
 

 

Diastasis of the rectus abdominis muscles. 

Understand, identify and treat it! 
 

Diastasis Recti (DR) is one of the most common conditions we see in our postnatal clients at 
Physio Down Under. Over the last few years, this has become a hot topic and widely discussed 
across the internet and social media sites. As a result, there is some conflicting advice, 
uncertainty and varying degrees of anxiety regarding the safety of exercises, daily activities and 
future core health. In this article, we aim to outline the current understanding of diastasis and its 
management.  

 

So...what exactly is a diastasis? 

 

The word diastasis means ‘separation’ or ‘space’, and in this case it is caused by a stretch of the 
connective tissue, which joins the two sides of the rectus abdominis (also known as the ‘6-pack 
muscles’). This connective tissue is called the linea alba (‘white line’) and is made up of many 
layers of collagen, which is the same material that makes up fascia, tendons and ligaments.  

 

We now know two things from research studies: 

! 100% of women have some degree of diastasis towards the end of their third trimester (the 
abdominal muscles have to stretch to create space for the growing baby) 

! It is not preventable, BUT learning how to move and use all of the abdominal muscles in a less 
pressurised way can help achieve better function and improve the way it looks. 

 

It is important to note that the linea alba does not usually tear or split apart. Even in some severe 
cases of diastasis, the tissue is intact, and this is different from a hernia, where there is a loss of 
tissue integrity, and an internal organ can then push or poke through a ‘small hole’ or ‘split’. 
However, some women can have a hernia in addition to a diastasis, and this can require further 
medical investigations, such as an ultrasound scan to confirm it.  

 

How is a DR identified and diagnosed?  

 

Many women seek treatment when they get tired of people asking them their due date, despite no 
longer being pregnant! An over-stretched linea alba, plus an imbalance in muscle recruitment (ie. 
some weak and lengthened muscles, others tight and overactive) can make the abdominal wall 
continue to look like a pregnant ‘bump’, and this can significantly affect some women’s function 
and self-esteem.  

 



 

 

Another common characteristic is the ‘doming’ appearance or ‘sinking’ in of the linea alba on 
movements that increase pressure within the belly, such as during a sit up, leaning to lie back 
down, and lifting both legs up at the same time. Women with a significant diastasis complain of 
feeling weak during certain tasks or sports which involve twisting, for instance boxing, golf, 
tennis, stand up paddleboarding, or daily activities like placing a car seat with a baby inside the 
car. 

 

The most commonly used test to measure the diastasis is to use your fingers (facing your feet), 
lying on your back, knees bent and doing a small head and shoulder lift, as if about to start a sit 
up (might be good to insert a photo of the test?). A space measuring more than 2-2.5 finger-
widths (or approximately greater than 2 cm) is defined as a diastasis. The vast majority of 
diastasis happen at the navel and above, some happen at the navel and below and others can 
extend from top to bottom (photo). This space between the two bands of muscle is called the 
inter-recti distance (IRD), and it is measured most accurately with imaging ultrasound (same as 
the one used to see the baby during pregnancy). 

 

For a long time, the focus has been only on measuring the gap (IRD), but current research 
indicates that in order to achieve a flatter and stronger abdominal wall, we should also look at 
what is happening inside that space, the linea alba. If it domes (pokes out) or sinks in, that is a 
sign of poor pressure distribution (photos). Surprisingly, the study by Lee & Hodges (2016) found 
that when women used all of their deeper abdominal muscles to tense and flatten the linea alba, 
the gap got a little wider, but they felt stronger and looked better. So the question is: should we 
mind the gap so much? That discussion is ongoing, but in clinical practice, we sometimes see 

women with a wide diastasis who can tense and flatten the linea alba, just as we see women with 
a narrow diastasis who dome or sink in the middle. Each person moves differently, so having a 
specialist physiotherapist assess your movements and make specific suggestions for you,                                   
can help improve the look and function of your postnatal abdominal wall.  

 

 

Why is it important to identify a DR? 

