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-   [Jessica]   Our   presenter   today   is   Dr.   Jennifer   Stone.   Dr.   Jennifer   Stone   is   a   physical  

therapist   and   clinic   manager   in   Columbia,   Missouri.   Her   background   is   in   orthopedics  

and   pelvic   health.   She   is   passionate   about   bringing   accurate   and   practical   pelvic   health  

education   and   information   to   healthcare   professionals   and   the   general   public   alike.   She  

is   a   program   director   and   faculty   member   of   Evidence   In   Motions,   Pelvic   Health   and  

Advanced   Pelvic   Health   Certificate   programs   and   enjoys   presenting   at   conferences,  

doing   research   and   teaching   in   her   spare   time.   She   is   a   mother   of   four   young   children  

and   enjoys   forcing   those   she   teaches   to   endure   endless   cute   pictures   during  

presentations.   Thank   you   so   much   for   returning   to   physicaltherapy.com.   Jennifer.   At  

this   time   I'm   turning   the   microphone   over   to   you.  

 

-   [Jennifer]   Thanks   so   much.   All   right   everyone.   So   hopefully   you're   here   to   learn   about  

the   role   of   physical   therapy   during   the   childbearing   year.   If   not,   you   might   be   in   the  

wrong   class,   but   I   hope   you'll   stay   anyway   because   this   is   a   really   important   topic   that  

really   applies   if   you   treat   any   women   who   may   at   any   point   have   experienced   some   of  

these   things.   So   here   are   my   disclosures.   And   then   some   of   our   learning   outcomes   are  

gonna   be   at   the   end   of   this   course,   we'd   like   you   to   be   able   to   list   at   least   three  

potential   red   flags   that   might   present   in   pregnant   women   with   musculoskeletal   pain,  

which   is   where   we're   gonna   be   focusing   today   since   that's   what   physical   therapy   can  

assist   with.   

 

We'd   like   you   to   be   able   to   discuss   at   least   two   corrective   exercise   choices   to   help  

women's   bodies   adapt   to   the   changes   that   they   experienced   during   pregnancy   as   well  

as   during   the   postpartum   period.   And   then   we'd   like   you   also   to   be   able   to   describe   at  

least   three   aspects,   including   physical   therapy   interventions   to   optimize   recovery   for  

the   musculoskeletal   impact   of   a   society   and   delivery   and/or   a   vaginal   delivery.   So  

we've   got   a   lot   of   things   to   cover   today,   so   it'll   be   really   fun.   Okay,   so   we're   gonna   start  

with   pregnancy   because   a   lot   of   the   things   that   occur   postpartum   actually   have   roots  
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during   pregnancy.   So   we're   just   gonna   start   here.   Oh,   and   by   the   way,   if   anyone   has  

questions,   there   will   be   some   time   for   questions   at   the   end.   However,   sometimes   I  

know   it's   easier   for   people   if   we   talk   about   the   questions   while   we're   talking   about   the  

thing   that   you   have   questions   with,   so   feel   free   to   throw   those   into   the   Q&A   Pod   at   any  

point.   And   I   will   cover   them   if   I   can.   

 

Okay,   so   pregnancy   is   defined   as   a   state   of   being   with   child.   I   know   that   sounds   really  

obvious,   but   hey,   definitions   are   important.   On   average   it's   about   40   weeks   long.   Now,  

realize   that's   an   average,   so   people   can   certainly   deliver   before   40   weeks   or   after,   and  

then   the   way   that   it's   counted   is   not   always   completely   accurate,   but   on   average,   we  

like   to   say   it's   about   40   weeks   long.   We   tend   to   divide   it   into   three   trimesters   that   are  

approximately   three   months   to   piece,   and   the   vast   majority   of   women,   somewhere  

between   70   and   80%   will   experience   some   form   of   musculoskeletal   pain   or   discomfort  

at   some   point   during   their   pregnancy.   

 

Now,   how   extreme   that   is   can   certainly   vary   quite   a   bit   from   woman   to   woman,   but   that  

is   your   average   right   there.   Unfortunately,   a   lot   of   ortho   and   outpatient   PTs   don't  

necessarily   feel   comfortable   treating   this   population.   But   the   great   news   that   hopefully  

you'll   be   able   to   appreciate   after   watching   this   lecture   is   that   it's   actually   a   really   easy  

population   to   cheat.   There's   a   few   basic   principles   to   keep   in   mind,   but   if   you   do   any  

work   with   the   musculoskeletal   system   in   any   way   in   your   career,   you   actually   probably  

already   know   how   to   treat   these   patients.   And   then   we're   just   gonna   add   to   that  

knowledge   base   today.   One   thing   that   I   think   is   really   important   for   us   to   remember   is  

that   a   lot   of   the   traditional   treatments   that   we   will   use   that   are   not   PTs,   so   some   of   the  

less   conservative   options   for   management   of   musculoskeletal   pain   are   actually   not   an  

option   for   these   women.   So   an   extra   is   not   a   great   idea.   Neither   is   an   injection   and   a   lot  

of   medications   are   either   contraindicated   or   if   they're   not   contraindicated,   it's   at   least  

not   necessarily   a   great   idea   to   use   large   quantities   of   them   during   pregnancy,   okay.   So  

what   that   really   boils   down   to   is   that   we   really   as   therapists   have   a   responsibility   to  
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make   ourselves   comfortable   with   this   population   if   we   at   all   can,   because   we're   really  

their   best   hope   for   getting   through   their   pregnancy   as   comfortably   as   possible.   So   then  

that   begs   the   question,   does   physical   therapy   actually   help?   Well,   unfortunately   there's  

not   a   plethora   of   evidence   for   this   patient   population.   The   main   reason   for   that   is   that   it  

is   a   very   big   process   to   get   any   kind   of   IRB   approval   for   anything   during   pregnancy   that  

falls   outside   of   kind   of   the   standard   of   care.   And   so   it's   difficult   to   get   approval   to   study  

even   interventions   along   the   lines   of,   well,   you   know,   this   exercise   or   that   exercise,   not  

impossible   but   difficult.   

 

And   so   as   a   result,   there's   not   that   many   researchers   who've   really   looked   into   it,   okay.  

Some   of   the   identified   needs   that   we've   said,   okay,   we   really   ideally   should   do   some  

research   here   if   we   can   gather   this   level   of   evidence   include   a   classification   system.   So  

some   sort   of   a   treatment   based   classification   algorithm,   which   doesn't   exist   right   now.  

And   or   identification   of   specific   treatments   that   might   help   for   a   given   problem.   Right  

now   what   most   people   recommend   doing   is   utilizing   treatments   that   have   been   proven  

to   help   in   a   non-pregnant   population   while   keeping   the   differences   in   pregnancy   in  

mind.   I   don't   think   that's   a   bad   approach   at   all   because   these   people   still   have   bodies,  

they   still   have   musculoskeletal   systems,   but   it   would   be   really   nice   if   we   could   point   to  

a   nice   neat   package   that   says,   oh   hey,   during   pregnancy   this   is   exactly   what   you   do.  

We're   pretty   far   from   that.   

 

So   right   now   we've   got   to   work   with   what   we've   got.   Really   the   most   robust   evidence  

that   exists   right   now   is   unfortunately   also   kind   of   old.   But   there   was   a   2013   Cochrane  

review   that   really   determined   that   exercise   that   was   tailored   to   the   individual,   so   not   a  

generic   exercise   program,   but   one   where   they   looked   at   the   person,   they   looked   at  

their   issues   and   their   impairments   and   then   they   created   a   tailored   exercise   program,  

significantly   reduced   their   pain.   And   hopefully   we're   all   sitting   there   going,   well,   yeah,  

but   of   course   as   always   we   need   that   research   to   state   that   as   well.   They   also   noted  

that   a   multimodal   intervention   program,   meaning   a   program   that   included   both   manual  
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therapy   and   exercise   was   at   least   seemed   to   be   proved   to   be   effective   in   relieving   pain  

and   also   improving   function   in   this   population.   So   again,   not   that   different   from   our  

non-pregnant   population,   right.   There   are   some   studies   which   biggest   challenge   with  

these   is   small   number   of   enrollments,   okay.   But   there   are   some   studies   that   also   state  

that   PT   is   more   effective   in   changing   the   course   of   back   pain   during   pregnancy  

compared   to   medication,   bracing   or   osteopathic   manipulation.   So   meaning   a  

manipulation   by   itself   with   no   exercise   to   follow.   Okay,   so   let's   talk   a   little   bit   about  

what   some   of   those   changes   are   and   just   some   of   the   things   that   happen   during  

pregnancy   that   we   need   to   just   be   aware   of   as   we're   treating   these   patients.   So   the  

first   trimester   and   somewhere   around   week   14,   approximately,   okay,   common   things  

that   happen   during   this   trimester   are   nausea   and   morning   sickness.   There's   also   an  

extreme   version   of   this   nausea   that's   called   hyperemesis   gravidarum.   These   individuals  

vomit.   

 

And   unfortunately   it's   typically   throughout   pregnancy,   not   just   in   the   first   trimester,   but  

I've   had   patients   who've   had   this   who   will   vomit   upwards   of   20   times   a   day.   So   these  

patients   unfortunately   really   struggle   with   this.   And   staying   hydrated   is   a   huge  

challenge.   Their   bodies   can't   handle   a   lot   of   activity,   so   you   need   to   know   if   they've  

had   that.   And   it   won't   be   a   question   mark.   If   they   have   hyperemesis,   they   will   know  

about   it,   okay.   But   for   other,   most   other   people   thankfully   just   have   more   of   a   normal  

version   of   morning   sickness,   which   is   a   misnomer.   It's   not   necessarily   just   during   the  

morning.   In   fact,   for   some   it's   worse   in   the   afternoon   and   evening   than   in   the   morning,  

but   they   have   this   sort   of   nausea   that   occurs   that   can   be   throughout   the   day.  

Sometimes   there's   vomiting,   sometimes   there's   not.   Okay,   dizziness   and  

lightheadedness   is   pretty   common.   A   lot   of   people's   blood   pressure   goes   down   during  

the   first   trimester.   And   so   that   can   lead   to   some   issues   with   that   dizziness,   especially  

when   changing   position.   Not   everyone   of   course.   And   then   fatigue.   The   body   is  

working   really   hard   to   grow   an   organ,   so   it's   growing   the   placenta,   which   is   a   whole  

organ   with   its   own   blood   supply   and   everything   else.   And   so   as   a   result   there's   a   lot   of  
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just   physical   exhaustion   that   occurs   as   the   mom   grows   that   organ   and   then   also   grows  

a   baby   up   until   the   point   where   the   placenta   can   take   over   some   of   those   nutritional  

functions   which   happens   around   week   12,   13   typically.   The   second   trimester   is   weeks  

15   through   27.   Again,   sometimes   moms   can   have   low   blood   pressure   here,   they   don't  

always,   but   the   blood   volume   is   increasing.   It   actually   doubles   during   pregnancy  

almost.   And   so   that   low   blood   pressure   can   cause   orthostatic   hypotension   and   they  

can   become   easily   dehydrated   if   they're   not   paying   attention   to   fluid   intake.   In   general  

for   most   people,   the   second   trimester   is   the   most   comfortable   part   of   the   pregnancy   in  

terms   of   just   pregnancy   related   symptoms.   

 

So   not   necessarily   musculoskeletal   but   just   general   pregnancy   symptoms.   But   again,  

that's   not   gonna   hold   true   across   the   board.   And   then   third   trimester   is   weeks   28  

through   40   and   in   this   trimester   there's   a   lot   of   things   that   can   happen.   And   the   further  

towards   that   40th   week   you   get,   the   more   likely   that   you're   going   to   experience   these  

things.   And   again,   these   are   all   normal,   okay.   So   a   lot   of   people   will   get   cramping   and  

pain   with   uterine   stretching   and   that   can   be   from   the   uterus   or   it   can   be   from   the   round  

ligament   or   the   muscles   that   surround   the   abdomen.   

 

Fatigue   is   very   common,   especially   again,   as   you   get   closer   to   week   40   and   then  

dizziness   or   lightheadedness,   again,   can   be   common   for   people.   Very,   very   easy   to   get  

dehydrated   here.   And   a   lot   of   times   if   people   become   dehydrated   in   that   third   trimester,  

it   will   bring   on   Braxton-Hicks   contractions,   which   Braxton-Hicks   contractions   are  

practice   contractions.   They're   the   uterus   getting   ready   to   contract   for   real   to   deliver   the  

baby.   They   are   real,   but   they   don't   cause   changes   in   the   cervix.   So   it's   not   labor.   But  

for   some   people   they   can   feel   pretty   strong   and   they   can   feel   similar   to   early   labor.   A   lot  

of   women   will   develop   stress   incontinence   and   certainly   a   lot   of   urinary   urgency  

happens   here   as   well.   While   those   things   aren't   necessarily   normal,   they're   certainly  

understandable   because   as   the   baby's   size   and   the   fluid   surrounding   the   baby   get  

larger,   all   those   things   are   just   sitting   directly   on   top   of   the   bladder.   Okay,   shortness   of  
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breath   as   baby   again   grows   up,   pushes   the   diaphragm   out   of   the   way   and   compresses  

on   that   lung   space   that's   available.   And   then   some   people   will   also   have   some   pain  

and   swelling   in   their   feet   as   well,   okay.   On   average,   people   gain   between   25   and   35  

pounds.   Again,   there's   a   huge   variation   of   normal   here,   okay.   But   that's   an   average.  

Some   people   gain   quite   a   bit   more.   The   force   across   the   joints,   particularly   in   the   pelvis  

and   the   lower   back   can   up   to   double.   And   again,   a   lot   of   this   depends   on   the   exact  

woman.   There's   a   lot   of   hormones,   relaxin   is   one.   

 

And   then   some   of   our   more   recent   studies   are   actually   pointing   to   estrogen   having   a  

larger   impact   on   this   than   we   once   thought.   But   what   these   hormone   surges   do   is  

cause   laxity   in   the   ligaments,   particularly   around   the   pelvis   and   increased   mobility   of  

the   joints.   That's   a   good   thing.   That's   what   allows   the   body   to   accommodate   the  

growing   fetus.   And   then   eventually   for   the   majority   of   people,   allows   the   body   to   then  

deliver   the   baby   vaginally.   But   that   being   said,   it   can   be   pretty   darn   uncomfortable  

because   the   woman   is   relatively   rapidly   losing   her   passive   stabilization   system,   okay.  

And   for   some   people,   this   pelvic   shifting   and   lower   back   shifting   and   some   of   the   pain  

that   can   be   associated   with   it   is   actually   potentially   even   the   first   sign   of   a   pregnancy  

that   they   notice,   okay.   

 

So   then   the   other   thing   that   happens   is   that   the   position   of   the   uterus   will   change  

throughout   pregnancy.   So   this   is   in   an   individual   who   is   not   pregnant,   okay.   And   then  

this   is   towards   the   end   of   the   first   trimester,   second   trimester,   third   trimester.   And   what  

you   can   see   as   the   pregnancy   progresses   is   that   the   uterus   is   both   rising   up   into   the  

abdomen,   but   it's   also   coming   forward.   And   so   think   about   what   those   forces   will   be  

across,   again,   the   lower   back,   the   sacrum,   the   hips,   it   changes   the   person,   center   of  

gravity,   center   of   mass.   And   of   course   the   abdominal   muscles   also   get   quite   stretched  

out.   And   so   that   combination   can   certainly   pose   a   musculoskeletal   challenge   for  

people,   okay.   There   is   a   dramatic   increase   in   breast   size   for   some   people.   Some  

people   will   go   up   to   three,   even   four   cup   sizes   throughout   this   process,   others   don't.  
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But   that   can   be   another   reason   for   pain   to   develop   potentially,   okay.   So   what   are   some  

red   flags   that   you   need   to   just   be   aware   of   that   can   happen   in   the   pregnant   population?  

The   most   common   one   that   I   see   by   far   is   DVT   or   blood   clot.   Okay,   and   when   I   say   by  

it's   common,   I've   seen,   oh,   maybe   five   or   six   of   them   in   a   little   over   10   years   of   treating  

these   people.   So   it's   not   like   it's   every   other   pregnant   patient   that   I   come   across,   but   at  

the   same   time,   there   is   an   increased   risk   here,   okay.   

 

There's   changes   in   blood   flow   during   the   pregnancy.   For   some   people,   the   pregnancy  

hormones   actually   lead   to   an   increased   likelihood   of   clotting   disorders   anyway.   Or  

some   people   also   have   clotting   disorders   and   they're   not   aware   of   it   until   pregnancy.  

So   if   people   have   a   symptom   of   this,   definitely   don't   hesitate   to   send   them   over   to   get  

it   checked   out.   It's   always   better   to   be   safe   than   sorry   with   that.   Blood   glucose   crisis  

can   happen   pretty   quickly.   Some   people   will   develop   something   called   gestational  

diabetes,   which   is   really   similar   to   diabetes   type   two   in   terms   of   how   it   behaves,   except  

that   it   typically   goes   away   once   the   person   is   done   gestating,   okay.   So   they've   got   the  

insulin   resistance   and   kind   of   the   quickly   crashing   blood   glucose   and   quickly   rising  

blood   glucose   as   well.   

 

Preeclampsia   is   not   super   well   understood   as   far   as   exactly   what   causes   it,   but   what   it  

is   is   it's   a   significant   increase   in   blood   pressure   during   pregnancy   that   can   lead   people  

to   develop   something   called   HELLP   syndrome,   which   really   the   HELLP   syndrome   is   the  

one   that   is   extremely   dangerous,   but   what   that   is   is   just   your   liver   can   start   shutting  

down.   You   can   have   actual   eclampsia.   So   you   progressed   from   pre-eclampsia   into   a  

eclampsia   at   which   can   cause   seizures   and   then   all   kinds   of   other   elevated   liver  

enzymes   and   all   kinds   of   other   problems   that   can   occur.   That   is   a   medical   emergency.  

The   reason   we   watch   for   preeclampsia,   so   that   rise   in   blood   pressure   during   typically  

the   latter   part   of   pregnancy   is   that   we're   trying   to   catch   it   before   it   develops   into   HELLP  

syndrome   so   that   it   can   be   managed,   okay.   So   I   always   take   blood   pressure   on  

pregnant   patients,   even   if   they   normally   have   normal   or   even   low   blood   pressure.  
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Fracture   is   definitely   a   possibility.   There's   something   called   transient   osteoporosis   of  

pregnancy.   It's   fairly   rare,   but   it   does   happen.   And   I've   had   a   couple   of   these,   but  

basically   what   it   is   is   that   the   pregnancy   process,   essentially   leeches   calcium   deposits  

from   the   bones   or   the   skeleton   of   the   mother.   And   so   they   temporarily   develop   bone  

density   that   looks   a   lot   like   osteoporosis.   It   typically   does   resolve   postpartum.   It   takes  

a   while,   but   it   will   typically   resolve   postpartum.   However,   you'll   have   to   allow   for   some  

time   to   happen.   

