pain according to 

the 0-10 scale (0 = no pain and 10 = worst pain ever experienced), the patient rated his 

worst pain a 4/10 with movement and least pain a 0/10 while using the compression ice 

machine.  The patient was transitioning from hydrocodone to ibuprofen for surgical pain. 

Prior to the initial evaluation, the patient completed a QuickDASH assessment (r=0.44 
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and MDC 11-17.18).19 The QuickDASH consists of 11 questions used to assess 

disabilities of the arm, shoulder, and hand.19  When asked to complete a QuickDASH 

assessment, the patient scored a 46%, translating to a 54% functional deficit.  His parents 

and brother were able to compensate for his functional deficit by assisting him with his 

ADLs until he was able to return to full function. 

 Progression of goals and improvements in participation were monitored using the 

International Classification of Functioning (ICF) disablement model (Appendix 2).  The 

model provides PT based diagnostic codes (Table 1) and uses intact patient language.  

The ICF allows to interpret the functional impairments and participation limitations that 

resulted from surgery and resolved throughout the rehabilitation process.  By using 

participation limits, the patient’s source of motivation for increased compliance was 

discovered.  In this case, the patient was very motivated to return to sports and outdoor 

activities, which made it easy to encourage him to perform exercises. 

 The initial evaluation assessed ROM and sensation/neurological function.  ROM 

measures can be found below in Table 2.  The patient reports no sensation of tingling or 

shooting pain in the left upper extremity, and tests positive for all dermatome sensation.  

Initial evaluation was minimal secondary to pain tolerance and post-surgical precautions. 

 Following all examination and evaluation, the patient was deemed appropriate for 

physical therapy using the detailed protocol provided by the surgeon alongside the fascial 

counterstrain technique that the physical therapist was specialized in.  It was 

hypothesized that this intervention strategy would allow the patient to meet his goals and 

return his prior level of activity. 
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Table 1. Coding through ICF Disablement Model  
ICF Codes Implications with PT 

Body Function - b280.1 sensation of 

pain 

- b710.3 mobility of 

joint function 

- b730.3 muscle power 

function 

- Begin PROM and progress to 

AROM 

- Strengthen shoulder  

- Reduce inflammation/pain 

Body 

Structure 

- s7201.372 joints of 

shoulder 

- s7202.302 muscle of 

shoulder 

- s7203.372 ligaments 

and fasciae of shoulder   

- Strength and stretching to help 

muscles 

- Stretching and mobilizing to help 

ligaments and overall joint 

movement 

Activities and 

Participation 

- d4300.4 lifting 

- d4303.4 carrying on 

shoulders, hip and back 

- d5400.1 putting on 

clothes 

- d9201.4 sports 

- d9204.3 hobbies  

- Will return to basketball practice 

and be able to snowmobile once 

strength and ROM are returned. 

- Will carry backpack on both 

shoulders 

- Will reduce difficulty with getting 

dressed. 

Environmental Factors Personal Factors 

- e310+1 immediate family 

- e320+1 friends 

- e465.2 social norms, practices and 

ideologies 

- E2151.2+1 small community  

- 15-year-old male 

- Athlete 

- Active outdoorsman 

- Motivated to return to sports 

  

Table 2. Initial Exam Passive ROM, Functional ROM20 and Normal ROM 

 Left Shoulder 

(degrees) 

Functional Measures 

(degrees)20 

Normal ROM 

(degrees) 

Flexion 90 121 180 

Abduction 74 128 180 

Internal Rotation 60 102 (arm at side) 70 

External Rotation 12 59 (arm at 90 abd) 90 

 

Evaluation, Diagnosis, and Prognosis 

 The initial evaluation presented a list of problems that would help focus the plan 

of care to rehabilitate the patient to his prior level of function.  The most significant 

problem at this time was pain, closely followed by ROM.  With pain limiting ROM, the 
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patient was at risk for long-term shoulder immobilization.  Without the return of ROM, 

there would be severe functional deficits, and limitations during progression to proper 

strength.  The next problem included left shoulder weakness.  Surgical precautions 

suggested no active ROM for four weeks, and no weight-lifting for five weeks.  Concerns 

immobility would cause increased weakness in the left arm compared to the right. During 

rehabilitation, the aim was to return the left upper extremity strength to that of the right.  

Below is a condensed problems list used for documentation purposes (Table 3). 