  

Diastasis recti in itself is not considered a serious medical condition, and as such, many doctors 
do not see it as a problem that needs to be addressed early on. There is a wide variation in the 
degree of severity, with some women having a 2cm wide DR with mild/moderate depth of the 
linea alba and others with extremely severe width (up to 12cm) and depth. Specialist advice can 
help reduce anxiety and fear of movement, allowing women to resume physical activity with 
confidence. Ultimately, it is essential to identify what it is important for each woman, whether it is 
purely a dissatisfaction with the way she looks and/or a functional limitation restricting normal 
movement. Each and both can affect women’s quality of life.  

 

A study in 2016 by Norwegian pelvic floor specialist, Kari Bo, concluded that women with diastasis 
were not more likely to have weak pelvic floor muscles or pelvic floor dysfunction (incontinence and 
prolapse). However, the women in this study were followed up only until 12 months postnatal.  



 

 

Another study by Spitznagle et al (2007), looked at women who were more than 20 years postnatal 
and found a higher correlation between women who had diastasis and pelvic floor dysfunction, 
such as prolapse. Clinically, the women we see who have a poorly controlled diastasis often 
complain of reduced strength to perform some of the sports they used to love doing, or they may 
have lower back pain and/or pelvic floor dysfunction, such as incontinence and prolapse.  

 

In all postnatal women it is common to observe a loss of the normal abdominal cough reflex, which 
shows itself as the lower tummy bulging or pushing out when the woman coughs (as well as when 
she sneezes, laughs, sings, etc). This can be present with or without a DR, and it is a result of 
weakness in the deeper lower abdominals having been stretched in pregnancy. 

 

In addition to affecting strength and function, many new Mums with a DR report lower self-esteem 
regarding their body image and struggle with getting back into intimacy with their partners. 
Emotional health is of extreme importance in the postnatal woman, and it can be a struggle for 
many women with a DR, especially when much of the online message is that all Mums can get 
their pre-baby figures back if they ‘work hard’ at it.  

 

 

Who is at risk of having a DR?  

 

As mentioned above, we have now accepted that we cannot stop DR from happening during 
pregnancy: it is a normal physiological effect of the abdominal wall as the baby grows. 
Unfortunately, we don’t know exactly why some women’s skin and tissues stretch past a point 
that does not return to normal after delivery, while others recover with minimal effort. 

 

Diane Lee, an expert physiotherapist in the study of diastasis recti, states that the current clinical 
evidence does not correlate a persistent postnatal DR with factors such as: 

• the size or weight of a woman 

• baby weight 

• abdominal circumference 

• age 

• ethnicity 

• how much, how little or what type of exercise she has done during pregnancy.  

There are some hypothesis surrounding genetic components related to collagen, which still 
need to be investigated.  

 

So, for the time being, we cannot reliably predict who will develop a DR. Having said that, we 
advise women during pregnancy, especially from the 2nd trimester onwards to observe the 



 

 

pressures placed on their abdominal wall. That does not mean we tell all women that they cannot 
perform a plank or a push up during pregnancy. If a woman can control her abdominal midline, 
and perform a task without doming or breath holding, and without feeling downward pressure in 
her perineum, then she may be safe doing higher level exercises. If a pregnant woman is unsure 
of her form and how to best adjust it while exercising, it is a good idea to seek professional advice 
from a women’s health physiotherapist.                             

 

How do we manage a DR?  

 

Because every woman has a unique way of moving, it is difficult to have a one-size-fits-all 
programme. A thorough physical assessment followed by an individualised rehabilitation 
programme is ideal. The ultimate objective is for women to feel more confident in themselves, to 
monitor and reduce pressures through the DR, and to be able to resume physical activities that 
they enjoy.  