 

So   the   people   who   develop   this   are   at   increased   risk   of   fracturing   both   during  

pregnancy   as   well   as   during   the   postpartum   period   until   those   deposits   build   back   up,  

okay.   And   then   preterm   labor   is   always   a   red   flag.   So   that's   typically   labor   that   starts  

anywhere   before   35   weeks.   And   it's   different   from   Braxton-Hicks,   okay.   So   some   of   the  

differentiations,   Braxton-Hicks   are   typically   relatively   unorganized,   so   they   may   be  

pretty   uncomfortable,   but   they   don't   necessarily   follow   a   pattern.   Whereas   true   labor  

contractions,   most   of   the   time   we'll   have   a   pattern.   They'll   occur   every   this   many  

minutes   and   then   as   time   passes   they'll   typically   become   more   intense   and   more  

frequent   as   well.   

 

Whereas   Braxton-Hicks   are   just   kind   of,   well,   you   might   have   a   pretty   intense   one   and  

then   it   might   be   eight   minutes   later   and   you   might   have   a   less   intense   one   and   then  

you   might   not   have   one   for   an   hour   or   you   might   have   one   two   minutes   later.   But   then  

the   next   one   is   an   hour.   So   they're   not   following   that   pattern,   okay.   Now   if   the   person   is  

preterm   and   they're   at   all   concerned,   most   hospitals   have   an   OB   triage   unit,   where   on  

the   delivering   floor   typically,   where   women   can   go   for   a   labor   checks   or   just   to   be  

evaluated   for   any   issue   that   they're   having   during   pregnancy.   And   so   if   in   doubt,  

everyone   would   really   prefer   for   her   to   go   get   checked   out   and   say,   nope,   you're   fine,  

it's   just   Braxton-Hicks   versus   potentially   getting   into   a   labor   situation   where   by   the   time  

she   does   get   checked   out,   things   have   progressed   too   far   to   stop.   So   if   there   ever   is  

that   question   mark,   definitely   encourage   your   patients   to   just   go   get   checked   out.   It's  
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not   a   really   difficult   process   typically,   okay.   So   that's   majority   of   pregnant   women   are  

quite   healthy   and   do   not   have   those   red   flags.   So   as   long   as   you   watch   out   for   those,  

you   really   should   be   good   to   go,   okay.   So   one   of   the   most   common   questions   I   get  

both   when   I'm   teaching   and   also   for   my   patients   is   what   kind   of   exercise   is   okay   during  

pregnancy?   And   oh,   my   goodness,   if   you   Google   this,   you   will   find   so   many   different  

answers   that   contradicts   each   other,   unfortunately,   okay.   

 

So   unfortunately,   and   this   is   one   of   the   reasons   why   there   are   so   many   different  

answers   out   there,   it's   like   all   PT   questions,   right?   The   answer   is   it   depends.   And   what  

does   it   depend   on?   It   depends   on   how   active   and   fit   they   were   before   and   what   they  

were   doing   before,   okay.   So   if   someone   was   already   a   distance   runner,   totally   fine   for  

them   to   continue   distance   running,   training   for   marathons,   running   marathons   as   long  

as   their   body   is   not   saying   stop   and   typically   their   body   will   say   stop   with   some  

relatively   unpleasant   symptoms   like   extreme   dizziness   during   running   or   pain   or  

something   like   that,   okay.   If   the   person   has   never   run   in   their   life,   pregnancy   is   not   the  

time   to   take   that   up,   but   there   are   all   kinds   of   other   exercises   that   might   be   beneficial  

be   that   prenatal   yoga   or   walking   or   whatever   the   case   may   be,   swimming,   okay.   

 

In   general,   normal   abdominal   exercise   can   be   performed   throughout   the   first   trimester.  

That   is   because   the   uterus   is   not   up   out   of   the   pelvis   at   all   throughout   the   first   trimester.  

It's   not   stretching   out   the   muscles.   It's   not   causing   any   possible   compromise,   okay.   So  

you   can   just   do   whatever   feels   good   to   your   body.   You   can   continue   to   do   sit   ups,  

crunches,   whatever.   After   the   first   trimester,   somewhere   in   the   mid,   early   to   mid   second  

trimester   depending   on   the   woman,   you   do   start   to   have   some   of   that   posterior  

pressure   behind   the   abdominal   wall   that   is   stretching   out   the   abdominal   wall   and   can  

make   women   become   vulnerable   to   something   called   diastasis   rectus,   meaning   a  

splitting   of   that   diastasis   or   sorry,   a   splitting   of   that   rectus   abdominis   muscle.   We'll   talk  

more   about   that   later   on   in   this   webinar,   but   for   now,   just   realize   once   they   get   to   that  

point,   it's   really   better   for   them   to   switch   to   more   stability   oriented   exercises.   So   that  
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could   be   quadrupeds,   destabilization   type   exercises.   Sometimes   I'll   just   have   people,  

you   know,   do   other   weightlifting   exercises,   bicep   curls,   standing   on   one   foot   or  

something   like   that   to   really   kick   the   abdominals   on.   But   without   overly   activating  

rectus,   it   becomes   more   and   more   important   to   have   all   of   your   abdominal   muscles  

activated   as   opposed   to   just   rectus   abdominis,   okay.   Resistance   training   is   totally   fine.  

As   the   pregnancy   progresses,   sometimes   it   is   helpful   for   people   to   decrease   their  

weight   and   increase   their   repetitions.   Again,   they're   gonna   have   to   base   that   on   how  

their   body   is   doing   with   the   exercise.   Particularly   the   people   that   often   have   to   do   this  

are   the   folks   who   are   lifting   really   heavy   before.   So   CrossFitters,   Olympic   style  

weightlifters,   they   just   sometimes   may   have   to   back   off   on   their   level   of   resistance,   but  

then   bump   up   that   repetition.   Okay,   cardiovascular   is   great.   

 

So   swimming,   walking,   biking,   running   if   they   want   to   run   or   if   they   have   run   before.  

And   then   flexibility   and   mobility   work   is   super   important.   I   like   both   yoga   and   pilates,  

again,   as   you're   getting   later   into   the   pregnancy,   sometimes   pilates   exercises,  

especially   ones   done   in   supine   end   up   overly   activating   that   rectus   abdominis.   So  

sometimes   people   end   up   having   to   modify,   but   those   stability   and   flexibility   oriented  

type   of   workouts   generally   are   awesome.   After   the   mid   second   trimester,   you   wanna  

avoid   exercise   that   has   people   in   a   supine   position   for   a   long   period   of   time.   

 

That   doesn't   mean   that   people   can't   lay   on   their   backs   long   enough   to   do   some   glute  

bridges.   What   it   does   mean   is   that   you   don't   want   them   doing   an   exercise   routine   that  

has   them   lying   flat   on   their   backs   for   20   minutes,   okay.   And   that   has   to   do   with   blood  

flow   and   the   potential   for   the   baby   to   compress   on   the   vena   cava,   okay.   And   I   do   have  

a   question.   Is   biking   really   okay?   What   about   the   risk   of   falling?   Yes,   thank   you   for  

pointing   that   out.   I   should   have   said   that   and   didn't.   So   that   again   really   depends   on  

the   individual   mother's   comfort   level   with   it   and   her   sense   of   balance.   You   do   get   that  

shift   in   your   center   of   gravity.   And   so   for   some   people   towards   the   end,   they   do   need   to  

either   switch   to   a   stationary   bike   or   just   stop   biking   completely.   The   act   of   biking   itself  
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is   not   unsafe,   but   just   like   you   wouldn't   encourage   people   to   go   for   a   run   when   it's   icy  

outside,   if   they   feel   that   they're   at   increased   risk   of   falling,   then   that's   not   the   best   idea  

because   if   you   fall,   you   can   cause   problems   with   the   placenta.   So   the,   I   find   that   most  

people   really   self   manage   this   quite   well.   They   know   when   their   balanced   starts   to   feel  

a   little   iffy   and   they   don't   like   that   any   better   than   I   do.   But   yes,   that's   a   good   thing   to  

point   out,   thank   you,   okay.   And   then   with   all   exercise,   we   want   to   encourage   good  

hydration   habits   just   across   the   board,   okay.   So   when   we're   talking   about   a  

musculoskeletal   or   a   physical   therapy   evaluation   of   someone   who   is   pregnant,   what   do  

we   want   to   do?   Okay,   so   first   of   all,   we   need   to   know   whether   the   patient   has   had   an  

uncomplicated   pregnancy   so   far.   If   they   have   had   a   complicated,   if   they   have   had   a  

complicated   pregnancy,   then   that   doesn't   mean   we   won't   see   them.   

 

It   just   means   that   we   need   to   discuss   that   a   little   bit   further,   okay.   And   then   I   do   have  

another   comment   that   says,   just   as   an   FYI,   I'm   an   avid   mountain   biker   and   her  

gynecologist   said   no   to   trail   riding,   but   it's   fine,   I   can't   see   the   rest   of   the   comment,   but  

I'm   assuming   that   something   that's   a   little   bit   more   flat   would   be   fine.   So   yes,   that   is  

also   a   really   good   point   that   people   do   need   to   check   with   their   doctors   to   see   what  

they're   comfortable   with   as   well.   

 

So,   yeah,   thank   you   for   pointing   that.   Okay,   so   if   the   person   has   had   complications   in  

her   pregnancy,   so   that's   generally   considered   some   of   the   red   flags   that   we   mentioned  

before   or   certainly   any   spotting   or   bleeding   during   the   pregnancy,   you   just   wanna  

check   with   the   doctor   and   ask   what   level   of   intervention   are   they   comfortable   with  

because   depending   on   what's   going   on   with   the   pregnancy,   sometimes   they   may   say   I  

don't   want   them   getting   their   heart   rate   up   at   all.   And   so   obviously   that's   gonna   be  

totally   different   exercise   recommendations   and   different   recommendations   from   what  

you're   possibly   considering   doing   in   the   clinic   as   well.   In   other   situations   they   may   say,  

I   really   don't   want   them   to   have   soft   tissue   mobilization.   So   it's   always   really   important  

to   be   in   good   communication   with   the   entire   care   team   when   you're   working   with   a  
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pregnant   person,   especially   if   there's   ever   any   doubt.   A   lot   of   times   the   OB   triage   really  

appreciate   being   included   in   that   whole   process   and   I   have   generally   found   them   to   be  

very   very   responsive,   okay.   If   the   patient   has   had   any   issues   with   preeclampsia   in   the  

past   or   if   they're   at   high   risk   for   it   now,   you   wanna   make   sure   you   monitor   blood  

pressure.   Honestly,   I'm   monitor   blood   pressure   on   everyone   across   the   board   because  

preeclampsia   can   occur   pretty   quickly   and   come   out   of   nowhere.   And   so,   by   that   what  

I   mean   is   I   checked   blood   pressure   every   time   they   come   in   the   clinic.   I   don't  

necessarily   leave   a   blood   pressure   cuff   on   them   and   check   multiple   times   throughout  

the   visit.   But   if   there   was   an   ongoing   concern,   that   preeclampsia   could   occur,   then   I  

would   check   multiple   times   within   the   visit.   

 

Okay,   so   again,   some   of   the   precautions   you   wanna   think   about,   we   already   talked  

about,   we   don't   wanna   do   prolonged   supine   positioning.   And   again,   that   doesn't   mean  

they   can't   ever   get   into   a   supine   position,   but   more   that   we   don't   want   to   leave   them  

there   for   long   periods   of   time   while   doing   exercise   or   manual   therapy.   I   do   often   have  

patients   who   ask   me,   well,   you   know,   what   happens   if   I   wake   up   and   I'm   on   my   back?  

So   the   concern   with   that   supine   positioning   again   is   that   the   weight   of   the   baby   could  

compress   on   the   vena   cava   and   cause   blood   flow   issues   to   the   brain   and   to   the   fetus  

as   well.   So   we   don't   want   to   encourage   people   to   go   to   sleep   on   their   back,   but   if   you  

wake   up   on   your   back,   you   honestly   probably   woke   up   because   your   body   knew   you  

needed   to   change   positions.   

 

So   don't   panic   about   it   and   don't   try   to   keep   yourself   awake   to   prevent   yourself   from  

going   onto   your   back.   But   do   go   ahead   and   and   just   roll   over   and   pick   a   different  

position.   This   sounds   obvious,   but   there   will   come   a   point   where   your   patient   can't  

tolerate   prone   positioning   for   manual   therapy   or   exercise   either.   So   just   be   aware   of  

that   in   a   modify.   Generally   we   don't   want   people   to   lift   heavily   enough   to   where   they  

have   to   hold   their   breath   to   do   so.   So   that's   related   to   that   next   bullet   point   of   no  

Valsalva   during   exercise.   You   wanna   modify   the   exercise.   However,   you   need   to   to  
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prevent   them   from   having   to   valsava   during   it.   In   general,   you   monitor   for  

lightheadedness   and   educate   regarding   eating   and/or   drinking   appropriately,   especially  

during   and   prior   to   exercise.   We   do   not   want   to   put   moist   heat   on   the   low   back   or  

abdomen.   Cold   is   fine.   But   we   don't   ever   want   to   increase   their   core   body   temperature  

by   a   greater   than   one   degree   Fahrenheit.   That's   why   all   of   the   different   saunas   and   hot  

tubs   say   no   getting   in   here   if   your   pregnant   'cause   we   don't   wanna   increase   that   body  

temperature.   They   can   take   warm   baths,   it   has   to   be   pretty   darn   hot   to   raise   your   core  

body   temperature.   But   just   keep   in   mind   it   can   be   a   warm   bath   but   don't   make   it  

scalding   hot,   okay.   No   heat   steam   or   therapeutic   ultrasound   on   the   abdomen.   They're  

fine   on   the   lower   back   however.   

 

And   then   generally   speaking,   pelvic   floor   dysfunction   can   occur   during   pregnancy   just  

like   it   can   occur   at   any   other   time.   And   so   keep   an   eye   out   for   symptoms   that   are  

associated   with   that.   Things   like   pain   with   sex,   urinary   incontinence,   bowel  

dysfunction,   that   sort   of   thing.   And   if   you   are   not   a   pelvic   floor   therapist,   recommend  

them   to   go   see   someone   accordingly.   So   things   I   like   to   find   out,   how   pregnant   is   this  

patient?   If   she's   12   weeks   versus   if   she's   37   weeks,   my   thought   process   of   what   we'll  

actually   be   doing   during   rehab   is   gonna   be   quite   different,   okay.   How   long   has   she   had  

her   symptoms,   okay.   There's   basically   two   groups.   

 

Some   people   have   had   the   same   issues   that   are   just   made   worse   by   pregnancy   and  

then   there's   those   who   never   had   this   issue   before   and   it   occurred   during   the  

pregnancy   and   again,   that   approach   is   gonna   be   a   little   bit   different.   How   do   the  

symptoms   behave,   okay.   That   I'm   sure   we're   all   asking   to   all   of   our   patients,   what   is   her  

current   level   of   fitness,   what   was   she   doing   prior   to   pregnancy,   that   sort   of   thing.   What  

would   you   like   to   be   able   to   do?   What   is   the   prior   delivery   history   as   well?   Has   she   had  

children   before?   If   she   did,   did   she   have   similar   problems   during   those   pregnancies  

and   then   how   did   those   deliveries   go?   Were   they   by   C-section,   were   they   vaginal  

deliveries?   And   we'll   talk   more   about   why   that   matters   during   the   postpartum   piece   of  
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this.   As   far   as   what   you   do   during   a   physical   evaluation,   it's   really   a   lot   of   the   same  

things   you   do   for   your   other   patients   who   are   not   pregnant   other   than   you   pay   attention  

to   positioning.   So   again,   can't   necessarily   lay   all   the   way   on   their   backs.   You   can't  

necessarily   have   them   on   their   stomachs   either,   okay.   A   lot   of   times   if   you   feel   like  

there's   a   potential   for   neuro   issues,   it's   pretty   easy   to   incorporate   in   neuro   screen.   I   find  

gait   analysis   to   give   me   a   lot   of   really,   really   helpful   information.   Sometimes   you're   not  

able   to   get   patients   into   position   to   specifically   test   some   muscle   groups   and   it's   also  

extremely   important   to   know   how   the   muscles   are   functioning   as   a   group.   And   so  

functional   analysis   really   is   super   helpful.   

 

Gait   is   one   of   the   easiest   ones   to   test,   but   certainly   any   sort   of   squat   testing   or  

step-ups   or   those   sorts   of   things   can   also   be   extremely   helpful,   okay.   Muscle   length  

and   tone   is   always   helpful   to   assess   as   best   as   you   possibly   can.   And   then   we   always  

wanna   educate   them   to   sit   up,   so   even   if   they're   getting   up   from   bed   or   that   sort   of  

thing,   you   want   them   to   log   roll   over   onto   their   side   and   then   sit   up   from   there   as  

opposed   to   doing   sort   of   like   a   sit   up   or   a   crunching   type   motion   and   that's   again   to  

protect   against   the   possibility   of   developing   a   diastasis   down   the   road.   Just   good   to  

get   in   that   habit   early.   

 

And   when   you're   looking   at   joint   mobility,   you   can   really   examine   most   joints   typically  

with   the   exception   of   the   hips   and   the   spine.   So   with   hips   you   can   put   them   in   supine   if  

they   still   can   tolerate   being   supine   or   you   can   recline   them.   A   lot   of   times   you   can   get  

really   good   information   out   of   someone   who   is   reclined.   You   just   have   to   keep   in   mind  

that   that   already   flexes   the   hips   a   little   bit   when   you're   considering   what   position   the  

joint   is   actually   in.   The   spine   is   a   little   bit   trickier   and   I'm   not   gonna   lie   to   you   and   say  

that   these   methods   of   assessing   the   spine   are   as   accurate   as   doing   them   with   your  

patient   on   their   stomach   necessarily,   but   it's   what   we   have   available.   Okay,   so   let   me  

see.   I   think   that   I   have   some   pictures   for   you.   Here   we   go.   Okay,   so   for   the   lumbar  

spine   you   can   assess   inside   line.   I   tend   to   put   one   hand   on   their   ass   just   to   give   myself  

15  
 



 
 

some   counter   pressure   and   then   I   assess   the   posterior   pelvis,   which   is   what   I'm   doing  

in   this   picture.   But   then   I   also   can   come   up   and   do   some   general   spine   assessment.  

