	POST-OPERATIVE REHABILITATION PROTOCOL — PEDIATRIC & ADOLESCENT ORTHOPEDICS
Broström Repair with Internal Brace Augmentation
Lateral Ankle Ligament Reconstruction — Therapist & Patient Guide
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	Internal brace advantage: Because the suture-tape augmentation reinforces the repaired ligament, this protocol allows a brief 3–5 day non-weight-bearing period (rather than a full 2 weeks) before transitioning to protected weight bearing, and an overall faster progression than a traditional Broström repair without internal brace.



	GENERAL NOTES
1. “Week 0” begins on the day of surgery. Each subsequent week begins on that same day of the week post-operatively.
1. This protocol is written for an athletic adolescent population. Return to sport (RTS) may be possible as early as 8–10 weeks post-operatively in patients who meet all RTS criteria; the protocol below is detailed through 12 weeks for patients progressing more gradually.
1. RTS timing is criterion-based, not purely calendar-based — advancement at every phase should be driven by the patient's pain, swelling, wound status, and quality of movement, not the week number alone.
1. Patients with concomitant procedures (peroneal tendon repair, osteotomy, cartilage work), hyperlaxity, obesity, or other risk factors for delayed healing should progress more conservatively at the surgeon's discretion.
1. This is a general guide. Dr. Roberts may adjust timing for individual patients based on intraoperative findings, tissue quality, and concomitant procedures — please follow any specific written instructions provided at the post-op visit.
1. Adapted from a published accelerated rehabilitation protocol specific to Broström repair with internal brace augmentation (Hoch et al., Int J Sports Phys Ther, 2025), modified for an adolescent population at Dr. Roberts' discretion.
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	Phase I — Immediate Post-Op Protection   (Days 0–5)

	WEIGHT BEARING & IMMOBILIZATION
1. Non-weight bearing in a rigid splint immediately after surgery, using an appropriate assistive device (crutches), for the first 3–5 days.
1. This brief immobilization period protects the incision and allows initial soft-tissue healing to begin before the patient is loaded.
1. Active inversion (turning the sole of the foot inward) is avoided throughout this phase.
	GOALS
1. Protect the incision and repair; control swelling and pain (rest, ice, compression, elevation as needed).
1. Maintain toe and knee motion; avoid prolonged complete immobility of the limb.





	Phase II — Transition to Weight Bearing   (Days 3–5 to Week 3)

	PROGRESSION
1. Once the wound is confirmed to be healing without complication (typically days 3–5), the patient transitions out of the splint into a removable walking boot and progresses to full weight bearing as tolerated.
1. Formal physical therapy is initiated around this time, per Dr. Roberts' order.
1. Active inversion remains restricted during this phase to protect the lateral ligament repair.
	EXERCISE OPTIONS (EARLIEST DAY/WEEK NOTED)
1. Active range of motion: ankle plantarflexion / dorsiflexion
1. Towel-assisted calf stretch
1. Toe curls and intrinsic foot/arch strengthening
1. Seated heel raises with light resistance
1. Stationary bike, boot removed for pedaling (2–3 wk)
1. Weight-shifting and gentle proprioceptive loading (2–3 wk)
1. Resisted plantarflexion/dorsiflexion with elastic band (2–3 wk)
1. Active eversion range of motion (2–3 wk)
1. Core and hip work: bridges, straight-leg raises, quad sets





	Phase III — Brace Transition & Strengthening   (Weeks 3–6)

	PROGRESSION
1. Transition from the walking boot into a lace-up ankle brace (ASO-style) or equivalent supportive brace as early as week 3, dependent on the patient's progress in therapy and wound evaluation, paired with a supportive athletic shoe.
1. Active inversion remains restricted through the end of this phase — it is not introduced until week 6, to avoid stressing the lateral ankle repair during this critical healing window.
	EXERCISE OPTIONS (EARLIEST WEEK NOTED)
1. Progress all prior exercises in resistance and range
1. Double-leg squats (bodyweight) (3)
1. Standing hip strengthening: 3-way hip and fire hydrants (4)
1. Step-ups, low height (4)
1. Tandem stance progressing to single-leg stance on stable ground (4–5)
1. Gentle isometric inversion/eversion, pain-free only (4–5)
1. Single-leg squats — shallow, progressing toward 90° knee flexion (5)
1. Standing double-leg heel raises (5), progressing toward eccentric loading (6)
1. Anti-gravity (body-weight-supported) treadmill walking, where available (5–6)