Table 3. Problems List 

Pain 

Decreased left shoulder ROM 

Decreased left upper extremity strength 

Decreased left shoulder joint mobility 

Surgical incision unhealed 

Shortness of breath (result of influenza the previous week) 

 Upon initial evaluation, the short-term goals consisted of reducing pain, reaching 

and maintaining ROM goals according to the protocol, and transitioning to active 

assistive ROM using a cable weight machine to progress to strengthening so that the 

patient could independently dress himself, reach to the top of his locker, and carry his 

backpack on his shoulders.  The long-term goals consisted of returning to previous ROM 

and strength to return to previous sports (basketball, baseball, and football), participate in 

physical education class at school, and return to previous hobbies of snowmobiling and 

snowboarding.  The patient was expected to attend 15 weeks of physical therapy.  He was 

scheduled to be seen two times a week (30-minute sessions) for the first five weeks to 

maintain ROM, he was scheduled to be seen one time (60-minute sessions) a week for the 

following 10 weeks.   
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 The patient would continue with physical therapy following the detailed protocol 

provided by the surgeon alongside the fascial counterstrain technique that the physical 

therapist was specialized in.  It was hypothesized that this intervention strategy would 

accomplish the patient’s goals and return him to his prior level of activity.   
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CHAPTER III 

INTERVENTION 

 The interventions were primarily based on the detailed protocol (Appendix 1) 

provided by the surgeon.  The protocol focused on strength and ROM.  Fascial 

counterstrain was also performed to improve the function of the joint, reduce pain, reduce 

inflammation, and increase range of motion.  The combination of fascial counterstrain 

and traditional therapeutic activities allowed the patient to smoothly progress through the 

protocol with minimal pain. 

During manual interventions and therapeutic exercises, thorough patient 

education was provided.  Based on the patients age, ethical beliefs, and personality he 

was able to relate well with the therapist, which allowed him to receive the education 

well.  However, his eagerness to return to sports and outdoor activities created a barrier to 

following the protocol restrictions.  The majority of time spent educating focused on the 

importance of following restrictions for proper healing and full return to sports.  The 

patient responded well to seeing the protocol so that he could strive for certain dates at 

which time restrictions would be lifted.  A large amount of verbal education was also 

provided.  The patient demonstrated understanding of the education via visual and vocal 

presentation methods by engaging in a comprehensive conversation during the education 

and demonstrating appropriate responses. 
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Initially, the patient was scheduled 2 days a week for 30-minute sessions to 

manage pain, maintain available range of motion, and reduce swelling.  After five weeks 

of therapy, the patient was adjusted to 1 visit per week for 60 minutes to progress home 

exercises for increased strength and range of motion. Week one consisted of fascial 

counterstrain to the left anterior shoulder, left upper trapezius, left clavicle, left pectoral 

region, left axillary region, and left upper arm for reduced swelling and tightening of 

joint.  Passive range of motion was performed to the left shoulder to stretch surrounding 

structures and maintain available range.  Refer to Table 4 for progression of range of 

motion throughout the treatment sessions.  The patient was instructed to continue the 

home exercise program provided at the evaluation with the addition of isometric shoulder 

exercises against a wall into abduction, adduction, extension, flexion, internal rotation, 

and external rotation to initiate strength training. 

Week 2 treatment included fascial counterstrain to the left anterior shoulder, left 

posterior shoulder, left pectoral region, left axillary region, and left 4th rib to reduce 

swelling and rounded shoulder posture.  Passive range of motion was performed to 

maintain available range and reduce the risk of frozen shoulder.  He was instructed to 

continue with the home exercises provided at the last sessions. 

The patient was able to begin active assistive range of motion starting at Week 3.  

His isometric strengthening was progressed to active assistive range with a 5lb 

counterweight using the pulley machine into flexion, abduction, and scaption.  The 

shoulder trainer was used at the pulley machine to strengthen internal and external 

rotation with a 2.5lb weight.  Fascial counterstrain and passive range of motion were 

continued for maintenance of mobility and reduced inflammation.  He reported 
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discontinued use of the splint at night secondary to loss of sleep and was not 

demonstrating any new irritation caused by the change. 

Week 4 focused on strength progression from isometric to active range of motion.  

Fascial counterstrain and passive range of motion were continued to maintain range of 

motion, stretch the joint, and warm-up the joint prior to exercise.  Joint mobilizations 

were started for a more aggressive capsular stretch with the patient seated and the left 

arm resting in 90 degrees of abduction for better leverage to increase the intensity of the 

mobilization.  The left shoulder joint was mobilized at a grade 2-3 inferiorly, anteriorly, 

and posteriorly.  Active assistive range was performed with 2.5lbs counterweights on the 

pulley machine for all exercises described above.  The patient progressed into active 

motion performing shoulder abduction without weight, and flexion with a 1lb dowel 

using the right arm for assistance if necessary.  All exercises were performed with low 

repetitions and high sets to increase strength.  The patient was able to reach level 5 three 

times on the finger ladder with emphasis on low compensation patterns.  By the end of 

Week 4, the patient was no longer wearing his splint during the day and did not report 

any increased pain throughout the day without the immobilizing splint.  He was 

instructed to continue with the current home program with plans to progress exercises at 

the next session. 