The   nice   thing   is   it's   pretty   rare   for   people   to   have   hypomobility   during   pregnancy   and  

so   it's   more   that   you're   just   assessing   for   pain   or   places   that   feel   different   as   opposed  

to   necessarily   feeling   like   you   need   to   get   a   detailed   idea   of   what's   going   on   in   each  

joint,   okay.   For   the   thoracic   spine   and   the   rib   cage,   I'll   usually   have   people   lean   forward  

like   this   and   just   gently,   obviously   we're   not   trying   to   push   them   all   the   way   down   to   the  

ground   or   anything   like   that,   okay.   And   then   for   the   cervical   spine,   I   have   them   reclined.  

If   you   don't   have   mats   in   your   clinic   that   will   do   this,   there   are   wedge   pillows   that   are  

sold   anywhere,   Amazon   or   wherever   else.   And   they   will   recline   people   at   about   a   45  

degree   angle.   

 

And   that   should   be   plenty   to   protect   against   the   issues   that   can   come   with   lying  

supine.   So   you   just   basically   stand   behind   them   or   sit   behind   them   depending   on   the  

height   of   your   table   and   assess   the   cervical   spine   that   way,   okay.   And   then   this   is   just  

another   example   of   assessing   the   pelvis.   So   doing   some   functional   screening   that   way.  

And   then   also   assessing   hip   mobility   here.   Again,   keeping   in   mind   that   there's   already   a  

little   bit   of   hip   flection   going   on   here.   And   so   when   you're   flexing   to   assess   hip   mobility  

or   to   use   a   hip   mobilization   belt   or   anything   like   that,   keep   in   mind   that   you're   flexing  

further   than   you   would   be   if   the   person   was   completely   flat,   okay.   

 

I   have   a   great   question   of   how   do   we   assess   for   osteoporosis   if   present   during  

pregnancy?   Honestly,   we   can't   assess   for   that   and   so   more   what   our   role   is   as   physical  

therapist   is   to   assess   for   if   they   have   any   symptoms   that   are   consistent   with   a   stress  

fracture   and   then   to   send   them   quickly   for   assessment   if   we   think   that   that   is   a  

possibility.   And   then   always   of   course   encouraging   good   nutrition   and   that   sort   of  

thing.   But   there's   not   really   a   test   that   PTs   can   do.   You   have   to   see   that   on   imaging   and  

a   lot   of   times   they   don't   even   really   check   for   it   because   again,   imaging   during  

pregnancy   isn't   always   a   great   idea,   but   it's   good   for   you   to   be   aware   that   it   can  
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happen.   And   essentially,   you   know,   this   young   healthy   looking   person   that   you  

wouldn't   normally   think   would   be   that   easy   to   stress   fracture   might   get   a   stress   fracture  

from   just   normal   activities   walking   around   or   whatever.   And   if   so   it   could   be   due   to   that  

osteoporosis.   Okay,   so   normal   findings   during   pregnancy,   totally   normal   to   have   laxity  

in   joints,   increased   lumbar   lordosis   or   increased   thoracolumbar   Junction   lordosis   or  

kyphosis.   Slight   waddle   in   their   gait,   especially   after   about   week   35   as   baby   drops  

down   into   the   pelvis.   They   call   the   enlargement   of   the   abdomen   a   gravid   appearance  

for   whichever   reason.   I'm   sure   it's   Latin   ,   but   that   is   of   course   a   totally   normal   finding   in  

pregnancy.   You'd   actually   be   more   surprised   if   you   didn't   see   that.   And   then   bilateral  

mild   edema   of   both   feet,   which   should   worsen   with   dependent   positioning   and   better  

with   elevation.   

 

So   we're   not   necessarily   worried   about   a   DVT   in   that   situation.   Abnormal   findings  

would   include   pain   with   joint   mobilization,   significant   increase   in   thoracic   kyphosis.   A  

lot   of   people   get   some   rounding,   but   if   it's   way   outside   of   the   realm   of   what   you   would  

expect,   then   that   is   not   normal.   Significantly   antalgic   or   a   significant   trendelenburg   gait  

pattern,   high   tone   or   spasm   feeling   in   the   lower   abdomen,   unable   to   single   leg   stance  

or   then   that   unilateral   swelling   with   redness   warmth   or   doesn't   improve   with   elevation.  

Now   a   lot   of   these   abnormal   findings   just   mean,   hey,   this   patient   would   really   benefit  

from   PT.   And   so   just   kind   of   keep   that   in   mind   that   these   are   not   necessarily   red   flags,  

it's   just   that   if   I   see   joint   laxity,   that   doesn't   tell   me   anything   because   everyone   who's  

pregnant   has   some   joint   laxity.   

 

However,   if   there's   pain   with   joint   mobilization,   I   know,   okay,   I   may   need   to   target   some  

of   my   intervention   there.   So   who's   appropriate   for   PT,   mechanical   issues,  

musculoskeletal   issues?   A   lot   of   these   you   should   be   familiar   with   probably   with   other  

patient   populations   that   you   might   see.   Low   back   pain,   SI   joint   issues,   posterior   pelvic  

girdle   pain,   rib   pain,   hip   pain,   pelvic   floor   dysfunction   and   so   on   and   so   forth.   And   this  

is   the   vast   majority   of   what   you're   gonna   see   that   walks   into   your   clinic,   okay.  
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Inappropriate   would   be   osteonecrosis   of   the   femoral   head,   which   we'll   talk   about   in   a  

little   bit   as   well   as   ongoing   early   labor   symptoms   or   uncontrolled   high   blood   pressure,  

preeclampsia   as   well   as   suspicion   of   DVT.   So   if   these   are   going   on,   that   really   needs   to  

be   managed   medically   outside   of   our   PT   clinics,   okay.   The   following   patients   could   be  

appropriate,   but   you   just   really   have   to   proceed   with   caution   if   they   have   a   history   of  

early   labor   symptoms,   history   of   spotting   that   hasn't   been   cleared.   There   are   some  

things   that   can   cause   spotting   that   when   they   look   on   ultrasound   they   say,   Oh   yeah,  

that's   nothing   to   worry   about.   That   will   clear   up.   So   if   the   doc   has   said   that,   we're  

good,   but   if   ongoing   spotting   that's   on   and   off   and   the   doctor's   like,   yeah,   they   don't  

really   know   and   they're   concerned   about   it,   then   we   also   need   to   be   concerned   about  

it.   

 

And   then   that   transient   osteoporosis   of   the   hip,   which   we'll   talk   about   in   a   moment,  

okay.   So   we   already   talked   about   how   we   modify   some   of   these   things,   but   just   wanted  

to   have   them   on   one   slide   for   you,   okay.   So   what   are   some   of   the   things   that   we're  

gonna   see   and   what   do   we   do   about   them?   Low   back   pain   or   pelvic   girdle   pain,   some  

people   call   it   a   side   joint   pain,   I   like   to   call   it   posterior   pelvic   girdle   pain,   same   thing.  

This   is   by   far   the   majority   of   what   you're   going   to   see,   okay.   It   occurs   in   up   to   half   of   all  

pregnant   women,   some   estimate   even   more   than   that.   

 

And   it's   twice   as   common   in   women   who   had   low   back   pain   before   they   were  

pregnant.   No   shock   there,   okay.   The   reason   is   that   the   posterior   posture   caused   by   the  

gravid   uterus   causes   the   weight   of   the   uterus   to   be   carried   posterior   to   that   of   the  

normal   center   of   gravity,   which   can   create   a   lot   of   mechanical   strain   on   the   low   back.  

And   then   you   add   in   there   that   ligamentous   laxity   we   talked   about   earlier,   you   add   in   a  

possible   referral   pattern   from   sacral   ligaments   that   are   stretched   and   stressed.   And  

then   also   that   a   lot   of   people   don't   have   great   motor   control   and   sometimes   they   have  

never   had   great   motor   control.   But   for   sure   as   those   muscles   change   positions,   stretch  

out,   change   the   force   that's   placed   on   them,   it's   really   easy   to   lose   that   neuro   motor  
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control,   okay.   And   this   can   occur   at   any   time   during   pregnancy.   I've   seen   people   as  

early   as   six   to   eight   weeks   and   they'll   tell   me,   yeah,   this   is   actually   the   first   thing   I  

noticed   that   told   me   I   might   be   pregnant.   And   then   I've   also   seen   people   who   don't  

develop   it   at   all   until   they're   almost   to   40   weeks.   So   really   big   variety   there.   Some   of  

the   characteristics   that   you'll   see,   a   lot   of   times   they'll   have   an   exaggerated  

trendelenburg   gait,   either   compensated   or   uncompensated.   Many   times   they'll   have  

incorrect   motor   control   or   motor   patterning   of   that   core,   that   whole   core   function,  

pelvic   floor   all   the   way   through   to   the   abdominal   musculature   and   the   external   pelvic  

girdle   stabilizers.   

 

They   also   will   typically   have   dramatically   increased   joint   mobility   in   the   lumbar   spine  

and   sometimes   in   the   pelvic   girdle   as   well.   Sometimes   they'll   also   seem   to   have   less  

mobility   in   the   pelvic   girdle   on   one   side   and   too   much   on   the   other.   So   that's   another  

common   pattern   you'll   see.   Often   this   is   accompanied   by   muscle   spasms   and   they   can  

have   increased   pain   with   single   leg   stance   or   active   hip   flection   and   they're   also   often  

really   really   point   tender   to   palpation,   okay.   So   that's   by   far   the   most   common.   Sciatica  

can   occur   with   the   prior   issue.   So   with   low   back   pain   and   pelvic   girdle   pain   or   it   can  

occur   by   itself,   it's   typically   unilateral   and   it   can   be   severe   enough   to   wake   the   mom   up  

at   night.   Now,   one   good   thing   to   know   is   pregnant   women   do   not   have   a   higher  

incidence   of   disc   herniation   than   other   people   in   the   same   category   as   far   as   age   and  

health   and   all   of   that.   

 

So   while   it   can   happen,   it's   pretty   uncommon.   Most   of   the   time   it's   caused   by   the  

baby's   position   and/or   changes   in   pressure   due   to   the   baby's   position   as   well   as   just  

changes   in   posture   and   just   overall   increase   tractioning   on   the   nerve.   It   can   also   be   a  

myofascial   referral   from   the   pelvic   floor   as   well.   Again,   you'll   see   that   trendelenburg   gait  

that   they'll   typically   add   on   some   antalgia   on   that   side   that   has   the   pain.   And   in  

general,   this   is   worse   with   standing   and   walking   and   relieved   in   hook   line   but   not  

necessarily   relieved   with   sitting,   okay.   And   that's   just   because   of   the   pressure   that  
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they're   placing   on   that   nerve   as   they   sit.   It   could   be   just   pain   or   sometimes   I've   seen   it  

accompanied   by   weakness   or   numbness   and   tingling,   more   commonly   numbness   and  

tingling   compared   to   a   weakness.   But   most   commonly   the   big   thing   people   are  

concerned   about   is   the   pain   understandably,   okay.   It   can   switch   sides   or   it   can   be  

bilateral   or   it   can   just   be   unilateral   and   very   consistently   on   that   side.   Truthfully,   a   lot   of  

that   is   dependent   on   how   they're   carrying   the   baby,   which   isn't   really   something   that  

anybody   has   control   over.   Okay,   so   what   helps   with   low   back   pain,   pelvic   girdle   pain  

and   sciatica?   Well,   as   with   everything   in   PT,   and   I'm   gonna   tell   you   this   across   the  

board   for   all   pregnancy   pain,   you   treat   what   you   find,   right?   But   some   of   the   things   that  

generally   tend   to   help   a   lot   with   it   and   maternity   support   belt   can   help   lift   the   weight   up  

closer   to   the   center   of   gravity   and   supports   the   joints.   Some   people   will   also   do  

something   called   belly   wrapping   with   a   woven   wrap   or   a   scarf   and   they   find   that   that's  

helpful   as   well.   It's   the   same   idea,   just   not   with   the   special   belt   that's   made   for   that  

purpose.   

 

And   then   manual   therapy,   super   beneficial.   People   often   get   very   quick   improvement  

from   it.   Everything   from   soft   tissue   mobilization   to   lumbar   mobilization   and  

manipulation,   muscle   energy   techniques   and   hip   long   access   distraction.   And   then   if  

your   pelvic   floor   trained   a   lot   of   times   working   that   soft   tissue   is   helpful   too,   okay.   And  

then   neuro   motor   retraining   of   the   transverse   abdominis   and   other   stabilizers,   this  

lecture   doesn't   provide   us   with   enough   time   to   go   into   detail   on   that,   but   if   you   go  

through   the   maximize   inquiry   training   sessions   that   are   on   this   website   as   well,   that   will  

give   a   lot   of   detail   on   how   exactly   to   do   that.   And   then   whatever   stretching   or  

strengthening   you   think   you   might   need   as   well   as   public   mobilization   exercises.   So  

modified   hand   heel   rocking,   cat   camel,   that   sort   of   thing,   hula   hoop   is   just   standing   up  

and   rotating   your   pelvis   around.   It's   kind   of   like   doing   a   pelvic   clock   but   in   a   standing  

position.   And   then   just   education.   We   want   them   in   flat   shoes.   We   want   them   balancing  

rest   and   activity.   Make   sure   they   keep   moving.   It's   really   tempting   to   want   to   just   lie  

down   all   the   time   or   sit   all   the   time   and   that   can   actually   make   this   pain   worse,   okay.  
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So   just   to   give   you   some   pictures   of   some   of   the   techniques   that   are   really   helpful   in  

this   population,   sidelying   sacral   distraction   feels   amazing   to   people   typically.   And   what  

you   have   them   do   is   they   lie   in   a   fetal   position   and   then   you're   using   your   hand   to  

provide   a   downward   distraction   force.   This   really   helps   to   counteract   all   that   extra  

lumbar   lordosis   that   can   occur   during   pregnancy.   And   it   just   feels   amazing.   Like   people  

will   say,   oh   my   gosh,   can   you   follow   me   around   and   do   that   all   the   time,   okay.   And   so  

again,   this   is   just   mostly   a   pain   relief   technique.   This   is   a   similar   technique   except   that  

it's   a   mobilization   with   movement.   So   again,   the   therapist's   pressure   is   you're   catching  

the   top   of   the   sacrum   with   your   hand   and   then   you're   distracting.   And   then   your   patient  

is   just   helping   you   by   bending   forward   and   then   they'll   sit   back   up   and   then   they'll  

bend   forward   again.   

 

And   so   just   again,   trying   to   counterbalance   a   lot   of   times   the   muscles   alongside   the  

spine   here,   so   the   quadratus   and   the   erector   spinning   and   all   of   those   muscles   can   get  

just   really   tight   from   all   of   that   strain   and   pressure.   So   that's   just   to   help  

counterbalance   that   a   little   bit.   Long   axis   hip   distraction.   If   mom   can   still   tolerate   being  

supine,   you   can   do   it   in   supine.   If   she   can't,   again,   you   could   recline   her   up   at   a   45  

degree   angle.   

 

You   just   would   then   want   to   adjust   to   where   you   weren't   pulling   into   so   much   hip  

flection,   but   you're   literally   just   gently   distracting   straight   back   with   the   hip   and   an   open  

pack   position.   And   you   could   hold   the   position.   You   could   oscillate,   you   could   do   some  

manipulations   as   well   if   you   felt   like   that   was   indicated   and   your   patient   agreed,   okay.  

Most   of   your   pelvic   girdle   is   soft   tissue   mobilization.   So   when   we're   doing   this  

technique,   what   we're   really   impacting   is   the   muscles   and   ligaments   right   along   here  

that   help   with   posterior   pelvic   girdle   stabilization.   So   again,   your   patients   typically  

gonna   be   in   sidelying   just   for   comfort,   and   then   you   are   directing   your   pressure   around  

this   area   of   the   pelvis.   I   find   that   this   is   most   effective   if   you   do   this   first   and   then   do  

that   sideline   sacral   distraction,   that   really   seems   to   help   balance   things   out   quite   a   bit  
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for   people,   okay.   Meralgia   paresthetica   is   a   fancy   name   as   is   the   nerve   name,   but   it's  

also   called   lateral   femoral   cutaneous   neuropathy.   And   what   that   is   it   is   compression   of  

the   lateral   femoral   cutaneous   nerve,   which   runs   down   this   way.   The   two   populations  

you   see   this   in   are   pregnant   women   and   then   men   who   either   wear   a   really   really   tight  

low   slung   belt   or   who   have   a   larger   belly.   And   the   reason   for   that   is   that   this   nerve  

passes   through   the   inguinal   canal   here,   and   so   if   you   get   compression   through   the  

inguinal   canal,   you   can   also   get   compression   on   that   nerve,   okay.   It   can   happen  

bilaterally   or   it   can   be   unilateral   and   I   don't   really   see   a   pattern   there   to   tell   you   which  

to   expect,   so   it   just   depends   on   the   person.   It   is   a   sensory   only   nerve.   So   there   is   not  

typically   weakness   associated   with   this.   

 

Sometimes   people   will   talk   about   feeling   like   their   hip   is   buckling,   but   that's   typically  

due   to   pain,   not   due   to   weakness,   okay.   But   they'll   get   this   burning   painful   sensation.   It  

can   really   be   very   distressing   and   can   prevent   people   from   sleeping   and   just   be   very  

very   problematic.   But   it'll   be   along   this   nerve   pathway   and   essentially   it   seems   like   it's  

right   over   where   you   would   expect   the   IT   band   to   be,   but   then   their   IT   band   is   not  

necessarily   horribly   tight.   I   mean   it   can   be   somewhat   tight.   And   this   usually   does  

resolve   spontaneously   with   delivery.   I've   had   a   few   patients   where   that   hasn't   been   the  

case,   but   for   the   most   part,   once   you   remove   the   pressure   that's   sitting   over   that  

inguinal   canal,   it   should   resolve.   