 

The following is a general outline of how we approach the treatment of DR: 

 

1. Education of the condition 

 

! We offer clear and positive explanations on DR, so that there is less fear of movement. The 
language used around DR often involves words like ‘split’ or ‘torn abdominal muscles, and  this 
leads many women to feel like their bodies will ‘break’ or further ‘split/tear’ if they do certain 
movements. Although we want to minimise the doming and amount of pressure that gets placed 
on the linea alba, we have to reassure women that human tissue is strong and with exercise, 
these tissues can dense up and get stronger.  

 

! There is not a set list of exercises that women are not allowed to do. The assessment highlights 
whether a woman has enough strength and stability to perform a particular movement. In 
summary, it is not ‘what’ they cannot do but it is ‘how’ they can do it, and this will vary from 
person to person. 

 

2. Optimise posture and alignment 

 

!  It is common for new Mums to adopt a sway back posture, where their hips and pelvis rest 
forwards to their shoulders and ribcage. This posture especially noticeable from a side view 
when holding a baby. It can increase pressure through a DR, so it is best to address it as early 
as possible. 

! We aim to correct alignment during daily activities, like holding and handling babies and toddlers, 
as well as during exercise 



 

 

 

3. Normalise breathing mechanics and improve use of  intra-abdominal pressures 

 

! During pregnancy, breathing mechanics can change because as the baby grows, the uterus 
squashes up against the big breathing diaphragm muscle, causing shallower and mostly upper 
chest breathing . As a result, pregnant women are more likely to use breath-holding as a way to 
perform simple tasks; this can carry on after delivery, and it is not the best way to manage intra-
abdominal pressures.  

 

4. Strengthen all of the abdominal muscles and ensure there is healthy pelvic floor muscle function 

 

 

! The deepest layer of abdominal muscles is called the transversus abdominis, and together with 
the pelvic floor muscles, they provide tension to flatten and stabilise the linea alba. These 
muscles are often weakened and stretched from pregnancy and delivery, so this is where we 
usually need to start with strengthening exercises.  

 

! Assessment of the pelvic floor muscles is very important regardless if women have had a vaginal 
or C-section delivery. These muscles can either be weak with low tone or weak with high tone 
(tense and overactive); treatment is approached differently in either case 

 

! It is also essential to address and strengthen the obliques and the rectus abdominis muscles. If 
not well balanced, these muscles can easily overtake the deeper layer and cause doming, which 
places pressure on the linea alba.  

 

 

 

 

 

How long does it take to heal a DR? And when is surgery indicated?  

 

Healing time scales can vary from person to person, and research indicates that the majority of 
women heal naturally within the first 4-12 weeks. It is estimated that approximately 30% of women 
have a persistent DR. Many of these will achieve a ‘functional DR’, which means they can have a 
width greater than 2-2.5 cm, but they can effectively tense and flatten the midline, so there is no 
doming or sinking inward of the linea alba. They can achieve a flatter abdominal wall and feel 
strong. Some women develop a functional DR after 6-8 weeks of rehab, whereas others take up to 
one or more years postnatal.  



 

 

 

In most cases, women learn to live well with a DR, however surgery may be the only option for 
some women to regain better function. Expert clinical advice states that surgery should not be 
considered until: 

 

! At least one year postnatal 

! Stopped breastfeeding for at least 3 months 

! Consistently tried rehabilitation of the abdominal wall (3-6 months of targeted exercises) 

! Persistent back pain and/or pelvic floor dysfunction 

! Emotional issues related to body image and self-esteem 

! Excessive skin laxity 

 

 

The decision to have a surgical repair should not be taken lightly. However, once decided, we need 
to support rather than judge women for choosing that option. Rehabilitation is not a waste of time 
for women who eventually go for surgery, as alignment, breathing and pressure management are 
important factors to optimise the post-surgical recovery. It is best to go into surgery feeling 
confident of what post-surgery rehabilitation will involve, to promote the most successful outcome.  

 

Here is a list of good online resources with reliable and accurate information on DR: 

 

! Diane Lee: dianeleephysio.com  

! Brianna Battles: briannabattles.com  

! Julie Wiebe: www.juliewiebept.com 

 

 

 

 

 

 


