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Ankle Fracture Rehabilitation
Non-Surgical Treatment — Stable Fracture Patterns
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	Most children with a stable, non-displaced ankle fracture heal completely with a cast or boot alone — surgery is not needed for this type of injury.



What Is This Condition?
An ankle fracture is a break in one or both of the bones that form the ankle joint — most commonly the fibula (the thinner bone on the outside of the ankle) and sometimes the tibia (the shin bone). "Stable" and "non-displaced" mean the broken bone ends have not shifted out of position, so the fracture is being held in good alignment by the surrounding soft tissue and can heal without surgery.
In children, this is one of the most common injuries seen after a twisting fall, a sports injury, or a misstep off a curb or playground equipment. What looks like a bad ankle sprain in a child is often, in fact, a fracture through the growth plate.

Anatomy: Why Kids' Ankles Are Different
The ankle joint is formed by the bottom of the tibia and fibula wrapping around the top of the talus (the ankle bone). In growing children, each of these bones has a growth plate (physis) near the ankle — an area of cartilage that is actually weaker than the ligaments that support the joint.
Because of this, a twisting force that would sprain a ligament in an adult more often fractures the growth plate in a child. This is why any child with significant ankle pain and swelling after a twisting injury should be evaluated for a fracture, even if it "looks like just a sprain."

Natural History — What to Expect
1. These fractures heal well in children. Kids' bones remodel and heal faster and more reliably than adult bones.
1. Bone healing (the fracture becoming "sticky" and stable) typically occurs within 4 to 6 weeks.
1. Growth plate involvement at this location (Salter-Harris I or II) very rarely disrupts future growth. Growth disturbance is a concern with different, higher-grade injury patterns — not this type of stable fracture.
1. Swelling, mild stiffness, and some muscle weakness after cast or boot removal are normal and expected — they resolve with time and gentle use of the leg.



Treatment Options
Stable, non-displaced ankle fractures are treated with immobilization alone — no surgery is required.
1. Cast: A short-leg cast is worn for 4 to 6 weeks. This may start as a non-walking cast and be changed to a walking cast, or may be a walking cast from the start, depending on the fracture pattern.
1. CAM (fracture) boot: For some fracture patterns, a removable walking boot is used instead of a cast for the full 4 to 6 weeks. The boot can be removed for bathing and for gentle motion exercises as directed.
1. Weight-bearing: Unless told otherwise, children are weight-bearing as tolerated (WBAT) in the cast or boot — meaning it is safe to put as much weight on the leg as is comfortable.

	MRI Is Not Routinely Needed
Plain X-rays are sufficient to diagnose and follow this type of fracture. MRI does not change treatment for a stable, non-displaced fracture and is not part of routine care.



Rehabilitation Phases
Rehabilitation is guided by healing milestones, not strictly by the calendar. Your child progresses to the next phase once the goals of the current phase are met.

	Phase 1 — Protection Phase    (Weeks 0–4 to 6)

	Weight-Bearing / Immobilization
1. Weight-bearing as tolerated (WBAT) in cast or boot, unless directed otherwise
1. Cast or CAM boot worn at all times (boot may be removed for hygiene and directed exercises only)
	Goals & Interventions
1. Protect the healing fracture
1. Control swelling and pain
1. Maintain comfort with daily activities
Interventions
1. Elevate the leg above heart level when resting, especially in the first 1–2 weeks
1. Ice over the cast/boot for swelling as needed
1. Toe and knee motion within the cast/boot to discourage stiffness
1. Formal physical therapy is not needed during this phase for most children

	Criteria to advance: Scheduled follow-up X-ray shows adequate healing to discontinue immobilization.






	Phase 2 — Early Motion Phase    (First 1–2 weeks after cast/boot is discontinued)

	Weight-Bearing / Immobilization
1. Progress to full weight-bearing out of the cast/boot as tolerated
1. No brace required for most children; a boot may be used briefly for comfort with walking
	Goals & Interventions
1. Restore ankle range of motion
1. Normalize walking pattern (resolve limp)
1. Reduce residual swelling
Interventions
1. Active ankle range-of-motion exercises (circles, alphabet tracing, up/down, side-to-side)
1. Gentle stretching of the calf and Achilles tendon
1. Stationary bike or pool walking for low-impact motion
1. Gait training if a limp persists beyond 1–2 weeks

	Criteria to advance: Near-full, pain-free ankle range of motion and a normal walking pattern without a limp.




	Phase 3 — Strengthening & Balance Phase    (Roughly weeks 6–9 (2–4 weeks after cast/boot removal))

	Weight-Bearing / Immobilization
1. Full weight-bearing, no assistive device
1. None
	Goals & Interventions
1. Rebuild calf, ankle, and foot intrinsic strength
1. Restore balance and proprioception
1. Prepare for higher-impact activity
Interventions
1. Resisted ankle exercises (theraband) in all directions
1. Single-leg balance progressing to unstable-surface balance work
1. Heel raises, progressing from double-leg to single-leg
1. Low-impact conditioning: bike, elliptical, swimming

	Criteria to advance: Strength and balance approaching symmetry with the uninjured side; no pain with daily activity.






	Phase 4 — Return to Activity / Sport Phase    (Roughly weeks 8–12)

	Weight-Bearing / Immobilization
1. Full, unrestricted
1. Ankle brace or lace-up support optional for early return to sport, per surgeon preference
	Goals & Interventions
1. Return to running, cutting, and jumping activities
1. Return to sport-specific movement and full unrestricted play
Interventions
1. Progressive running program (straight-line before cutting/pivoting)
1. Plyometric and agility drills
1. Sport-specific drills before full return to competitive play

	Criteria to advance: Full, pain-free strength, balance, and confidence with sport-specific movement; cleared by the treating surgeon.



Quick-Reference Timeline
	Phase
	Timeframe
	Focus

	Phase 1
	Weeks 0–6
	Cast or boot, WBAT, swelling control; formal PT not typically needed

	Phase 2
	Weeks ~4–7
	Motion restored, normal gait, swelling resolving

	Phase 3
	Weeks ~6–9
	Strengthening and balance/proprioception

	Phase 4
	Weeks ~8–12
	Running, agility, and return to sport


Timeline reflects typical healing; your child's surgeon will confirm readiness to advance at each follow-up visit based on exam and X-ray findings, not the calendar alone.

Clinical Pearls
	Helpful Tips
A twisting ankle injury in a child that is tender directly over the growth plate (above the ankle joint itself) should be treated as a possible fracture, not assumed to be "just a sprain."

Formal physical therapy is not required for every child — many regain motion and strength on their own through normal daily activity. PT is most useful for children with persistent stiffness, a lingering limp, or an organized sport to return to.

Residual swelling around the ankle for several weeks to a few months after cast removal is normal and not a sign of a problem.





Potential Risks & Complications
	What to Watch For
Growth disturbance: very uncommon with this type and location of growth-plate injury; if it were to occur, it would be identified and addressed at routine follow-up.
Stiffness: mild, temporary stiffness after immobilization is common and improves with motion exercises.
Re-injury: returning to running, cutting, or contact sports before strength and balance have recovered increases the risk of re-injury.
Cast or boot problems: skin irritation, excessive tightness/numbness, or a cast that becomes wet or damaged should be reported promptly.
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