 

Okay,   so   some   of   the   characteristics   you'll   see   here   includes   weak   hip   flexors   and  

glutes,   weak   hip   abductors,   tight   ITB   and   tight   piriformis   and   tight   hamstrings,   and  

then   an   antalgic   or   trendelenburg   gait.   And   with   this   one,   the   pain   is   really   not   typically  

positioned   dependent.   A   lot   of   times   people   will   say   they   notice   it   the   most   at   night   and  

I   think   that's   just   because   they   don't   have   as   many   distractions   in   the   night.   And   it's  

just   in   general   kind   of   hard   to   get   comfortable   at   night,   especially   towards   the   end   of  

pregnancy.   But   they   will   say,   you   know,   if   they   get   up,   it's   not   necessarily   any   better  

than   if   they   were   lying   down.   In   those   really,   really   worst   case   scenarios   it   is   possible   to  
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surgically   excise   the   nerves.   That's   obviously   not   the   ideal   scenario   or   what   we'd   want  

but   that   is   a   possibility   if   it   doesn't   get   better.   The   good   news   is   these   people   usually  

actually   do   really   well   with   PT   intervention.   So   we   work   on   aerobic   exercise   a   lot   of  

times   more   so,   something   like   a   new   step   or   recumbent   bike   as   opposed   to   a   standing  

aerobic   exercise   if   they   have   access   just   because   of   that   positioning   and   sort   of   putting  

that   nerve   a   little   bit   on   slack   as   they're   exercising.   And   then   just   general   hip  

strengthening   is   super   helpful   as   well   as   neuro   motor   retraining   for   all   of   the   core  

muscles,   the   glutes,   the   hip   flexors   and   all   of   that.   As   far   as   manual   therapy,   this   is  

what   tends   to   give   people   the   best   benefit   as   far   as   their   pain   is   concerned.   And   so  

here   we're   typically   looking   at   hip   mobilization,   long   access   distraction,   lateral  

distraction   with   a   bell   actually   is   super   helpful   as   well.   

 

And   then   doing   myofascial   release   to   the   IT   band   and   that's   really   just   to   improve   blood  

flow   and   improve   mobility   of   the   nerve   as   opposed   to   because   the   IT   band   itself   is   a  

problem.   And   then   also   the   hip   flexor   tendons   and   along   that   inguinal   canal   and   soft  

tissue   mobilization   there   helps   quite   a   bit   as   well.   Sometimes   ice   is   helpful.   It   just   can  

turn   down   that   signal   from   the   nerve.   Most   of   my   patients   prefer   a   cold   pack   because  

sometimes   that   ice   massage   is   just   a   little   bit   too   much   input   to   the   nerve.   But   if   they  

can   tolerate   it,   great.   

 

And   then   a   support   belt   can   be   helpful,   but   it   could   also   make   it   worse   if   it   increases  

compression.   So   that's   one   of   those   things   that's   not   my   go   to.   But   I   will   try   it   if   other  

things   aren't   working   with   the   caveat   that,   hey,   if   this   makes   it   feel   worse   at   all,   take   it  

off.   Okay,   so   that's   meralgia   paresthetica.   Another   nervy   issue   that   can   occur   is   double  

crush   syndrome.   So   this   is   dual   entrapment   of   a   nerve,   usually   one   proximal   and   one  

distal   site,   okay.   So   they're   having   some   compression   and   in   pregnancy   it's   not  

necessarily   always   a   true   entrapment   in   terms   of   scar   tissue,   it   can   be.   A   lot   of   times  

what   I   see   during   pregnancy   is   one   of   the   sites   is   a   true   entrapment.   Be   that   scar   tissue  

from   an   old   ankle   injury,   fibular   head   and   mobility   or   something   along   those   lines.   And  
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the   other   end   of   the   nerve   is   just   irritated   from   that   excessive   movement   of   the   spine  

and   pelvis.   So   it's   getting   a   lot   more   pull   and   tug.   And   because   of   that   entrapment,  

lower   down,   a   lot   of   times   it   doesn't   have   the   mobility   to   be   able   to   accommodate   for  

that,   okay.   So   what   does   this   look   like?   Extreme   pain   with   radicular   component.   It  

might   be   positional   in   nature,   it   might   not.   Certainly,   if   you   put   them   into   a   position   that  

stretches   the   nerve   in   question,   that'll   make   it   significantly   worse.   But   changing  

position   will   always   make   it   better.   And   I   have   seen   some   folks   that   this   was   really   really  

debilitating   and   they   may   have   even   needed   a   walker   to   move   around.   And   then   others  

where   it's   more   of   just   a   very   painful   annoyance   but   not   necessarily   significantly  

debilitating.   

 

So   there's   a   pretty   wide   range   there   as   far   as   treatment   goes.   In   addition   to   our   normal  

lumbar   and   pelvic   and   abdominal   stabilization   work   and   positioning   work,   you   also  

need   to   find   and   relieve   that   secondary   side   of   compression.   Most   commonly   it   seems  

like   it's   around   the   fibular   head.   But   it   can   be   really   anywhere.   So   they   won't   get   full  

benefit   unless   you   actually   do   the   mobilization   in   both   places.   Okay.   So   just   some   of  

the   things   that   we   mentioned   earlier   that   are   helpful   for   that   double   crush   syndrome.   

 

Okay,   hip   pain,   so   we'll   spend   a   little   time   here   because   this   is   one   of   the   presentation  

or   the   pain   presentations   that   can   but   isn't   usually   as   be   associated   with   some   more  

problematic   things   than   just   musculoskeletal   dysfunction,   okay.   So   hip   pain   can  

accompany   back   pain   or   occur   in   isolation.   And   let's   make   sure   that   we're   all   clear   that  

when   I   say   hip   pain,   I   mean   pain   that   people   are   stating   is   in   their   growing   region.   A   lot  

of   my   patients   will   say   I'm   having   hip   pain   and   then   point   to   their   posterior   pelvic   girdle.  

So   I'm   talking   about   true   growing   like   actual   hip   joint   pain   here.   The   most   common  

cause   of   this   by   far   as   pelvic   instability.   So   all   of   the   things   that   we've   talked   about   so  

far   with   low   back   pain,   pelvic   girdle   pain,   all   of   that,   okay.   But   there   are   two   diagnoses  

that   are   potentially   serious   and   they're   thankfully   very   rare.   I've   only   seen   each   of   these  

a   couple   of   times   in   my   career.   So   this   is   definitely   the   zebra,   not   the   horse,   but   it   can  
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happen,   so   you   just   need   to   be   aware.   Transient   osteoporosis   of   the   hip   leading   to   a  

hip   fracture,   okay.   And   so   some   of   the   things   to   the   question   earlier   of   how   might   I  

know.   So   some   of   the   things   that   you   will   see   with   this   is   it   will   typically   develop   during  

the   third   trimester   and   that   is   true   of   transient   osteoporosis   of   pregnancy   in   general.   By  

the   way,   it   tends   to   be   towards   the   end   of   pregnancy.   There   is   pain   and   limitation   of   the  

range   of   motion   of   the   hip.   To   diagnose   this   truly   it   needs   to   be   accompanied   by  

radiographic   signs   of   osteoporosis,   but   preserved   joint   space.   Realistically,   most   of   the  

time   I   do   not   see   docs   imaging   people   to   check   for   this.   It's   just   not   considered   to   be  

worth   the   risk.   But   technically,   if   you're   going   by   the   book   to   truly   diagnose   this,   you   do  

have   to   have   the   imaging.   

 

But   if   you   notice   that   there's   that   significantly   limited   range   of   motion   of   the   hip,   that   is,  

you're   sort   of   not   quite   a   red   flag,   but   your   pause   moment   there,   right?   Because   for   the  

most   part,   people   with   mechanical   hip   pain   during   pregnancy   have   normal   range   of  

motion.   Remember   that   most   of   the   time   these   are   young,   pretty   healthy   people.   We  

are   not   expecting   there   to   be   significant   joint   degeneration   unless   someone's   had   an  

injury   or   something   like   that   in   the   past,   okay.   If   they   do   continue   unprotected   weight  

bearing,   especially   high-impact,   unprotected   weight-bearing,   and   they   have   this  

osteoporosis,   it's   quite   possible   for   them   to   get   a   stress   fracture   of   the   femoral   neck.   

 

And   sometimes   you   see   this   even   more   so   postpartum   than   you   do   prenatally,   but   it  

can   start   certainly   before   a   baby   is   born.   Osteonecrosis   of   the   femoral   head.   Even  

more   rare,   thankfully,   because   this   is   not   a   great   diagnosis   for   people   to   have.   We   really  

don't   know   why   this   happens.   For   some   people,   some   have   hypothesized   that   it   could  

be   the   rise   in   cortisone   levels   that   accompanies   towards   the   end   of   pregnancy.   But  

honestly,   we   really   don't   know.   This   pain   presents   as   a   deep   pain   in   the   groin   that  

radiates   to   the   knee   thyre   back   and   again   with   significant   limitation   in   range   of   motion.  

And   this   extra   is   actually   from   a   patient   of   mine   and   she   very   kindly   allows   me   to   share  

it   with   folks,   but   you   can   see   that   the   joint   spaces   last   year,   and   I   don't   know   how   easy  
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it   is   to   see   on   this   picture,   but   it   just   looks   kind   of   gnarly   through   here.   And   that's   my  

technical   terminology   for   the   day.   Unfortunately,   this   is   not   going   resolve   on   delivery.  

Most   of   the   time   these   patients   have   to   have   hip   replacements.   And   so   there's   not  

necessarily   a   lot   to   do.   They   typically   will   wait   until   the   moms   postpartum   and   then   do  

the   hip   replacement   and   her   non-weightbearing   until   then,   which   is   so   fun   when   you're  

pregnant.   But   it   is   something   just   to   be   aware   of   and   to   try   to   help   get   it   caught   if   you  

can   cause   it   can   potentially   impact   mode   of   delivery   or   how   easy   or   hard   delivery   is.   So  

it's   just   helpful   to   know   if   it's   happening,   okay.   

 

So   both   of   those   diagnoses   have   extreme   waddle   in   the   gate,   pain   really   deep   in   the  

groin.   The   pain   is   not   positioned   dependent.   And   again,   we   already   mentioned   that  

extreme   loss   of   range   of   motion,   okay.   So   if   you   see   any   of   those   things   kind   of   have   it  

push   your   buttons   a   little   bit.   And   then   especially   if   you   treat   them   a   few   times   and  

there's   no   improvement,   you   might   wanna   notify   the   doctor   that   it's   a   possibility   so   that  

they   can   check   into   it.   And   they   also   can   look   at   it   with   ultrasound.   It's   not   nearly   as  

good   as   a   CT   scanner   and   MRI.   

 

But   they   can   look   at   that.   If   somebody   popped   that   question   into   my   bigger   Q   and   A  

box,   I   can't   see   the   whole   thing   to   answer   it,   okay.   So   we   will   answer   the   question   once  

we   get   it   popping   so   I   can   see   the   whole   thing.   All   right,   so   as   far   as   treating   hip   pain,  

oh,   there   it   is.   okay,   so   a   question   I   have   is   if   the   patient's   non-weightbearing   and   using  

an   assistive   device,   do   they   need   to   worry   about   hurting   the   fetus   with   hopping?   No,  

they   don't.   They   do   need   to   be   careful   about   the   possibility   of   falling   if   the   patient   falls  

and,   especially   if   they   land   on   their   abdomen   or   there's   an   impact   near   their   abdomen  

that   can   potentially   cause   a   problem.   But   the   amount   of   hopping   that   you   would   do  

with   an   assistive   device   is   really   not   a   problem.   Thankfully   there's   some   good   cushion  

that's   built   into   that   amniotic   sac   to   protect   against   that   sort   of   thing.   Great   question  

though,   okay.   So   for   a   normal   hip   pain,   treat   it   like   you   would   any   other   person   with   a  

hip   problem.   Okay,   so   do   some   strengthening.   Do   some   manual   therapy   as   needed   for  
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pain   control.   Keep   in   mind   that   that   might   need   to   be   directed   to   the   back   and   the  

pelvis   as   well   as   to   the   hips   for   muscle   strengthening,   heater   or   ice,   PRN,   of   course,  

not   the   heat   over   the   abdomen.   But   ice,   PRN   are   needed   and   then   it's   usually   really  

helpful   for   them   to   sleep   with   a   pillow   between   their   knees   because   again,   most   of   the  

time   we   want   people   sleeping   on   their   side   during   pregnancy.   And   so   we   want   to   be  

sure   that   we're   not   placing   their   hip   in   an   uncomfortably   a   deducted   position.   So   that  

pillow   between   the   knees   can   help.   That   can   also   help   with   pelvic   girdle   pain   as   well.  

So   I   often   have   pregnant   patients   do   that   just   anyway,   okay.   Pubic   synthesis   pain   often  

but   not   always   occurs   in   conjunction   with   low   back   or   hip   pain.   The   causes,   the   pelvic  

instability   that   can   lead   to   displacement   or   just   overly   mobility   or   overly   mobile   pubic  

synthesis,   okay.   

 

Our   pubic   synthesis   does   not   typically   move   a   whole   lot   and   during   pregnancy   it   can.  

And   so   sometimes   that's   really   uncomfortable   for   people.   If   you   think   about   what   all  

attaches   to   the   pubic   symphysis,   they're   literally   can   be   pulled   on   it   from   any   possible  

direction   depending   on   what   muscles   are   activating.   And   so   if   you   get   some   muscles  

that   become   overly   active   and   others   that   become   underactive,   that   can   really   lead   to  

some   pain   and   discomfort,   okay.   

 

The   symptoms   of   this   are   pain   that   is   very   very   focal.   They'll   point   directly   to   their   pubic  

synthesis   and   it   can   be   really   sharpened   severe,   okay.   They   will   have   often   extreme  

difficulty   with   walking   and   just   kind   of   this   wide   waddling   trendelenburg   with   a  

trendelenburg   gait.   Sometimes   they   have   trouble   controlling   hamstrings   and   quads.   It  

can   be   relieved   by   position   changes,   but   there   also   are   some   patients   where   they'll   get  

it   most   strongly   with   a   position   change   usually   when   going   from   sitting   to   standing.   So  

they'll   say,   yeah,   those   first   few   minutes   or   those   first   few   steps   really   really  

uncomfortable   and   then   it   starts   to   lighten   up   a   little   bit.   It   really   depends   on   the  

person,   okay.   So   some   of   the   have   a   good   question   of   how   do   you   distinguish   between  

hip   pain   or   grind   pain   and   pelvic   pain?   Honestly,   it's   a   little   difficult   sometimes.   It's  
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easiest   if   you   can   obviously   palpate   over   directly   and   they   can   say,   oh,   that's   where   my  

pain   is.   Or   if   you   do   a   joint   mobilization   and   that   helps   significantly,   then   you   will   lean  

more   towards   hip.   But   it   can   be   quite   gray   in   pregnant   patients   unfortunately.   So   a   lot  

of   times   what   you'll   end   up   having   to   do   is   pick   one   to   start   with   by   far   hip   pain,   like  

true   hip   pain   is   more   common.   So   I   tend   to   start   there.   And   then   if   you're   treating   it   and  

it's   not   improving,   then   check   pelvic   floor   or   send   them   to   get   it   checked   if   you're   not   a  

pelvic   floor   PT,   okay.   So   some   of   the   things   that   help   with   pubic   synthesis   pain   are  

listed   here.   So   again,   really   nothing   hopefully   too   new   or   too   surprising   with   the  

exception   of   most   people   have   not   done   a   lot   of   pubic   synthesis   mobilizations   because  

normally   like   I   mentioned   earlier,   the   pubic   synthesis   doesn't   move   a   whole   lot.   And   so  

I   think   I   might   have   a   picture   here,   okay.   

 

So   the   pubic   synthesis   is   right   here.   And   when   I'm   doing   this   in   the   clinic,   I   actually  

usually   have   them   either   in   shorts   or   just   pants   that   move   more   than   these   ones   do.  

But   that's   what   my   model   was   wearing   that   day.   So   there   we   go.   So   what   you   do   is   you  

place   your   fingers   over   the   pubic   synthesis   and   to   assess   it,   you   place   that   you   can  

either   place   the   two   sides   of   your   hands,   you   know,   one   hand   here,   one   hand   here,   or  

you   could   place   one   hand   over   both   sides.   

 

But   what   you're   looking   for   is   there's   almost   always   going   to   be   a   side   that   is   elevated,  

meaning   up   towards   the   ceiling.   So   not   this   way   up   towards   the   head,   but   one   side  

that   is   higher   than   the   other   this   way,   okay.   And   then   typically   that   is   the   side   that   is   in  

need   of   being   given   just   some   gentle   PDA   glides.   So   with   this   hand   position,   that  

means   that   I   think   this   side   is   higher.   So   the   patient's   left   side.   And   then   what   you   do   is  

you   place   your   fingers   there   and   then   you   place   your   other   hand   on   top   or   at   least   I   do,  

I'm   getting   kind   of   old   now   and   my   fingers   get   sore   if   I   overly   extend   them.   So   I   always  

protect   by   putting   my   other   hand   on   top.   And   then   it's   just   very,   very   gentle.   I   mean,   I  

would   say   at   most   grade   two,   three   oscillations   here.   And   what   you'll   feel   is   there'll   be  

some   resistance,   resistance,   resistance,   and   then   at   some   point   it'll   sort   of   melt   like  
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butter   under   your   hands   and   all   of   a   sudden   you're   like,   oh,   it's   not   pushing   back  

against   me   so   much.   And   what   that   is   just   things   kind   of   moving   back   into   place.  

Remember   too   that   the   pelvis   is   a   ring.   So   you   can   also   start   with   doing   some   posterior  

pelvic   girdle   and   mobilization.   See   if   that   helps.   And   then   if   it   doesn't,   you   could   then  

do   the   pubic   symphysis   mobilizations.   The   pubic   synthesis   is   kind   of   just   a   tender   spot  

on   the   body.   So   just   make   sure   you're   doing   this   really,   really   gently.   You   can   also   do  

round   ligament   mobilizations   here.   So   the   round   ligament   is   gonna   be   running   kind   of  

like   this.   So   it's   just   gentle   soft   tissue   mobilizations   there   on   people   if   it   feels   tight.   I've  

referenced   the   pelvic   shotgun   a   couple   of   times.   So   here's   just   some   images   to   show  

how   you   do   it.   

 

You   have   your   patient   in   hook   line   and   then   you   have   them   push   their   legs   out   against  

your   body   and   your   arm.   If   you're   strong   enough,   you   could   have   another   hand   here.   I  

like   to   have   them   pushing   against   my   body.   So   you   have   them   a   deducted   against   you  

for   eight   seconds,   hold   three   times   and   then   squeeze   as   hard   as   they   possibly   can   on  

your   fist   place   between   their   legs.   You   can   widen   their   legs   if   this   doesn't   get   it   or   you  

can   have   them   bridge   up   as   well.   