Treatment during Week 5 included continued fascial counterstrain, passive range 

of motion, and joint mobilizations to the left shoulder to progress available range of 

motion and reduce joint inflammation.  The patient reported increased pain along his 

superior scapular spine, that was released using fascial counterstrain prior to exercises.  

Strength training was continued with active shoulder flexion and abduction with a 2lb 



 
 

14 

dowel, internal and external rotation of the shoulder with 2.5lb weights on the pulley 

machine, level 4 on the finger ladder, and PNF patterns using the pulley machine.  PNF 

patterns used 2.5lbs of resistance for D1 and D2 extension and 5lbs of resistance for D1 

and D2 flexion.  The patient was provided a new home program to progress strength with 

isotonic shoulder flexion and abduction using a 2.5lb weight for resistance and PNF 

patterns with a red band for resistance.  After attending a follow-up appointment with his 

surgeon, he was cleared to condition with the basketball team during practices while still 

avoiding contact drills or scrimmages. 

Week six consisted of progressing the patient to higher weight for strength 

training.  We continued to start the appointment with counterstrain, passive range of 

motion, and joint mobilizations.  PNF exercises at the pulley machine were progressed to 

5lbs for D1 and D2 extension patterns, and 10lbs were used for D1 and D2 flexion 

patterns.  The patient trialed pulleys without resistance to be used as a shoulder flexion 

and abduction stretch, but he was unable to feel a stretch.  His home program was 

progressed to include 5lb weights for shoulder flexion and abduction, strengthening 

internal and external rotation with a red band for resistance, and using a dowel to stretch 

his internal rotation behind his back.  The patient reports participation in all basketball 

activities that are non-contact including dribbling, shooting, and conditioning.  He was 

educated on the limitations that may be present and the risk of reinjury if he does not 

follow the doctor’s orders of only conditioning. 

 For Weeks 7 to 15, counterstrain and passive ROM were discontinued, as the 

patient had progressed enough that the treatments were no longer necessary, and it was 

important for him to progress to independent interventions.  Instead, the patient began 
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warming up on the arm bike prior to starting his therapy session.  The weeks continued to 

increase strengthening according to the protocol using free weights, cable machines, and 

medicine balls.  PNF exercises continued throughout the strengthening process to 

improve strength within the most functional plane of motion.  He continued to 

reintroduce himself into sports with slow progression into contact drills at basketball 

practice and weightlifting with the team. 
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CHAPTER IV 

OUTCOMES 

 The outcomes for the patient were excellent, he was able to fully return to sports 

at his pre-injury level without concern of dislocating his left shoulder following surgical 

intervention and fifteen weeks of rehabilitation.  Progress was measured using goals, pain 

scales, functional scales, and subjective patient judgement.  Based on all three measures, 

the patient had a successful post-operative rehabilitation.   

 The patient’s ROM returned to full range without having the pre-surgical 

hypermobility.   Table 4 demonstrates the patient’s return to full ROM from Week 1 to 

Week 6.  He progressed from only PROM, to AAROM starting with 5lbs of assistance 

from the cable machine, to AROM with resistance (progressing from cable machines to 

free weights).  The QuickDASH progressed from 54% functional deficit to 0% deficit.  

Lastly, upon evaluation the patient rated a 4/10 pain rating (0 being no pain, 10 being 

worst pain ever) and ended therapy at a 0/10.   ROM, pain scales, and the QuickDASH 

functional scale provide objective data demonstrating progression of shoulder function 

related to the therapeutic intervention. 

Patient goals and judgement were subjective measures used to define success as 

well, as it is important to put the patient first.  Based on the initial evaluation and 

discussion throughout the sessions, the patient’s goal was to return to sports and outdoor 

activities.  Not only were the patient’s goals met, but he consistently met all goals set 

within documentation for short-term progression and long-term success. 
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Table 4. Passive ROM progression (in Degrees) 
 Left Shoulder 

Flexion 
Left Shoulder 

Abduction 
Left Shoulder 

Internal 
Rotation 

Left Shoulder 
External Rotation 

Initial Eval 90 74 60 12 

Week 1 124 90 47 41 

Week 2 135 90 - - 

Week 3 160 90 - - 

Week 4 - - - - 

Week 5 - - - - 

Week 6 162 - 65 77 

 

 All exercises were tolerated well throughout the sessions.  In fact, one of the 

challenges was encouraging the patient to follow precautions, as he was ready to return to 

his normal activities.  Compliance during therapy sessions and with home exercises 

programs was very good during the beginning of rehab because the patient would 

perform them during sports practices and PE class since he could not participate in the 

group activities.  As participation increased, home exercise compliance decreased, but he 

was continuing to strengthen his left shoulder by participating in practices and PE class.  

