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PT REHABILITATION PROTOCOLS
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ANKLE RECONSTRUCTION REHABILITATION GUIDELINES
PRE-OP:


EVALUATION:
Gait, Edema, ROM, Strength, Ligament Laxity and Tenderness


EXERCISE:
Instruct in Phase I post-op exercises


CRUTCHES:
Instruction in WBAT 3-point gait (Level Surfaces and Stairs)


          EDUCATION:
Understand the need of Compliance in Rehabilitation, Timelines, Goals, Precautions & Follow-up

*Phase I begins when immobilization is removed (at appr. 6 weeks post-op per ortho)*
PHASE I: POST-OP (Acute) PHASE:
 

                      Generally begins at 6 weeks post-op and lasts 3-4 weeks (until 9 to 10 weeks post-op)    
 


FOLLOW-UP:
Weekly with P.T., Monthly with Ortho

	
	DOCUMENTATION:
	Neurovascular Status, Pain Level, Swelling,Ecchymosis, ROM 4,5,6,7,8

	
	
	Gait status – Functional Level



CRUTCHES:
WBAT – (Heel-Toe Gait Emphasized)  


WOUND:
Check for Erythema/Abnormal Temperature/Excessive Effusion/Drainage



Begin Scar Massage after incision site sloughs / scar is formed


EXERCISE:
**Note: Exercise prescription is dependent upon the tissue healing process and individual 



functional readiness in all stages .  If any concerns or complication arise regarding the patient’s 



progress, physical therapy will contact the orthopedic doctor 8,9  



Exercises should be performed 2-3 times each day.



Gait Training:  



Weight Shifting Activities (2-3 minutes)



Motion & Stretching: 5,7




Bike against light resistance for ROM (5-10 minutes)




Seated Achilles Towel Stretch (2-3 minutes)




Pain free Active and Passive DF, PF & EV   (NO INVERSION) 




Ice & Calf Pumping with ankle elevated (15-20 minutes)




Beginning pool walking program



Strengthening: 5,7,8




Hip PRE’s x 4




Ankle Sub maximal Isometrics for DF, PF & EV  (NO INVERSION)



Towel crunches




Seated heel raise and toe raise


BRACE / SUPPORT:
CAM Walker is worn for 4-6 weeks 5


OTHER:
Joint Mobilization & Other modalities such as ESTIM for pain / chronic edema as needed.


Criteria for Progression to Phase II:

1. Patient able to bear full weight on affected lower extremity without pain

2. Pain and Edema under control

3. Minimum 2 weeks on this phase following cast removal

PHASE II: BEGINNING STRENGTHENING & FUNCTIONAL PHASE:
	  Generally begins at 8 to 10 weeks post-operative lasts 4-6 weeks (until 12 to 16 weeks post-op)

	



FOLLOW-UP:
Weekly with P.T., Monthly with Ortho.   Attend P.T. TIW during this phase

	

	
	DOCUMENTATION:
	Swelling – Ecchymosis, Gait status – Functional Level

	
	
	ROM & Strength

	
	
	



 BRACE / CRUTCHES:
Transition from CAM Walker to air stirrup PRN for ankle reconstructions



WBAT – (May D/C Crutches when Gait is basically pain free).


WOUND:
Continue scar massage as needed.   Use Desensitization techniques as needed.


EXERCISE:
Continue Phase I exercises as needed



Begin Inversion AROM when all other AROM is pain free – progress as tolerated



Exercises should be performed BID



Endurance Training:  (15-20 minutes)




Stationary Bike-increasing intensity, gradually progress to Stairmaster or Elliptical machine



Gait / Functional Training:  (3-5 minutes) 5,7




Retro walking on treadmill, carioca & shuffle walks, etc. 



Motion & Stretching:  (3-5 minutes)  



Add standing gastroc and soleus stretch



Strengthening: 2,5,7   




** When AROM WNL’s begin inversion strengthening




Isometrics progression to maximal contraction




Light Theraband for DF, PF and Eversion (In plantar flexed position) 




Bilateral Heel Raise Progression




Later Phase II may begin – ¼ Squats, Lunges, Step-up & Step-down



Proprioceptive/Balance Training:  (appr. 10 minutes) 1,2,8




Seated Wobble Board (BAPS) – progress to standing as tolerated,




One Legged Standing Exercises (2-3 exercises per day),




Stork Stand, Airplane, Rubber tubing kicks, Body Blade, 




Trampoline ball catch, plyoback, etc.


MODALITY:
Ice as needed, Support taping or brace as needed 


POOL: 
Walking, Jumping, Lunges, Squats & Deep water running 5,7


OTHER:
Joint Mobilization & other modalities such as ESTIM for pain / chronic edema as needed.

Criteria for Progression to Phase III:

1. Single Leg Hopping is Pain Free

2. Ankle has full ROM (> 95%) (Accept 5-10 degree loss of inversion for ankle reconstructions)

PHASE III: ADVANCED STRENGTHENING & FUNCTIONAL PHASE:
	  Generally begins at 12 to 16 weeks post-operative and lasts 1-2 months (until 18 to 20 weeks post-op).



FOLLOW-UP:
Every 2-3 Weeks with P.T., Perform exercises 3-5 times per week

	

	
	DOCUMENTATION:
	Swelling, Ecchymosis,  Gait Status – Functional Level

	
	
	ROM & Strength



EXERCISE:
Warm-up on bike or stairmaster and do general LE stretching (5-6 minutes):



Endurance Training




Stairmaster or Elliptical Machine progression to 30-40 minute workout




Walk to Jogging/Running Program Progression


**
Do not begin Functional Training until FAROM all directions



Gait / Functional Training:  (5-10 minutes: Progress intensity gradually) 5,7




Carioca jog, shuffles, directional jogging, fitter, slide board 




Plyoball hop, trampoline hops, jump rope, etc.




Sport specific agility drills



Strengthening:  (Phase II exercises at Increasing resistance/intensity) 2,5,7



Mild to Moderate Theraband strengthening in all directions (Eversion plantar flexed) 




Heel Raise progression to Unilateral 




Gastroc/Soleus Press (Progressive Strengthening)



Proprioceptive/Balance Training:  (5-7 minutes: Phase II continued at higher intensity) 1,2,8



Standing Wobble Board (BAPS w/ eyes open & closed),




One Legged Standing Exercises (2-3 exercises per day),




Stork Stand, Airplane, Rubber tubing kicks, Body Blade, 




Trampoline ball catch, plyoback, etc.



Stretching:




Continue standing Gastroc/Soleus Stretch


**BRACE:
Patient is to wear ankle brace for 6 months when playing sports or on uneven terrain 

GOALS for Rehabilitation:

1. Lateral Hop is > 90% of noninvolved LE

2. Ankle has Full Strength

3. Ability to pass APFT
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