 

Okay,   so   this   just   can   really   help   a   lot   with   that   sort   of   mechanical   dysfunction   in   the  

pelvis   for   people,   Thoracic   or   rib   pain.   Some   of   the   causes   here   are   that   dramatic  

increase   in   breast   size   that   we   mentioned.   And   again,   that   happens   pretty   quickly   so  

the   muscles   don't   necessarily   have   a   chance   to   adapt   and   that   can   put   a   lot   of   strain  

on   those   scapular   stabilizers   and   mechanical   strain   on   the   thoracic   spine   and   the  

ribcage   as   well.   And   again,   everything's   moving   more   than   it   normally   does.   And   also  

as   the   baby   grows,   it   can   place   a   strain   on   the   ribs   and   the   intercostals   from   the   inside.  

And   so   those   are   all   reasons   why   people   might   develop   some   pain   there.   Some   of   the  

characteristics   we'll   see   with   this.   Rib   pain   is   often   really,   really   focal   and   localized.   You  

can   put   your   hand   on   it   and   they   can   say   yes,   that   is   the   spot   that   hurts.   A   lot   of   times  

the   mobility   decreases   and   sometimes   that's   just   a   functional   decrease   where   they're  
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just   holding   everything   really   tight   and   sometimes   there's   actually   joint   dysfunction  

that's   causing   that.   Most   of   the   time   patients   are   gonna   say   that   they   have   pain   with  

really   deep   inspiration   or   expiration.   So   not   necessarily   with   all   breathing.   That's   more  

of   a   possible   red   flag   for   a   PE.   But   if   they   take   really   deep   breath   or   they   blow   their  

breath   out   all   the   way,   then   they'll   have   some   pain   and   discomfort.   That's   again   really  

focal.   And   then   also   they   may   have   pain   with   sudden   movements   of   the   lungs,   so  

coughing,   sneezing,   laughing,   that   sort   of   thing.   Sometimes   they   have   pain   with   upper  

extremity   movement.   I've   actually   sometimes   had   patients   sent   to   me   with   a,   you  

know,   I   think   they   have   a   rotator   cuff   problem   and   it's   actually   a   thoracic   problem,  

okay.   

 

And   then   it   could   be   accompanied   by   symptoms   of   upper   extremity   neural  

impingement.   I   don't   find   that   to   be   super   common,   but   it   can   happen.   So   I   just   threw   it  

in   there.   And   then   a   lot   of   times   they   have   these   really   kind   of   wacky   shallow   breathing  

patterns   that   is   their   adaptation   to   the   fact   that   the   deep   breathing   is   not   comfortable.  

So   things   you   would   do   to   treat   it   just   like   you   would   with   anyone   else   with   thoracic  

and   rib   pain,   strengthen   those   scapular   stabilizers,   help   with   mobility   as   needed   in   the  

spine   and   the   rib   cage.   

 

And   then   breathing   exercises   are   super   helpful.   And   then   if   they   need   soft   tissue   work  

for   pain   control,   that   can   be   helpful   as   well,   okay.   So   some   of   the   rib   mobilizations   that  

are   helpful,   just   doing   some   straight   P   to   A's   can   be   helpful.   You   can   flip   the   position.   I  

don't   have   a   picture   of   this   one,   but   you   can   have   them   flip   into   more   of   a   reclined  

position   if   you   need   to   do   some   ATPs.   For   a   strip   mobilization   for   a   strip   can   get   pulled  

up,   especially   if   the   upper   traps   is   really   tight.   And   so   you   can   just   do   some   gentle  

downward   gliding   here.   And   then   you   can   also   have   them   lie   on   their   side   and   do  

almost   more   of   a   facilitation   or   rotational.   I   will   typically   do   that   one   accompanied   by  

breathing.   So   that's   more   of   a   mobilization   with   movement.   There's   also   some   muscle  

energy   techniques   that   are   listed   here.   So   if   they   have   a   lot   of   pain   with   inhalation   you  
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can   have   them   in   this   position.   Your   hand   that   you   can't   really   see   here.   Sorry,   we'll  

hard   to   take   a   picture   of   all   of   this   at   once,   but   your   posterior   hand   is   on   their   rib   cage  

back   here   on   the   offending   rib   and   then   you   just   have   your   patient   pushed   this   way   as  

you   give   some   posterior   pressure   there.   For   an   exhalation   restriction,   it's   really   similar  

except   you   have   them   pull   down   towards   the   floor,   okay.   And   so   that's   just   a   way   to  

just   again,   gently   move   some   things.   Remember   that   pregnant   women   are   generally  

super,   super   hyper   mobile   and   so   it's   actually   much   easier   to   do   any   type   of  

mobilization   on   them   than   someone   who's   not   pregnant.   Typically,   you   don't   need   a  

whole   lot   of   pressure   or   force   most   of   the   time,   okay.   

 

So   for   breathing   retraining,   your   purpose   is   to   facilitate   ribcage   movement   and  

diaphragmatic   excursion   to   help   reinforce   that   improvement   in   mobility   that   you   just  

gave   them.   So   you   can   do   more   of   a   generalized,   which   I   like   to   call   wing   arm,   that's  

this   exercise   here.   So   people   will   externally   rotate   their   shoulders   and   breathe   in   really  

deep   and   then   they   bring   their   hands   together   and   exhale.   So   you're   sort   of   extending  

and   inhaling   as   you   bring   your   hands   out   to   the   side,   elbow   stay   close   to   your   side   here  

and   then   you   exhale   and   bring   your   hands   back   together,   okay.   You   also   can   have  

them   put   their   arm   up   overhead   and   inhale   as   they   side   bend   this   way,   exhale   as   they  

come   back   down,   okay.   

 

Or   they   can   put   their   hands   straight   down   and   just   sort   of   slouched   towards   the   floor  

for   an   exhalation   restriction.   You   can   also   put   your   hands   around   their   waist   and   tell  

them   to   breathe   into   your   hands   if   they're   having   a   hard   time   getting   the   idea   of   how   to  

do   that   kind   of   deeper   breath   if   those   sort   of   forgotten   because   it's   been   a   while   and  

that   sort   of   thing.   And   then   you   wanna   tell   them   to   think   about,   okay,   as   you're  

breathing,   you   wanna   get   this   360   degree   expansion.   So   I   don't   just   want   you  

breathing   up   and   down   here,   I   want   you   thinking   about   almost   like   you're   trying   to   blow  

up   your   abdomen   and   your   chest   like   a   balloon.   So   we've   mentioned   pelvic   floor  

dysfunction   in   passing   a   few   times.   Typically   the   reason   for   this   during   pregnancy   is   a  
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spasm   that's   compensating   for   other   muscles   that   are   overly   strained   and   or  

underactive,   okay?   And   the   patient   could   experience   any   kind   of   pelvic   floor   symptom  

you   can   possibly   imagine.   So   incontinence,   constipation,   pain   with   sex,   just   generalize,  

pelvic   or   abdominal   pain,   that   sort   of   thing.   Sometimes   the   pelvic   floor   is   referring   the  

pain   to   other   places.   So   sometimes   the   sciatic   pain   or   the   posterior   pelvic   girdle   pain   or  

the   hip   pain   is   actually   from   the   pelvic   floor.   So   it's   definitely   worth   a   check   if   you   feel  

pretty   confident   that   it's   musculoskeletal   in   origin   and   you're   not   really   getting  

anywhere   with   your   treatments,   okay.   Constipation   is   really   common   in   pregnancy,   so   I  

wanna   throw   that   out   there   just   to   say   when   people   are   pregnant,   their   bodies   slows  

their   digestion   down   and   that's   to   allow   them   to   absorb   more   nutrients.   

 

So   just   the   fact   that   people   have   constipation   is   not   necessarily   diagnostic   of   pelvic  

floor   dysfunction,   but   it   can   contribute   to   it.   And   so   if   they   have   just   constipation,   we  

work   on   that   with   diet   first.   So   we   just   try   to   get   more   fiber   and   get   more   water   in   that  

sort   of   thing.   But   then   if   it's   not   improving   with   that,   then   again,   checking   the   pelvic  

floor   is   a   good   idea,   okay.   And   so   again,   you   just   treat   it   like   you   would   normally   treat  

overactive   pelvic   floors.   That's   a   little   outside   the   context   of   this   class.   But   if   you   know  

how   to   do   that,   you   can   treat   it   just   like   you   normally   would.   It   is   fine   to   do   internal  

exams   on   pregnant   women.   

 

You   would   typically   want   to   switch   to   sterile   technique   around   35   weeks.   But   aside  

from   that,   it's   completely   fine   as   long   as   they're   having   an   uncomplicated   pregnancy,  

okay.   If   they   have   complications   during   their   pregnancy   and   particularly   if   they   have  

something   called   placenta   previa,   it's   a   no   go.   So   if   it's   not   a   straightforward,   what   I  

call   a   straightforward   boring   pregnancy,   you   definitely   wanna   discuss   with   the   doctor  

before   you   do   anything   internal.   And   then   I   tend   to   try   to   teach   people   a   safe   pushing  

motor   pattern   to   try   to   help   them   with   pelvic   floor   preservation   during   pushing.   And   the  

way   that   I   teach   them   that   is   I   actually   have   them   practice   it   while   they're   having   a  

bowel   movement   because   the   muscles   that   are...   Or   sorry,   not   the   muscles,   but   the  
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nerves   that   are   engaged   when   you   have   a   bowel   movement   are   actually   the   same  

nerves   that   are   engaged   when   you   are   pushing   your   baby   out.   So   what   we're   trying   to  

do   is   just   teach   them,   hey,   when   these   nerves   are   activated,   you   wanna   think   about  

relaxing   and   releasing   your   pelvic   floor,   not   tightening   it.   So   I'll   tell   them   to   think   about,  

you   know,   breathing   out   and   just   relaxing   their   pelvic   floor,   widening   through   their  

waist,   or   even   doing   like   a   zero   hot   type   of   sound   as   they're   doing   that,   okay.   So   that  

was   a   very   quick   tour   of   the   challenges   during   pregnancy,   but   those   are   all   of   the   really  

common   things   that   you're   going   to   see   when   you   treat   pregnant   patients,   okay.   So  

hopefully   most   of   them   looked   pretty   darn   familiar   with   the   probable   exception   of   the  

pubic   symphysis   dysfunction,   okay.   

 

And   so   the   nice   thing   is,   again,   you   already   know   how   to   treat   these   probably   in   other  

types   of   patients   and   you   just   have   to   modify   positioning   a   little   bit   or   modify   some   of  

the   exact   things   that   you're   watching   for.   But   you   can   get   a   lot   of   benefit   for   your  

patients   just   by   doing   really   some   pretty   simple   manual   therapy   and   strengthening  

exercises   with   these   people.   And,   I   don't   know,   I   find   pregnant   women   really   fun   to  

treat.   It's   a   fun   time   to   be   part   of   someone's   life,   but   also   they   tend   to   get   a   lot   of  

benefit   really   quickly.   So   if   you   have   an   instant   gratification   button,   it   tends   to   push   that  

a   little   bit,   which   is   nice,   okay.   

 

We're   gonna   shift   gears   a   little   bit   now   and   talk   about   postpartum,   okay.   So   as   I  

mentioned,   we   talked   about   pregnancy   first   because   the   postpartum   period  

challenges,   you   see   some   of   them   not   all   have   their   root   actually   in   pregnancy.   So  

some   of   the   stuff   that   we've   been   talking   about   will   carry   over,   okay.   So   the   postpartum  

period   is   defined   as   the   first   12   weeks.   More   and   more   as   we   study   this,   we're   realizing  

it   actually   probably   extends   pretty   far   beyond   that.   But   technically   by   definition   right  

now   we   consider   that   to   be   the   first   12   weeks   or   so   after   a   baby   is   born,   okay.   There   is  

some   really   intense   hormone   fluctuation   that   happens   here,   okay.   All   of   the   hormones  

that   make   your   musculoskeletal   system   really   loosey   goosey   are   still   going   like   mad,  
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okay.   So   they   are,   you're   still   gonna   have   a   lot   of   ligamentous   laxity   and   now   you   have  

an   even   more   challenging   situation   than   you   have   during   pregnancy   because   during  

pregnancy   your   muscles   are   all   stretched   out,   but   they're   at   least   still   taught   over   the  

uterus   and   over   the   baby.   Postpartum,   your   muscles   are   all   stretched   out   and   they   no  

longer   are   tight   and   so   your   body   almost   has   to   really   relearn   how   to   use   them   and   they  

need   time   to   shrink   back   to   their   normal   length,   okay?   All   a   sudden   you   were   carrying  

this   baby   in   this   one   spot   and   all   of   a   sudden   you're   still   probably   carrying   the   baby  

everywhere,   but   you're   carrying   it   in   a   very   different   spot.   The   uterus   is   going   from  

being   around   the   size   of   a   watermelon   back   to   around   the   size   of   a   grapefruit.   All   of  

your   organs   get   pushed   out   of   the   way   during   pregnancy.   So   they're   moving   back   into  

position   and   this   is   all   things   that   are   normal   and   should   happen   postpartum,   okay.  

There's   also   big   emotional   changes.   

 

Everything   from   joy   to   tear.   There's   this   kind   of   odd   cultural   thing   that   happens   I   think  

almost   universally   based   on   the   mom   groups   I'm   in,   where   during   pregnancy,   you   know  

all   the   health   care   and   everything   and   people   are   asking   how   you   doing,   how   you  

feeling   to   the   mom?   And   then   the   minute   the   baby   is   born,   nobody   asks   the   mom   how  

she's   feeling   anymore.   Maybe   her   doctor   does   at   her   six   week   check.   But   besides   that,  

nobody   really   asks   or   wonders   about   the   mom,   they're   just   all   interested   in   the   baby.  

Which   most   parents   are   fine   with.   

 

But   also   there's   sort   of   this,   all   of   a   sudden   all   of   that   support   is   withdrawn   from   the  

mom   and   that   can   be   a   challenge   as   well,   okay.   So   again,   these   are   all   things   that  

normally   always   do   happen   during   that   postpartum   period.   So   it's   a   little   bit   of   a   wild  

ride   to   say   the   least.   So   some   red   flags   that   you   want   to   be   aware   of   in   this   population.  

And   by   the   way,   I   think   that   PTs   have   a   huge   role   in   being   able   to   catch   these   for  

patients.   They   don't   see   their   doctors   honestly,   all   that   frequently   in   the   postpartum  

period.   And   so   it's   really   great   if   we   as   therapists   can   serve   as   that   second   checkpoint  

where   we   can   actually   help   catch   these   for   people.   As   part   of   mood   disorders   are   really  
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relatively   common.   Okay,   and   that   can   be   depression.   It   can   be   anxiety,   it   can   be   OCD.  

There   is   also   something   called   postpartum   psychosis   where   people   can   start   hearing  

voices   or   even   seeing   visual   disturbances   and   that   sort   of   thing.   So   that's   just  

something   to   be   aware   of.   There   are   a   lot   of   really   great   validated   screening   tools   out  

there.   But   also   truthfully,   I   often   find   that   this   just   comes   out   in   just   discussion   with  

patients   and   just   them   feeling   like,   you   know,   I   know   I   should   be   happy.   And   it's   not  

that   I   don't   love   my   baby.   Everyone's   terrified   that   maybe   it   means   that   they   don't   love  

their   baby   and   that's   not   what   it   is.   This   is   strictly   hormonal   in   nature,   okay.   And   so  

often   I   find   my   role   as   encouraging   people   that,   Hey,   you   know,   this   is   just   how   your  

body   is   responding   to   all   these   hormone   fluctuations.   And   there   is   nothing   wrong   with  

getting   some   help   balancing   those   brain   chemicals   out   until   the   hormone   fluctuations  

settle   down,   which   can   take   awhile.   It   can   take   sometimes   12   to   18   months   even,   okay.  

Postpartum   preeclampsia.   

 

So   we   talked   about   prenatal   preeclampsia.   You   can   also   develop   this   postpartum  

anytime   during   those   first   12   weeks,   okay.   It   is   most   common   between   48   hours   and  

one   or   two   weeks   postpartum.   So   for   the   most   part,   you   won't   necessarily   see   this   in  

an   outpatient   setting,   but   you   might   and   you   also   might   have   people   who   had   it  

develop,   okay.   So   if   this   occurs   postpartum,   it   is   a   medical   emergency.   Mom   needs   to  

go   back   and   be   readmitted   to   the   hospital   for   medication.   And   then   typically   blood  

pressure   medications   for   several   weeks   to   several   months   afterwards   depending   on  

the   person.   Postpartum   thyroiditis   is   something   that   is   very   common   and   extremely  

underdiagnosed.   So   this   is   where   the   thyroid   function,   it   depends   on   the   person.  

Sometimes   the   thyroid   just   quits   and   stops   doing   much   of   anything.   Sometimes   people  

will   go   hyperthyroid   first.   So   there'll   be   like   super   energetic,   almost   immunic   and   lose   a  

ton   of   weight   really   quickly.   And   then   it'll   shut   off   somewhere   typically   between   12   and  

16   weeks   postpartum   and   all   of   a   sudden   they   gain   a   ton   of   weight   back   without  

changing   their   eating   habits   or   anything   like   that.   And   they   have   no   energy.   There's  

brain   fog.   The   problem   is   a   lot   of   that   low   thyroid   symptoms   really   mimics   some   things  
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that   people   are   expecting   during   postpartum   anyway.   And   so   it's   really   easy   for   people  

to   just   write   it   off   as   you   know,   of   course   I'm   tired,   I'm   getting   up   six   times   at   night   with  

my   baby   and   that   could   be   it.   But   if   it's   at   an   extreme   level,   it's   definitely   worth  

considering   that   it   could   be   thyroid   dysfunction.   So   if   it   is   just   taking   some   thyroid  

replacement   hormone   can   make   people   feel   a   whole   lot   better,   okay.   Blood   flow  

changes   are   still   ongoing.   So   DBT   is   still   definitely   an   option   as   is   pulmonary   embolism  

or   blood   clot   traveling   other   places.   I   actually   saw   someone   about   a   year   ago   who   had  

one   that   traveled   to   her   brain   and   she   had   a   stroke.   

 

Thankfully   she   recovered   really   well.   But   she   just   had   this   weird   headache   that   onset   at  

about   eight   weeks   postpartum   and   couldn't   get   rid   of   it,   convinced   her   to   go   to   the  

doctor   and   sure   enough   she   had   a   clot   and   unfortunately   did   have   a   stroke   thankfully  

while   she   was   there   in   the   hospital.   So   just   shoot   it   very   quickly   and   she   recovered  

fully.   But   again,   these   are   not   common   things   that   happen,   but   they   can   so   just   be  

aware   of   them,   okay.   Postpartum   hemorrhage   or   placental   retention   is   another   thing  

you   might   see.   