The patient and his family were very satisfied with all care provided and the results of the 

rehabilitation protocol followed. 
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CHAPTER V 

DISCUSSION/CONCLUSION  

The patient was referred to physical therapy post-surgically with a Bankart 

labrum repair two weeks prior to his initial evaluation. He arrived with limited passive 

range of motion, low strength limited by pain, moderate edema around the surgical area, 

and no active range of motion due to surgical restrictions. Physical therapy treatment 

followed the protocol provided by the surgeon for strength through PNF exercises, range 

of motion restrictions, and progressions with the addition of fascial counterstrain for pain 

management, reduction of inflammation, and improved joint mobility.  

Following therapeutic intervention, the patient achieved full ROM, strength, and 

function in the involved limb. He accomplished his long-term goal by returning to his 

prior level of sport participation.  Challenges that presented included patient compliance 

with following restrictions with post-surgical ROM and lifting limitations.  Prior to 

clearance, he participated in hockey, removed his sling and abduction pillow, and 

performed ROM outside of the restricted range.  Through ice, compression, and fascial 

counterstrain, we were able to reduce the inflammation caused by overuse of the injured 

extremity. 

Limitations of this study include the lack of consistency with which joint range of 

motion was acquired and poor numeric data to demonstrate the benefits of counterstrain. 

Future studies could compare patients treated with fascial counterstrain and traditional 

methods to patients only treated with the traditional protocol methods.  
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Future investigations to improve data could include collection data on fascial 

counterstrain used with different surgical procedures, use of the Kerlan-Jobe Orthopaedic 

Clinic Score Questionnaire (KJOC)21, 22, 23,  which is a functional questionnaire focused 

on athletic performance, symptoms, and interpersonal relationships associated with 

performance using 10cm visual analog scales.  This study demonstrates one patient who 

progressed ahead of the provided protocol through the use of traditional treatment 

supplemented with research based fascial counterstrain.  Suggesting that the therapeutic 

intervention was effective through the eyes of the patient, family, and therapist.  Further 

research must be performed to demonstrate numeric benefits of fascial counterstrain for 

possible inclusion of fascial counterstrain in future post-surgical protocols. 

REFLECTIVE PRACTICE 

          Regardless of the success of the rehabilitation program, there are multiple areas for 

improvement.  First and foremost, the majority of the treatment sessions and plans were 

guided by a student physical therapist with little experience.  I was being overlooked by a 

licensed PT, however there is a chance I could have missed some assessments or 

performed treatment incorrectly.  Even correct performance was completed less 

efficiently than an experienced therapist and took more time.  However, the patient, 

therapist, and patient’s family were satisfied with the services provided and the goals 

met. 

 As mentioned above, I think that the KJOC would have been a better functional 

assessment than the QuickDASH based on the athletic implication.  The goals for our 

patient were to return to his active lifestyle, including four-wheeling, football, basketball, 

baseball, and snowmobiling.  All of those activities expand beyond the level of the 
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QuickDASH assessment and the KJOC would have included them.  The clinic used the 

QuickDASH for all shoulder patients, and this case made me realize the importance in 

choosing the appropriate functional assessment for each individual. 

 Lastly, our patient was progressing ahead of the protocol throughout the entire 

rehabilitation.  This was partially due to his lack of compliance with surgical restrictions, 

and I also believe it was in part due to the use of fascial counterstrain to accelerate the 

healing process.  We continued to follow the restrictions of the protocol, however in 

hindsight we should have contacted the surgeon and asked his opinion in progressing 

faster.  If cleared by the physician, there is a chance that the patient could have met his 

goals faster.  Not only would reaching his goals faster be beneficial to the patient for 

return to full function, but it would have reduced the cost of his rehabilitation treatment. 

 In conclusion, the patient completed the rehabilitation with all goals met, and 

fully returned to his prior level of function.  His return to all activities demonstrates the 

success of the protocol used alongside fascial counterstrain. 
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Appendix 124 
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Appendix 225 
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