	Phase IV — Inversion Introduction & Advanced Strength   (Weeks 6–8)

	PROGRESSION
1. Active inversion range of motion and resisted inversion/eversion are introduced at week 6, now that the lateral repair has progressed further in healing.
1. Lateral and multidirectional loading is added cautiously and progressed based on tolerance.
	EXERCISE OPTIONS (EARLIEST WEEK NOTED)
1. Active inversion range of motion (6)
1. Resisted inversion/eversion with band (6)
1. Single-leg heel raises, progressing to full range (6–7)
1. Lateral stepping against light resistance (6–7)
1. Forward and lateral eccentric step-downs (7)
1. Weighted squats, forward and reverse lunges (avoid lateral lunges at this stage) (7)
1. Sled pushes and pulls for lower-extremity strength (7–8)
1. Dynamic single-leg stance with perturbation; progress to unstable surfaces as tolerated (8)
1. Light agility and plyometric introduction: double-leg snap-downs, line hops or wall taps, skipping, linear ladder drills (8)
1. Formal inversion/eversion strength testing (handheld dynamometer or isokinetic device) to track objective recovery (8)





	Phase V — Sport-Specific Training & Return to Sport   (Weeks 8–12)

	EXERCISE OPTIONS
1. Agility and change-of-direction drills (e.g., 5-cone drill)
1. Progressive lateral movement: side shuffling, carioca, lateral ladder drills
1. Advanced plyometrics: higher box jumps, single-leg hopping, hurdles
1. Single-leg plyometric drills with emphasis on controlled, quiet landing mechanics
1. Sport-specific drills and conditioning matched to the patient's position/event
	RETURN TO SPORT
1. Patients who meet all RTS criteria (below) may return to sport as early as 8–10 weeks post-operatively.
1. Patients progressing more gradually continue sport-specific training through week 12, with criteria-based — not calendar-based — clearance.



	RETURN-TO-SPORT CRITERIA
1. No swelling following activity or running
1. Single-leg stance maintained ≥30 seconds without loss of balance
1. Inversion/eversion strength ≥90% of the uninvolved side
1. 25 single-leg heel raises completed without pain
Final clearance for return to sport is determined by Dr. Roberts. Patients who meet all of the above criteria may return as early as 8–10 weeks post-operatively; others should continue rehabilitation through 12 weeks before clearance. Clearance is always criteria-based, not based on the calendar date alone.



	Contact our office if:
there is increasing pain, swelling, redness, or warmth at the incision after the first two weeks; drainage or signs of wound infection develop; numbness or tingling in the foot persists or worsens; the patient is unable to bear weight comfortably in the boot by the end of week 2; or there is a new sensation of the ankle “giving way” at any point in the protocol.



QUICK REFERENCE TIMELINE
	TIMEFRAME
	WEIGHT BEARING / BRACE
	KEY MILESTONE

	Days 0–5
	Non-weight bearing, splint
	Protect incision; control swelling/pain. No active inversion.

	Days 3–5 to Wk 3
	WBAT in walking boot
	PT initiated. Still no active inversion.

	Weeks 3–6
	Transition to ASO/lace-up brace
	Strengthening progresses. Inversion remains restricted until wk 6.

	Weeks 6–8
	Brace for sport/activity
	Active inversion introduced. Light agility & plyometrics begin.

	Weeks 8–12
	Brace per surgeon/PT preference
	Sport-specific training. RTS as early as 8–10 wks if criteria met; criteria-based clearance through wk 12.



	David Roberts, MD FAAOS
Pediatric Orthopedic Surgery
9650 Gross Point Road, Suite 2900  |  Skokie, IL
(847) 866-7846
	This document is for educational purposes only and does not replace individualized medical advice.
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