 

The   true   hemorrhage   typically   would   occur   if   it   occurs   during   the   first   eight   weeks,   but  

can   occur   as   late   as   12.   It   is   defined   as   filling   a   disposable   pad   in   an   hour   or   less,   okay.  

And   then   placental   retention   is   when   there's   a   piece   of   the   placenta   that   did   not   come  

out   after   the   baby,   so   it   remains   adhered   to   the   uterine   wall.   Sometimes   people   will  

hemorrhage   due   to   this   and   sometimes   they'll   just   have   this   kind   of   lighter   version   of  

bleeding   that   just   lasts   for   ever.   My   most   extreme   case   was   a   mom   who   had   this   and  

she   was   still   bleeding   at   I   think   16   weeks   postpartum.   Finally,   she   went   and   got  

checked   and   sure   enough   there   was   a   police,   a   piece   of   the   placenta   is   still   there   and  

they   had   to   do   a   DNC   but   then   her   bleeding   stopped.   But   she   didn't   seek   help   before  

that   point.   And   really   the   only   reason   she   about   it   was   she   asked   me   and   I   was   like,   16  

weeks   is   an   awfully   long   time.   And   because   it   was   a   lower   level   of   bleeding,   so   it  

wasn't   ever   anything   that   met   her   criteria,   passing   large   clots   or   having   this   really   fast,  
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extreme   bleeding,   so.   Again,   these   are   things   that   people   don't   necessarily   know  

what's   normal   and   what's   not   normal.   So   we   can   just   serve   as   that   sort   of   check   and  

balance   and   just   another   medical   care   provider   to   help   them   with   that,   okay.   So   things  

that   you   typically   would   expect   postpartum   as   far   as   just   aches   and   pains   and  

discomfort,   if   the   person   had   a   vaginal   delivery,   they   definitely   will   have   vaginal   and  

perineal   soreness.   If   they   had   a   C-section,   they   still   may   have   this,   particularly   if   they  

labored   and   or   pushed   prior   to   the   C-section.   Typically   this   should   be   significantly  

improving   or   sometimes   even   resolved   by   about   seven   to   10   days   postpartum.   If   it's  

not,   then   that   tends   to   indicate   you   know,   there   may   be   some   heavier   scarring,   there  

may   be   some   muscle   spasms,   that   sort   of   thing.   So   that   would   fall   outside   of   the   realm  

of   normal.   Sometimes   you   can   have   skeletal   soreness   in   the   pelvis.   A   lot   of   times   that  

can   be   mitigated   with   sacral   mobilizations   but   that   should   fade   away   again   by   about  

two   weeks   postpartum   if   it's   gonna   go   on   its   own.   

 

Very,   very   common   for   people   to   have   other   muscles   that   are   sore   from   the   labor  

process.   So   if   you   see   people   even   in   the   acute   care   setting,   maybe   on   the   postpartum  

floor   or   have   people   coming   in   very   soon   after   they   delivered,   very   normal   to   have  

shoulder   pain.   Now   they're   not   pain,   but   just   muscle   soreness,   shoulder   soreness,  

neck,   whatever.   Because   labor   is   hard   work.   

 

And   so   it's   often   people   will   say,   I   feel   like   I   just   worked   out   for   multiple   hours.   And   I  

was   like,   well   you,   I   mean   you   kind   of   did,   potentially,   okay.   C-Section   is   a   major  

abdominal   surgery,   but   the   soreness   from   it   should   be,   again,   really   improving   a   lot  

within   about   four   to   six   weeks.   If   it's   not,   it's   worth   looking   into.   Sometimes   people   will  

say   they   feel   a   lot   of   heaviness   or   they   feel   like   something's   gonna   fall   out   of   their  

vagina   in   the   immediate   postpartum   period,   that's   pretty   normal   because   our   pelvic  

floor   increases   in   length   by   about   two   to   three   times   its   normal   length.   And   so   when  

people   say   that   in   the   really   early   postpartum   period   in   the   first   two   weeks,   I   say,   okay,  

that   means   you're   doing   too   much.   You   need   to   chill   out,   take   it   easier,   rest   more.   If   it  
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persists   beyond   that   point,   then   they   may   need   some   actual   pelvic   floor   rehab.   Okay,  

so   one   of   the   best   things   that   you   can   actually   do   when   you   are   working   with   people   is  

help   them   with   postpartum   ergonomics,   okay.   The   activities   that   you   do   to   care   for   a  

newborn   are   constant.   You're   constantly   carrying   them.   You're   constantly   changing  

their   diaper.   It's   24   hours   a   day,   seven   days   a   week,   and   it's   this   quick   sudden   change,  

right?   You   don't   get   a   chance   to   slowly   ease   your   way   into   changing   25   diapers   a   day.  

You're   just   doing   it.   That's   a   slight   exaggeration,   but   not   a   really   big   one.   And   I   find   that  

often,   this   is   not   something   that   is   talked   about   a   lot   of   times.   

 

You   know,   one   of   the   most   powerful   things   that   I   think   we   did   in   our   hospital   system  

was   we   started   giving   people   just   a   postpartum   ergonomics   handbook   on   the  

postpartum   floor   that   we   developed   that   just   said,   hey,   carry   your   baby   like   this.   Put  

them   in   this   angle   when   you're   breastfeeding   them   or   bottle   feeding   them,   either   one,  

change   their   diaper   at   this   angle,   that   sort   of   thing,   okay.   And   I   think   that's   been  

extremely,   extremely   helpful.   So   some   of   the   things   you   would   want   to   cover   carrying  

babies.   So   keeping   baby   nice   and   close   up   high   baby   wearing   can   be   really   helpful.  

Also   changing   their   diaper.   

 

So   if   you   change   a   diaper   one   time   in   this   position,   probably   not   that   big   of   a   deal.   If  

you   change   12   diapers   in   this   position   and   remember   that   everything   is   still   really  

loosey   goosey   here,   that   can   be   a   much   bigger   deal.   Same   thing   with   carrying   the   car  

seat.   So   a   lot   of   people   will   carry   their   babies   around   in   car   seats   as   well   and   that's   fine  

except   that   the   car   seat   is   just   at   kind   of   this   awkward   size   and   angle   for   people.   And  

so   what   the   end   up   doing   is   they'll   end   up   carrying   it   by   the   handle   and   leaning   over   to  

the   side.   Again,   that   would   fine   for   a   short   period   of   time   or   if   they   would   switch   sides,  

but   a   lot   of   people   just   don't   think   about   doing   that.   And   so   that   can   cause   a   lot   of  

pain.   Stroller   usage   where   you   put   your   hands,   all   kinds   of   things   like   that,   okay.   So  

there   is   some   role   to   play   there   as   far   as   helping   people   get   into   those   comfortable  

positions   and   just   realize,   hey,   yeah,   it   matters   how   far   you're   leaning   forward   when  
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you're   doing   that,   okay.   What   about   returning   to   exercise?   We   want   to   try   to   limit   high  

impact   activities   for   the   first   at   least   six   weeks   for   an   uncomplicated   vaginal   delivery   or  

until   they're   cleared   by   the   physician   if   they   had   a   C-section   or   a   complicated   delivery.  

So   if   there   was   any   level   of   repair   process   that   needed   to   happen,   it   may   be   more   than  

six   weeks.   And   this   can   be   really   hard   for   people,   particularly   people   who   have,   were  

very   active   all   throughout   their   pregnancy.   And   it's   like   even   if   you   worked   out   really  

hard   up   until   the   day   the   baby   was   born,   you   still   need   to   take   it   easy   for   those   first   few  

weeks   because   so   much   has   changed   and   you're   actually   potentially   at   higher   risk   for  

injury   during   those   early   postpartum   weeks   than   you   were   during   pregnancy,   believe   it  

or   not,   okay.   

 

We   want   to   really   avoid   heavy   lifting.   And   in   this   instance,   heavy   lifting   does   include  

valsalva,   but   it   really   means   try   not   to   lift   much   that   weighs   very   much   more   than   your  

baby   for   those   first   six   to   eight   weeks   because   otherwise   you   can   develop   a   lot   of  

pelvic   floor   and   abdominal   adhesions   and   just,   it's   not   great   news.   This   is   obviously  

really   challenging   for   moms   who   have   older   kids   especially   toddlers   who   also   want   to  

be   picked   up.   And   so   a   lot   of   times   what   we'll   do   is   we'll   spend   some   time   just  

brainstorming   how   can   we   meet   your   child's   needs   and   your   needs   without   you   having  

to   pick   them   up   and   carry   them   or   at   least   minimizing   that   as   much   as   possible,   okay.  

They   can   return   to   gentle   exercise   when   they   feel   ready.   

 

And   by   that   I   mean   things   like   walking,   gentle   yoga,   possibly   body   weight   resistance  

activities   following   an   uncomplicated   vaginal   delivery.   But   it   needs   to   be   comfortable,  

pain-free.   If   they   start   bleeding   more   or   if   they   start   having   more   pelvic   heaviness   or  

pressure.   Those   are   both   really,   really   good   signs   that   that's   too   much.   That   activity   is  

too   much.   They   need   to   back   off   on   it   and   do   more   resting,   less   intense   activity,   okay.  

Pelvic   floor   strengthening   can   be   helpful   and   can   be   initiated   pretty   much   right   away.  

But   it's   only   helpful   if   it's   done   correctly,   okay.   So   they   need   to   make   sure   that   they're  

actually   activating   their   pelvic   floor   and   not   just   not   stretching   it   out   essentially.   When  
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should   they   return   to   high   impact?   That's   what   people   always   wanna   ask   me.   And   you  

know   what   I'm   gonna   say,   unfortunately,   it   depends.   So   some   of   the   criteria   that   I   use  

for   that   are,   the   patient   really   needs   to   have   good   muscle   control   back,   right?   'Cause  

again   that   they've   got   that   ligamentous   laxity,   which   by   the   way   can   persist   for   12   to   18  

months   postpartum.   So   that's   not   going   anywhere   anytime   soon.   So   my   general   rules  

are   they   need   to   be   able   to   stand   really   steadily   on   one   foot.   They   need   to   be   able   to  

balance   on   one   foot   pretty   steadily   and   they   also   need   to   be   able   to   do   that   with   no  

pain   and   with   good   balance.   If   they   can't,   then   that's   a   pretty   good   sign   that   they   don't  

have   that   muscle   control   back   adequately   to   where   they   can   do   those   really   high  

impact   activities.   

 

And   then   if   they   try   it,   and   again,   if   they   have   bleeding   that   starts   up   again   or   if   they  

have   pain   afterwards,   again,   that's   just   a   sign   that   things   may   not   be   quite   ready   for  

that.   I   see   a   question   in   the   box.   Would   somebody   mind   popping   that   out   for   me?   I   can  

only   see   about   half   of   it,   I   think.   Just   give   it   a   second   for   that.   So   those   are   just   some   of  

the   things   to   know   about   postpartum.   And   now   we're   gonna   talk   a   little   bit   more  

specifically   about   vaginal   deliveries   and   then   also   C-sections,   okay.   So   the   question  

says,   I   work   in   acute   care   and   see   people   complaining   of   posterior   SI   joint   pain   or  

pubic   synthesis   diastasis   which   we   will   talk   about   both   of   those   things.   

 

She   gives   them   an   abdominal   SI   belt   or   an   abdominal   binder   and   recommends  

outpatient   PT.   That's   awesome.   We   will   cover   some   more   things   that   you   can   do.   But  

honestly,   even   just   giving   them   that   care   and   that   education   is   super,   super   helpful.   And  

then   educating   on   ergonomics.   So   that's   so   great   that   you're   doing   that   work   and   I'm  

really   excited   to   hear   that.   And   we   will   talk   more   about   the   SI   joint   pain   and   then   pubic  

symphysis   diastasis   and   just   other   things   to   be   aware   of,   okay.   Oh,   and   great   question.  

How   long   should   they   be   able   to   stand   on   one   foot?   I   would   say   for   at   least   a   minute.   If  

they   wanna   be   doing   high   impact   activities,   particularly   reciprocating   high   impact  

activities   like   running,   they   should   be   able   to   stand   on   one   foot   for   a   minute   and   they  
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need   to   be   able   to   do   that   on   both   sides.   So   yeah,   thanks   for   asking   that   question.  

Okay,   so   for   a   vaginal   delivery,   just   here's   your   general   process,   just   so   that   you're  

aware,   the   cervix,   which   is   the   bottom   of   the   uterus,   opens   and   moves   forward.   The  

pelvic   muscles   double   to   triple   in   length   like   we   mentioned   earlier,   and   then   the   sacrum  

actually   widens   and   moves   posterior   during   early   labor.   And   then   at   end-stage   labor,  

the   bottom   portion   widens   in   the   coccyx   moves   posterior.   Okay,   so   there's   a   lot  

happening   from   a   skeletal   and   a   muscular   perspective   during   a   vaginal   delivery.   And  

you   can   see   the   picture   there.   

 

Some   things   that   can   happen   that   are   just   complications   or   that   can   cause  

complications   for   mom.   If   the   baby   or   the   mom   are   positioned   in   a   non-ideal   fashion   for  

labor,   it   can   lead   to   uneven   pressures   on   the   sacrum   and/or   the   pubic   synthesis,   okay.  

And   actually   one   of   the   most   common   ones   I   see   is   with   what's   unfortunately   the   most  

common   delivery   position   where   mom   is   laying   on   her   back   that   pins   her   sacrum,   and  

so   a   lot   of   times   if   baby's   big   at   all,   they   can   get   kind   of,   they   can   put   all   that   pressure  

here   because   this   can't   move   as   much   now.   

 

So   they're   pushing   that   pressure   there   and   that's   often   what   leads   to   that   pubic  

synthesis   dysfunction   or   separation,   okay.   So   that's   a   pretty   common   thing   that   I   see.  

Instrument   assisted   deliveries   are   usually   only   done   if   they're   necessary   to   keep   baby  

safe.   So   I'm   not   saying   they're   a   bad   thing,   but   they're   rough   on   mom's   body.   So   that  

increases   your   chances   for   your   perinatal   tearing   and   also   musculoskeletal   dysfunction  

because   the   baby's   being   pulled   out   by   an   instrument   faster   than   they   would   be  

naturally   pushed   out,   okay.   Sometimes   we'll   see   complications   from   an   epidural  

placement   that's   typically   back   pain   or   sometimes   there   can   be   nerve   problems   so  

people   can   have   drop   foot   or   other   nerve   problems   if   there   was   a   complication   from  

that.   Shoulder   dystocia   refers   to   baby   hooking   their   shoulder   on   mom's   pubic  

synthesis   as   they   come   out.   That's   typically   handled   very   quickly   because   it   can  

unfortunately   can   cause   the   baby   to   pass   away.   But   in   doing   so,   they   tend   not   to   be  
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too   worried   about   what   the   impact   is   gonna   be   on   mom.   It's   more   of   a   get   the   baby   out  

and   then   we'll   sort   mom   out   later.   So   that's   another   reason   why   people   can   develop  

pain   and   problems   postpartum.   And   then   if   they're   pushing   stage,   so   the   second   stage  

of   labor   where   they're   actually   pushing   baby   out   is   extremely   long   or   extremely   short.  

That   can   cause   problems   as   well,   okay.   So   I   promise   we   talk   about   the   pubic  

symphysis   somewhere.   And   this   is   another   patient   of   mine.   She   had   a   separation.   As  

you   can   see   here.   These   should   be   right   next   to   each   other.   She   had   a   really,   actually   a  

very   large   separation.   That   is   not   common   by   the   way.   But   it   can   happen.   So   if   people  

had   pubic   synthesis,   dysfunction   or   pain   during   pregnancy,   about   7%   of   those   persist  

postpartum.   Now,   we   don't   have   studies   on   whether   PT   management   or   rehab  

prenatally   or   postpartum   changes   that   number.   So   I   wish   I   could   tell   you   that,   but   that  

just   hasn't   been   looked   at.   

 

One   would   hope   that   it   would.   Separation   is   something   that   typically   occurs   during  

delivery.   So   it's   often   as   a   result   of   an   instrument   assisted   delivery   or   a   shoulder  

dystocia.   And   it's   where   there's   actually   a   tearing.   So   there's   a   ligament   that   holds  

these   together   and   that   ligament   actually   tears   and   literally   there's   less   stability   holding  

that   pelvis   together.   So   you   see   a   bony   separation   here.   It's   defined   as   a   greater   than  

nine   millimeter   separation.   

 

So   you   can   see   some,   you   will   see   some   widening   there   with   a   vaginal   delivery   no  

matter   what.   Just   because   there   is   that   there's   that   pressure   and   all   that   ligamentous  

laxity,   but   if   it's   more   than   nine   millimeters,   it's   classified   as   a   separation.   These   people  

typically   will   have   really   extreme   pain   anteriorly.   A   lot   of   times,   especially   with   the  

separation,   the   size   of   the   one   in   my   patient's   x-ray   here,   they   often   will   not   be   able   to  

walk.   And   so   they   may   need   to   go   home   on   a   walker.   They   may   need   to   have,   you  

know,   a   belt   that   we   mentioned   earlier   in   order   to   sort   of   hold   things   together.   So   that's  

definitely   important   to   be   aware   of.   Sometimes   people   will   report   that   they   heard   a  

clunk   during   delivery   or   sometime   in   that   first   48   hours   postpartum.   Sometimes   they  
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don't   notice   that.   So   that's   not   necessarily   definitive,   but   they   may   have   have   had   that  

and   there's   a   palpable   separation.   You   can   literally   put   your   fingers   into   this   and   know  

that   it   is   separated.   Sometimes   they'll   x-ray   like   my   friend,   sometimes   they   don't.   But  

you   can   definitely   feel   it,   okay.   So   if   they   just   have   dysfunction   or   retraining   is   your   best  

friend   and   then   you   can   use   your   hands   on   either   side   of   the   pubic   symphysis   to   just  

help   gently   close   it   down   and   approximate   it   as   much   as   possible.   Taping   and   belts  

can   also   be   helpful   with   this   process,   okay.   If   it   is   a   true   separation,   so   here's   one   of  

the   answers   to   your   question   from   earlier.   If   it's   a   true   separation   in   the   acute   setting,  

you   want   to   do   education   about   bed   mobility,   we   really   don't   want   them   rolling   over  

onto   their   side.   

 

So   if   they   can   do   more   of   a   sit-up   type   maneuver   or   use   their   elbows   to   push   up   or  

even   a   trapeze   that's   hung   over   the   bed   or   something   like   that   we   really   don't   want  

them   log   rolling.   That'll   torque   their   pelvis   and   be   very   painful   but   can   also   worsen   that  

separation   as   well.   They   may   need   help   with   transfers.   They   may   need   an   assistive  

device   for   ambulation.   They   may   need   to   make   arrangements   for   help   with   their   child  

because   we   definitely   don't   want   people   who   are   having   trouble   single   leg   stance,  

weight   bearing   and   carrying   a   baby,   okay.   If   they   can   tolerate   a   sacred   iliac   belt   to   help  

with   approximation   of   the   joints,   that's   ideal.   Some   people   can,   some   people   can't.   If  

they   can't,   we   want   them   airing   on   the   side   of   moving   very   little   and   resting   and   then  

trying   again   with   the   belt.   

 

We   don't   want   to   do   any   real   active   hip   or   core   exercise   and   then   use   ice   for   pain   at  

home   for   at   least   the   first   six   weeks.   And   then   typically   we   want   to   get   them   into  

therapy   and   do   gentle   core   strengthening   and   hip   strengthening.   Now,   if   it's   a   really  

extreme   separation,   I   wanna   say   this   patient   had   about   a   14   millimeter   separation,   that  

might   be   something   where   you   need   a   higher   level   of   intervention.   The   kind   of   hard   part  

about   this   is,   there   is   a   surgical   fixation   available,   but   it   involves   literally   screwing   the  

two   sides   of   the   pubic   synthesis   together.   And   if   that   woman   wants   to   have   a   future  
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pregnancy,   you   absolutely   cannot   do   that.   So   we   really   try   hard   with   the   conservative  

care   first.   And   only   if   they   fail   that   do   we   consider   something   more   extreme.   And  

fortunately   most   people   actually   do   really,   really   well   with   conservative   care   if   they   get  

good   care   from   the   beginning.   So   we've   got   a   big   role   to   play   here.   Coccydynia   can   be  

pretty   common   post   vaginal   delivery   and   that   can   be   joint   dysfunction   or   soft   tissue  

dysfunction.   That   pain   will   typically   be   very   pinpoint.   They'll   point   right   to   their   tailbone  

and   it   will   increase   with   sitting,   running,   stepping   up,   trying   to   do   a   pelvic   floor  

contraction.   

 

And   they   might   also   have   pain   during   bowel   movements   or   after   bowel   movements.  

Sometimes   they'll   have   an   intelligent   gate   pretty   often,   but   not   necessarily   always.   And  

often   they'll   feel   the   pain,   they'll   point   that   there's   held   bone,   but   there'll   be   slightly   off  

to   the   side   in   many   situations.   You   can   sometimes   palpate   it   tilt   even   just   externally  

from   the   posterior   aspect   of   it.   And   it   is   possible   for   people   to   fracture   their   tailbone.  

Most   of   the   time   we   are   not   gonna   know   if   it's   fractured   because   it's   not   really   standard  

of   care   to   x-ray   that   post   delivery,   even   if   people   are   having   pain,   but   sometimes   you  

will   have   that   information.   

 

This   is   most   common   in   deliveries   where   a   mom   was   either   flat   on   her   back   or   sitting  

up,   okay.   Just   because   of   lack   of   mobility   and   then   it   can   just   kind   of   get   shoved   off   to  

the   side.   There   are   also,   of   course,   lots   of   people   who   deliver   in   those   positions   and  

don't   have   that   problem.   So   I'm   not   saying   that   just   delivering   like   that   will   necessarily  

doom   you   to   have   coccydynia.   Pelvic   organ   prolapse   again   can   be   pretty   common.  

This   is   extrusion   of   the   posterior   vaginal   wall   that   is   being   pushed   forward   by   the  

rectum   or   the   anterior   vaginal   wall   that's   being   pushed   backwards   by   the   urinary  

system,   or   the   actual   cervix   itself   if   it   is   a   uterine   prolapse   that   you   can   see   visibly  

through   the   vagina,   okay.   It's   usually   due   to   too   prolonged   or   too   forceful   of   a   pushing  

phase   plus   the   weakened   or   stretched   pelvic   floor   or   this   is   the   most   common   thing  

that   I   see   if   people   try   to   go   back   to   exercise   that's   too   hard,   too   soon   before  
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everything   is   recovered   adequately,   okay.   There's   four   stages   of   pelvic   organ   prolapse  

and   conservative   care   can   help   with   all   but   the   most   severe   stage   of   that,   okay.   And  

that's   pretty   much   what   I'm   gonna   say   about   that   and   because   this   by   itself   could   be   a  

whole   lecture   topic   and   really   only   probably   applicable   to   pelvic   floor   PT,   okay.   I   have   a  

question.   What   do,   what   position   do   I   recommend   for   delivery   to   decrease   the   risk   of  

these   issues?   Well,   so   it's   not   actually   possible   to   make   an   across   the   board   delivery  

position   recommendation.   And   the   reason   for   that   is   because   ideal   delivery   position   is  

a   very   finely   tuned   dance   that   involves   both   the   mom   and   the   baby   and   the   mom's  

internal   skeletal   structure   as   well   as   the   baby's   position,   the   baby's   size,   how   big   is   the  

baby's   head,   how   big   are   the   baby's   shoulders   and   how   long   is   the   umbilical   cord.   And  

so   there's   not   really   a   one-size-fits-all   approach   to   that.   

 

The   reason   that   sitting   or   supine   are   the   most   common   is   because   if   you,   if   mom's  

having   an   epidural,   they   can't   hold   their   bodies   up   against   space   or   against   gravity  

necessarily.   And   so   they   need   to   be   in   a   supported   position.   Also   that   lithotomy  

position   meaning   on   your   back   with   your   knees   up   is   by   far   the   easiest   position   for   the  

care   providers   to   see   in.   So   I   think   that's   why   that   one   became   so   popular.   I   see   a   lot  

more   openness   now   to   other   positions   possibly.   

 

But   you   know,   it's   unfortunately,   it   just   depends   on   the   baby   and   some   babies   will   not  

descend   if   you're   not   in   a   specific   position   and   other   babies   will   descend   no   matter  

what.   And   so   I   can't   necessarily   give   you   a   one-size-fits-all.   In   general,   positions   that  

allow   the   pelvis   to   do   that   backwards   and   then   forwards   and   then   backwards   again  

motion,   are   probably   better.   So   sideline   or   quadrupedal.   And   that's   not   to   say   that   the  

mom   has   to   do   the   entire   second   stage   of   labor   that   way,   but   if   she   has   the   ability   to  

move   into   those   positions,   then   that   does   tend   to   help.   And   again,   that's   just   really  

dependent   on   the   mom,   okay.   I   also   have   a   question.   How   common   is   femoral   nerve  

damage   during   delivery?   I   do   see   that   sometimes,   unfortunately.   It   usually   happens,   I  

see   it   less   often   now   because   at   least   the   hospitals   in   my   area   don't   tend   to   use  
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stirrups   as   much   anymore,   thank   goodness,   because   I   used   to   see   a   lot   of  

compression   injuries   from   stirrup   use.   And   now   those   are   less   common.   So   I   don't   see  

as   many.   However,   what   I   will   sometimes   see   is   a   traction   injury   on   the   femoral   nerve  

where   the   people   who   are   helping   mom   will   often   hold   her   legs   up   for   her   or   help   her  

hold   her   legs   up   as   she's   pushing   on   her   back.   If   they   leave   her   in   really   extreme,   like   in  

a   deep   squat   position,   basically   for   too   long,   you   know,   she's   pushing   for   20   minutes,  

nothing's   gonna   happen.   She's   pushing   for   two   or   three   hours   and   they   forget   to   set  

her   legs   down   in   between   contractions.   Sometimes,   you'll   get   some   so   just   some  

stretch   injuries   of   that   nerve.   Rehab   for   that   looks   like   supportive   care.   Most   people   do  

get   that   function   back   eventually,   but   sometimes   they   will   need   an   AFO   or   a   walker   or  

something   like   that   as   they're   healing.   

 

So   yeah,   that   is   unfortunately   something   that   does   happen.   Okay,   so   that's   your   quick  

tour   of   post   vaginal   delivery   complications.   Now   let's   look   at   post   cesarean   sections.  

So   cesarean   section   is   a   surgery.   I'm   sure   everybody   knows   that.   They   make   an  

incision   through   the   abdominal   musculature   in   the   uterus   and   then   they   say   the   uterus  

up   and   staple   the   skin   together,   usually,   sometimes   they   use   glue.   It   just   depends   on  

the   surgeon   preference.   It's   a   pretty   major   abdominal   surgery   and   unfortunately   in   most  

areas   of   the   country   it's   not   standard   of   care   for   people   to   get   rehab   after   it,   like   we  

would   after   knee   surgery   or   something   else.   

 

I   think   that   PTs   have   a   huge   role   to   play   in   changing   this   because   I   think   it's   pretty  

ridiculous   that   we   disrupt   the   core   in   that   way.   And   then   just   say,   oh,   it'll   go   back   to  

normal.   Something   that   surprises   a   lot   of   people   is   that   the   rate   of   things   like   pelvic  

pain,   incontinence   prolapse   and   that   sort   of   thing   are   not   necessarily   lower   and   post  

C-section   patients   compared   to   patients   who   had   a   spontaneous   vaginal   delivery   or  

SVD,   okay.   So   that   suggests   that   it's   at   least   partially   pregnancy   that   causes   pelvic  

floor   issues.   We   used   to   blame   it   completely   on   delivery.   And   actually   there   was   a   time  

period   where   people   would   just   do   elective   cesarean   'cause   they'd   say,   oh,   this   will  
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spare   your   pelvic   floor.   Well   now   we   know   that   that's   not   necessarily   the   case,   okay.  

People   who   labor   for   a   while   a   C-section   can   have   all   the   same   musculoskeletal   issues  

you   expect   following   a   spontaneous   vaginal   delivery.   And   we   do   know   that   planned  

C-sections   where   people   don't   labor   actually   have   a   much   higher   correlation   with  

postpartum   low   back   pain   compared   to   emergency   C-sections   or   vaginal   deliveries.  

We   do   not   know   why   that   is.   I   don't   even   have   a   guest   for   that,   honestly.   People   who  

have   C-sections   can   also,   that's   been   demonstrated   that   they   can   be   at   a   higher   risk   of  

postpartum   depression   as   well.   There's   a   lot   of   thoughts   behind   that   as   far   as,   you  

know,   that's   probably   partially   largely   hormonal   in   nature   and   just   some   of   the   things  

that   happen   hormonally   during   the   delivery   process   that   they   don't   get   the   benefit   of  

those   hormones.   

 

Again,   this   is   not   an   across   the   board.   There   are   certainly   people   who   have   C-sections  

who   do   not   have   postpartum   depression.   But   just   be   aware   that   if   your   patient   had   a  

C-section,   especially   if   it   wasn't   something   that   they   wanted   that   that   can   be   more   of   a  

risk,   okay.   So   when   they   do   a   C-section,   the   most   common   incision   that   I   see   is   this  

bikini   line   incision   that   you   can   see   here   where   they   cut   through   here,   stretch  

everything,   remove   the   bladder,   usually   cut   through   the   uterus,   and   then   pull   the   baby  

out,   okay,   through   this   opening   right   here,   okay.   

 

So   keep   in   mind   that   we're   disrupting   the   core   after   it   was   completely   stretched   out,  

okay.   So   it's   really   important   when   we're   doing   core   retraining   that   we're   incorporating  

coordination   of   the   muscles   and   not   just   purely   strengthening.   We   always   want   to  

check   pelvic   floor   function   if   we   can,   okay.   Now   there   is   another   type   of   incision   that   I  

don't   see   happen   commonly   anymore,   but   this   used   to   be   standard   of   care   and   it   still  

will   happen   if   there's   a   true   emergency   where   they're   like,   this   baby's   got   to   come   out  

this   very   second.   They'll   still   do   it   because   it's   faster,   but   it's   a   vertical   incision   like   this.  

The   outcomes   from   the   verticals   incisions   are   not   as   great   as   I'm   sure   you   can   imagine.  

But   again,   that's   any   more   only   really   performed   if   people,   if   there's   like   a   life   or   death,  
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we   got   to   get   this   baby   out   right   this   minute   kind   of   situation,   okay.   So   now   we'll   talk  

about   some   things   that   can   happen   regardless   of   delivery   type.   So   these   things   are   not  

necessarily   more   common   after   one   type   of   delivery   or   another,   okay.   So   diastasis  

rectus   we   talked   about   a   little   bit   earlier,   so   we   mentioned   this,   but   what   it   is   that   the  

separation   of   the   rectus   abdominis   musculature.   Now   sometimes   they   split   more  

commonly   the   fascia   that   holds   them   together.   So   the   linea   alba   will   just   be   way   overly  

stretched.   And   so   it's   not   helping   to   provide   that   tissue   tension   across   the   midline,  

okay.   This   is   incredibly   common   during   the   last   half   of   pregnancy.   I   think   something   like  

85   to   90%   of   pregnant   women   have   this   during   the   last   half   of   pregnancy.   So   we   don't  

necessarily   think   it's   abnormal   during   pregnancy.   What's   abnormal   is   if   it   persists   past  

about   12   weeks   postpartum,   okay.   

 

But   we   also   know   that   even   people   who   have   a   milder   version   during   that   last   half   of  

pregnancy   can   also   develop   a   more   severe   version   during   labor   as   well.   We   don't  

always   know   why   that   happens,   okay.   If   we   don't   treat   this,   it   can   lead   to   pelvic  

instability   and   low   back   pain   because   of   the   disruption   to   the   core   musculature,   okay.  

see,   I   did   put   up   a   picture.   So   the   words   are   here.   

 

So   you   have   them   in   your   handout.   I'm   gonna   talk   you   through   it   on   the   pictures  

because   I   think   that's,   well,   it's   easier   for   me.   I'm   being   lazy.   If   it's   not   easier   for   you.  

We   can   go   back   to   the   slides   though.   Okay,   so   this   is   the   other,   this   is   actually   more  

commonly   why   I   patients   who   come   in   for   it,   because   it   also   makes   it   to   where   the   belly  

will   just   protrude   a   little   bit   because   you   don't   have   that   ability   to   tense   the   fascia  

across   the   midline.   And   so   a   lot   of   my   patients   will   come   in   for   pain,   but   a   lot   of   them  

also   come   in   because   they   really   don't   like   how   it   looks   aesthetically,   which   is   totally  

understandable.   And   this   is   kind   of   what   you'll   see   is   just   like   this   little   poochy   area   in  

the   abdomen,   especially   around   the   belly   button.   There   is   a   bit   of   a   split   in   the   linea  

alba   there   anyway,   regardless   of   diastasis   or   no   diastasis.   And   so   that   is   where   you'll  

see   that   usually   diastasis   is   widest   and   deepest,   okay.   So   testing   for   it.   You   have  
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people   in   hook   line   like   this   and   then   you   place   your   hand   vertically   like   this.   And   what  

you   are   doing   is   you   have   them   do   a   curl   up.   So   they   need   to   lift   their   head,   and   if   they  

can   lift   their   shoulders   too,   that's   ideal.   And   then   you   see   how   many   fingers   sink   into  

that   split   and   you   need   to   push   down   because   it's   also   really   important   to   know   how  

deep   your   fingers   go.   Depth   of   the   split   is   actually   much   more   important   prognostically  

than   with   the   split,   okay.   So   we   consider   it   to   be   a   diastasis   if   it's   any   wider   than   about  

one   and   a   half   fingers   wide.   And   of   course   the   wider   it   is,   the   more   the   more   intense   it  

is.   And   then   depth   wise,   if   it's   any   deeper   than   about   half   a   knuckle   deep,   again,   we  

will   consider   that   to   be   a   diastasis.   

 

And   I've   seen   some   pretty   severe   versions   of   this.   I   think   my   most   extreme   one   was   a  

mom   who   came   in   and   she   was   having   a   lot   of   back   pain.   She   had   a   really   short   torso  

and   carried   her   baby   way,   way   out   in   front.   I   mean   she   showed   me   a   picture.   It   literally  

looked   like   she   was   carrying   a   watermelon   the   oblong   way   when   she   was   pregnant   and  

her,   she   had   almost   a   five   finger   wide   diastasis   and   I   could   sink   all   the   way   down   to   my  

on   her   like   I   was   like,   oh   my   gosh,   I'm   gonna   run   into   your   spine   here.   But   she   actually  

did   really   well.   

 

There   are   situations   where   you'll   hit   a   point   where   you   can't   really   go   any   further   with  

the   diastasis   and   then   sometimes   people   do   end   up   having   to   have   surgery.   She   ended  

up   getting   to   the   point   where   she   could   pretend   to   that   fashion   enough   to   where   she  

didn't   have   pain   and   she   was   good   with   that,   okay.   So   prognosis   depends   on   severity.   I  

mentioned   already   that   the   really   severe   cases   might   actually   require   surgical  

intervention.   Some   people   choose   it   again   because   there   may   be   a   point   where   you're  

like,   okay,   aesthetically   this   is   where   it's   gonna   be.   And   some   people   are   okay   with   that  

and   some   people   are   not.   And   that's   one   of   those   situations   where   I'm   like,   you   know  

what,   it   is   your   body   and   it   needs   to   be   something   that   you're   comfortable   with,   okay.  

In   those   really   extreme   cases   though,   it's   possible   that   they   may   require   surgical  

intervention   because   of   the   possibility   of   herniation.   If   that   split   is   too   wide,   the   bowels  
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can   actually   herniate   through   it,   so   realize   that   that   could   be   the   case.   But   in   happy  

news,   most   cases   respond   really   positively   to   conservative   care,   okay.   So   for   severe  

diastasis   and   especially   during   the   acute   phase,   these   things   are   really   true.   You   really  

want   people   to   try   to   avoid   a   lot   of   torso   twisting,   especially   a   twist   and   pull   or   a   really  

far   reach,   especially   at   mid   range.   What   we're   wanting   to   do   is   encourage   those  

muscles   to   heal   back   together   or   towards   one   another   as   opposed   to   pulling   apart.   No  

sitting   up,   no   doing   a   setup   type   motion,   crunching,   leg   drops,   those   sorts   of   things.  

Those   are   completely   off   limits   until   we   get   that   to   shrink   a   little   bit.   

 

For   the   supine   to   set   transition,   we   want   them   to   use   that   log   roll   method.   So   roll   onto  

the   side   and   then   push   up   with   your   arm   as   opposed   to   doing   a   setup.   And   then   if  

they're   gonna   cough   or   sneeze   if   they   have   time,   I   realized   sometimes   this   can   sort   of  

come   out   of   the   blue   and   surprise   people,   but   if   they   have   the   ability   to   manually   splint  

by   putting   their   hands   on   both   sides   of   the   split.   So   you   know,   and   this   could   be  

standing,   it   doesn't   have   to   be   supine,   but   they   would   actually   put   their   hands   here   and  

here   and   push   in   if   they're   gonna   cough   or   sneeze.   

 

That   can   be   extremely   helpful.   I   have   a   question.   Have   I   ever   seen   a   patient   with   both  

pubic   symphysis   separation   and   diastasis?   I   have,   and   that   is   tricky   because   you're  

right   that   these   acute   care   recommendations   are   pretty   opposite   from   one   another.   And  

so   it's   kind   of   tough.   So   the   issue   there   is   that   you,   I   think   you   have   to   deal   with   the  

most   painful   one   as   being   the   most   acute   or   important   one   if   it's   a   true   separation.  

Most   of   the   people   that   I've   seen   that   have   both   just   have   a   pubic   synthesis  

dysfunction   so   they   can   still   tolerate   that   log   roll.   But   if   they   have   a   true   separation,  

then   we   have   to   prioritize   that   first.   In   those   situations,   I   really,   really   try,   certainly   in   the  

hospital,   if   we   can   all   get   them   to   have   the   triangle   chirpies   above   their   bed   that   they  

can   pull   themselves   up   with,   that   is   the   ideal.   At   home,   if   they   have,   you   know,   another  

adult   in   the   home   basically   who   can   help   them   or   they   can   set   something   up   to   where  

they   can   pull   or   push   themselves   up.   Or   sometimes   I'll   have   them   buy   one   of   those  
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wedge   pillows   so   that   they're   not   at   least   starting   lying   down   all   the   way   flat   just   to   try  

to   help   make   it   to   where   they   don't   have   to   roll   to   the   side   as   much.   But   yeah,   those  

are   tough   and   you   just   have   to   do   the   best   you   can   to   get   them   as   functional   as   you  

can   within   their   pain   limitations.   It's   a   lot   easier.   It's   a   lot   easier   to   rehab   a   diastasis  

after   the   fact   than   it   is   a   separation   that   doesn't   heal   well.   So   I   tend   to   prioritize  

separation   first   and   then   diastasis   second.   If   you   can   benefit   both,   that's   better.   But  

that's   not   always   the   real   world   for   people,   okay.   And   then   how   long   do   patients   with  

the   diastasis   have   to   follow   the   precautions   and   when   can   you   start   retaining?   So   they  

really   should   follow   these   acute   precautions   here.   And   again,   this   is   for   severe,   more   of  

a   severe   diastasis,   so   people,   and   they'll   typically   have   pain   with   a   lot   of   these   motions,  

so   they'll   often   just   self   apply.   

 

But   you   really   want   people   to   do   that.   All   of   these   things,   ideally   for   at   least   the   first   six  

weeks   or   so   if   they   can.   And   to   what   extent   that   they   can.   Our   postpartum   program   at  

our   hospital,   they   assess   for   diastasis   on   the   postpartum   floor.   So   those   of   you   who  

work   postpartum,   or   sorry,   who   work   with   acute   care   and   see   people   on   the  

postpartum   floor   could   certainly   look   for   that.   

 

And   if   they   find   people   that   have   more   than   about   a   three   finger   separation,   that's  

between   one   and   a   half   and   two   knuckles   deeper   and   more   than   they   will   give   them  

these   precautions   and   tell   them   to   continue   doing   them   until   they   follow   up   with  

outpatient,   which   is   usually   six   to   eight   weeks   postpartum,   okay.   So   when   you're  

treating   it,   you   always   want   to   retrain   from   the   bottom   up.   So   you   wanna   retain  

transverse   abdominus   first   because   what   you're   trying   to   do   is   teach   the   muscles   again  

to   pull   towards   midline,   not   away   from   midline.   So   you   really   want   the   transverse  

abdominis   first,   then   the   obliques,   and   then   layering   on   that,   that's   rectus   abdominis  

last,   okay.   You   can   start   retraining   pretty   soon   if   the   woman   had   a   vaginal   delivery,   you  

can   begin   even   in   the   first   week   or   so   postpartum   with   just   some   very   gentle  

activations.   And   then   you   want   to   wait   about   four   to   six   weeks   after   the   C-section  
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because   you   really   need   to   allow   time   for   that   scar   to   heal,   okay.   So   some   of   the   things  

that   you're   doing,   just   anything   that   you   can   think   of   that   we'll   turn   that   transverse  

abdominis   on.   So   it   can   even   just   be   that   gentle   drawing   in   maneuver.   It   could   be   bent  

knee   fallouts,   it   could   be   supine   marches.   At   the   beginning,   in   the   earlier   stages,   I   will  

have   people   use   their   hands   to   approximate.   So   that   method   I   was   talking   about   for  

people   if   they're   going   to   sneeze   or   cough   then   we   can   have   that   same   method   used  

where   you're   using   your   two   hands   on   either   side   to   help   just   push   in   and   approximate.  

And   what   that's   really   trying   to   do   is   just   remind   their   muscles   that   we   want   to   pull   in,  

not   pull   out   and   not   separate   further,   okay.   

 

And   then   as   they   progress   through   that   process,   then   they're   able   to   add   on   other  

parts.   Again,   you   will   add   in   maybe   some   leg   and   arm   movement,   you   can   add   in  

things   that   are   designed   to   activate   the   obliques.   So   maybe   they've   mastered,   you  

know,   just   some   supine   stabilization   marching.   And   so   maybe   you   add   a   very   lightly  

weighted   unilateral   fly   with   their   arms   or   something   out   to   the   side,   okay.   So   there's   a  

lot   of   different   options   with   that.   

 

Again,   this   could   really   be   a   whole   course   of   its   own,   but   there's   some   also   really   great  

articles   that   outweigh   some   pretty   cool   training   processes   that   work   really   well   for  

patients   with   this.   So   definitely   take   a   peek   at   those.   And   then   you   watch   for   closure  

and   depth   shrinking.   More   so   the   depth   shrinking,   but   it's   also   helpful   just   to   monitor  

the   closure.   Your   goal   here   is   to   teach   them   to   use   their   muscles   to   pretense   across  

that   midline   and   therefore   allow   them   to   control   intraabdominal   pressure   regulation,  

okay.   And   again,   that   maximize   inquiry   training   webinar   has   a   lot   of   specific   exercises  

that   can   be   utilized   and/or   modified   for   this   diastasis   rectus   diagnosis.   So   feel   free   to  

check   that   out   as   well.   And   then   as   they   improve   with   their   ability   to   control   those  

muscles,   then   you   go   onto   more   advanced   stability   chaining   things   like   bird   dog,  

eventually   planking,   unilateral   stance,   all   of   those   types   of   things.   And   then   just  

remember   that   if   you're   having   trouble   activating   the   muscle,   sometimes   manual  
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therapy   can   help   with   that,   be   that   a   manipulation   and   mobilization,   et   cetera.   But  

that's   always   something   to   try   if   they're   just   really   struggling   to   turn   those   muscles   on,  

okay.   So   pelvic   floor   dysfunction   can   occur   also,   okay.   And   it's   equally   likely   regardless  

of   which   type   of   delivery   they   had.   Certainly,   with   vaginal   delivery,   there   can   be   direct  

trauma   or   scar   tissue   to   the   pelvic   floor,   especially   with   an   instrument   assisted   delivery  

or   an   episiotomy.   We   didn't   really   talk   about   that,   but   that's   where   they   make   a   surgical  

cut   on   the   perineum   itself.   Certainly   perinatal   tears   can   occur   as   well.   The   levator   ani,  

which   is   one   of   the   pelvic   floor   muscles   can   ables,   and   that   can   happen   during  

pregnancy   as   well   as   during   delivery.   And   then   we've   already   talked   about   pelvic   floor,  

or   sorry,   pelvic   organ   prolapse,   okay.   

 

People   can   develop   cervical,   thoracic   and   rib   pain   due   to   some   of   the   changes   in  

pasture   with   childcare   that   we've   talked   about   kind   of   briefly   when   we   were   mentioning  

the   postpartum   ergonomics.   But   just   keep   in   mind   that   almost   everything   that's  

involved   in   caring   for   a   young   child   sort   of   puts   people   into   this   bent   hunched   forward,  

forward   head   rounded   shoulders   type   of   posture.   And   to   some   extent   that's   not  

necessarily   completely   avoidable,   but   that's   where   those   ergonomics   can   come   in  

really   really   handy.   And   even   just,   it   can   be   so   powerful   to   teach   people   to   stretch   and  

open   up   their   chest   and   do   breathing   and   all   of   that   can   really   help   a   lot   with   that   pain  

and   discomfort.   

 

Also   keep   in   mind   that   especially   if   people   are   breastfeeding,   their   breasts   could   have  

increased   even   another   cup   size   or   two   from   their   pregnancy   size,   so   where   they  

already   grew   during   pregnancy,   they   may   have   grown   even   more   postpartum.   And   then  

again,   patient   education,   super   important   feeding   position,   you   know,   just   propping  

baby   up   with   clothes   to   where   mom   doesn't   have   to   lean   over   can   help   a   lot.   Child  

caring   positions,   even   simple   things   like   switching   arms   back   and   forth   and   not   always  

using   the   same   side.   And   then   just   stretching   and   movement,   especially   movement  

that's   oriented   towards   opening   up   the   chest   and   the   rib   cage   can   be   super   beneficial  
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from   campaign   control   standpoint   as   can   muscle   activation   of   the   scapular   stabilizers.  

So   just   getting   those   kicked   in   a   little   bit   more.   Low   back   pain   and   pelvic   girdle   pain.  

This   can   be   caused   from   the   placement   of   the   epidural   or   the   spinal,   like   we   mentioned  

earlier,   it   also   can   just   be   a   continuation   and   something   like   30%   of   people   who   have  

low   back   pain   during   pregnancy   will   continue   to   have   low   back   pain   after   pregnancy.  

Okay,   and   it   really   has   the   same   underlying   cause   when   it's   that   mechanical   joint  

dysfunction.   

 

So   you   don't   have   the   downward   pressure   of   the   uterus   anymore   necessarily,   but   you  

are   carrying   a   baby   around   all   the   time   and   newborns   don't   help   you   hold   them   at   all.  

Anyone   who's   had   a   newborn   knows   that   and   so   it   can   almost   force   you   to   be   in   this  

really   uncomfortable,   awkward   position   and   then   you   have   that   ligamentous   laxity.  

Sometimes   it   can   even   show   up   much   later.   Most   commonly   I   see   it   showing   up   in   the  

pretty   soon   postpartum   period.   But   what   will   often   happen   is   I'll   have   people   come   in  

in   their   forties   and   you   know,   I'll   be   asking   them   more   about   their   low   back   pain   and  

they'll   say,   yeah,   you   know,   it   really   started   after   I   had   my   baby,   but   it   was   mild   enough  

that   I   just   kind   of   ignored   it   and   I   was   really   busy   and   taking   care   of   my   baby   and   just  

never   took   care   of   it   until   now.   So   I   realized   that   could   show   up   at   that   point   as   well.  

And   again,   just   some   of   those   ergonomics   can   be   super   helpful   with   mitigating   the   pain  

from   this   and   also   with   decreasing   the   likelihood   that   it   will   happen.   We   talked   a   little   bit  

about   these   already   actually.   

 

So   fibular   nerve   and   pain   and   problems   from   compression.   Typically   what   I   see   with  

this   is   foot   drop   or   weakness,   numbness,   tingling   and   pain.   A   lot   of   times   this   does  

resolve   on   its   own   and   so   PTs   role   is   more   supportive,   giving   them   the   equipment   that  

they   need   whether   that   would   be   an   AFO   or   a   walker   or   whatever,   and   sometimes   they  

actually   truly   need   strengthening.   Somebody   could   pop   that   question   down   into   my  

box.   That   would   be   super   awesome,   thank   you.   Okay,   so   what   should   an   outpatient  

postpartum   evaluation   look   like?   It   should   be   a   functional   movement   assessment   to  

54  
 



 
 

look   at   motor   patterns   and   then   evaluate   any   specific   pain   or   dysfunction   that's  

present.   I   think   you   should   check   everyone   across   the   board   for   diastasis   and   then   if  

you   have   the   ability   to   do   a   pelvic   floor   exam,   that   can   be   really   helpful   and   beneficial  

information   as   well.   I   would   contend,   and   actually   ACOG   came   out   at   the   American  

College   of   Obstetricians   came   out   with   a   statement   that   agreed   with   this.   But   really,  

probably   most,   or   if   not   all   postpartum   women   should   get   an   outpatient  

musculoskeletal   wellness   exam   from   a   PT   somewhere   between   six   and   10   weeks  

postpartum,   okay.   Before   six   weeks   postpartum,   there's   so   much   that's   still   changing  

that   it   doesn't   necessarily   give   you   a   lot   of   accurate   information.   So   if   it's   a   wellness  

exam,   I   like   to   wait   until   at   least   six   weeks.   If   they're   having   pain   or   problems,   then   I'm  

more   than   happy   to   see   them   earlier   to   work   on   that,   okay.   

 

So   the   question   was   how   could   you   educate,   or   how   would   you   educate   a   patient   who  

has   sharp   pain   along   the   pubic   synthesis   from   transition   in   sit   to   stand?   Yeah,   I   see   that  

really   commonly   prenatally   and   sometimes   postpartum   as   well.   What   helps   with   it   is  

doing   some   pelvic   mobility   and   sitting   before   they   stand.   And   also   realize   the   longer  

they   sit,   the   more   likely   they're   gonna   have   that   pain   and   the   more   severe   it's   likely   to  

be.   

 

So   I   also   try   to   get   them   up   and   moving   frequently   if   I   can,   but   then   even   just   having  

them   do   some   ATP   and   lateral   just   pelvic   rocks   literally   can   help   with   that   because   a   lot  

of   times   what   happens   is   that   the   pelvis   is   sort   of   just   settled   into   that   seated   position  

and   then   they   go   to   stand   up   and   everything   is   moving   and   that   pubic   synthesis   is   like,  

no   way   dude,   stop.   So   that   tends   to   help   a   lot.   They   can   also   do   some   pubics   or   sorry,  

some   pelvic   mobilization,   self   mobilization   and   standing.   So   just   again,   kind   of   rocking  

their   pelvis   back   and   forth   or   going   around   in   a   circle   with   it.   Pelvic   stabilization   belts  

can   help   a   lot.   So   even   just   like   the   SI   lock   belt   that   a   lot   of   us   use   for   low   back   and   SI  

joint   pain   can   be   super   helpful   with   pubic   symphysis   pain   also.   So   those   are   my   big  

ones.   And   then   just   giving   their   pelvis   a   second.   So   don't   stand   up   and   then   just   try   to  
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take   off   walking,   give   yourself   a   minute   to   just   kind   of   settle   and   then   start   walking,  

okay.   So   there's   some   case   studies   in   there.   But   we're   somewhat   out   of   time,   so  

wanted   to   see   if   anyone   else   had   any   other   questions.   Those   are   my   four   little   reasons  

that   I   have   explored   this   world   a   little   bit   as   a   patient   as   well   as   a   therapist.   But   yeah,  

does   anyone   have   any   other   questions?   I   know   we   sort   of   flew   through   this   material.   I  

can   literally   make   this   talk   into   a   full   day   long   lecture   lab   combination.   And   so   it's   a   lot  

to   cover   in   two   hours,   but   hopefully   will   help   to   at   least   expand   your   toolbox   a   little   bit  

and   just   feel   like   you   have   some   confidence   in   at   least   knowing   where   to   start   with  

some   of   these   patients   'cause   PT   is   really   a   powerful   and   beneficial   thing   for   people.  

So   I   have   a   question.   Have   I   had   any   success   with   dry   needling   or   for   incontinence   or  

pain   postpartum?   I   actually   don't   personally   dry   needle   because   I   live   in   a   state   where  

it   was   up   until   extremely   recently   illegal.   

 

And   so   I   just   haven't   gotten   around   to   doing   the   training   for   it.   But   I   have   a   lot   of  

colleagues   who   do   dry   needle   and   find   it   to   be   super   helpful   for   both   pain   and  

incontinence   and   they   actually   dry   needle   along   the   tibial   nerve   for   incontinence   and  

are   getting   really   powerful   results   from   that.   And   then   obviously   with   pain   they   needle  

like   you   would   for   pain   anywhere   else.   Yeah,   you   did,   all   right.   Oh,   one   more   here.   Do   I  

recommend   any   resources,   courses,   et   cetera   for   people   who   work   in   acute   care?   I   do  

have   a   handout.   I   would   be   more   than   happy   to   share   my   handout   that   I   have  

developed   for   our   hospital.   You   can't   print   it   and   give   it   to   people   because   it   belongs   to  

the   hospital.   

 

But   if   anyone   wants   to   look   at   it   just   to   get   ideas   of   what   to   do,   you'd   be   more   than  

welcome   to   ask   me   for   that.   I'm   gonna   give   my   email   address   to   the   Continue   Ed  

people   and   hopefully   they   can   get   that   out   to   all   of   you.   But   it   is   jstone@eimpt.com.  

You're   more   than   welcome   to   ask   me   for   that   and   I'd   be   happy   to   share.   And   then   I  

have   a   question   that   says,   actually   could   someone   pop   that   question   out   for   me?  

Sorry,   I   can   only   see   about   half   of   it.   Let's   see,   if   a   patient   has   pubic   symphysis   pain  
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during   pregnancy,   thank   you,   that   does   not   resolve,   how   soon   would   I   treat   them  

postpartum?   I   generally   tell   people   for   anything   that   is   involving   pain   postpartum,   that   I  

am   more   than   happy   for   them   to   come   and   see   me   as   soon   as   they   want   to   get   out   of  

the   house.   I   don't   see   any   particular   reason   why   they   should   continue   to   have   pain   if   I  

can   use   my   hands   to   help   mitigate   that   for   them,   okay.   That   is   what   I   tell   people   for  

back   pain,   pubic   symphysis   pain,   any   other   type   of   pain   they   may   be   having.  

Awesome,   there's   my   email   address   there.   Thank   you   all   so   much   for   your   attention,   I  

hope   you--  

 

-   [Jessica]   Excellent.   Thank   you   everyone   for   attending   today's   ELearning   course.   We  

really   appreciate   it   and   thank   you   so   much   Jennifer,   for   sharing   your   expertise   with   us.  

This   does   conclude   today's   course.   Please   join   us   again   for   future   courses   on  

physicaltherapy.com.   Make   sure   to   like   our   Facebook   page   and   follow   us   on   Twitter   for  

our   latest   courses.   You   can   also   see   a   list   of   upcoming   live   courses   on   the  

physicaltherapy.com   Website.   Enjoy   the   rest   of   your   day   everyone.  
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