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Introduction
A distal tibia fracture is an injury involving the lower segment of the tibia, often affecting or occurring close to the ankle joint. Fractures here often occur as open fractures, primarily due to poor soft tissue protection on the medial aspect of the tibia. These fractures commonly result from twisting forces, direct impact, or high‑energy trauma and typically require a period of immobilisation in a plaster cast or walking boot to allow the bone to stabilise and begin healing (Lin et al., 2024). During this immobilisation period, the ankle and foot are not moved normally, which leads to stiffness, reduced joint mobility, muscle weakness, gait disruption and reduced weight‑bearing tolerance (Moseley et al., 2015). All of which must be addressed through structured rehabilitation once the fracture is stable enough.
Clinical rehabilitation guidelines emphasise that meaningful recovery requires a staged approach, beginning with controlled restoration of ankle range of motion (ROM), progressive strengthening, gait retraining, and carefully monitored weight‑bearing progression. Research‑based protocols indicate that weight‑bearing normally begins around 4–6 weeks post‑fracture or post‑operative fixation, depending on surgeon assessment, and ROM work commonly begins once immobilisation is removed. Rehabilitation phases between weeks 6–12 typically focus on restoring mobility, gait mechanics, proprioception and strength (Painter et al., 2015).
In the younger population, distal tibia fractures tend to be a result of high-energy trauma, while in older people low-energy trauma is the more prevalent cause (Wennergren, 2018). This rehabilitation plan is for a young athlete from the day their plaster/boot is removed to the ready for return-to-play phase.
Prerequisites for starting this rehabilitation plan
Removal of immobilisation device - the patient must be out of their plaster cast or boot, as active ankle mobility and controlled loading cannot safely begin until immobilisation ends.
Surgeon/consultant clearance - the patient must have been formally signed off by their orthopaedic surgeon or consultant to begin rehabilitation. This clearance ensures:
· the fracture shows satisfactory healing on imaging
· there are no complications such as malunion, infection, or wound healing issues
· the patient is safe to begin weight‑bearing progression and ROM work as per clinical guidelines. Protocols state that weight‑bearing status and exercise progression must follow surgeon instruction, especially between weeks 6–12.
Safe clinical presentation - the patient must also meet basic functional and safety criteria including:
· manageable pain levels (typically <4/10 during movement)
· minimal swelling that does not worsen with daily activities
· no signs of infection if surgically treated (e.g., excessive drainage, redness, fever)
· ability to safely mobilise with assistive devices if required
These safety checks align with post‑immobilisation rehabilitation recommendations, which require monitoring for swelling, pain response, and fracture‑site integrity before progressing exercise.
Purpose of the plan
Once cleared and out of the boot/cast, this structured 7‑day rehabilitation cycle (repeated and progressed over 6 weeks) aims to:
· restore ankle and foot mobility
· gradually reintroduce weight‑bearing
· improve muscular strength and endurance
· re‑establish a normal gait pattern
· develop proprioception and functional stability
· support a safe, evidence‑based progression toward full daily activity

Week 1 - Day out of cast/boot (early stage)
Week 1 follows a pattern of a morning and afternoon session of 1 day on, 1 day rest. In this first week, the sessions will fall on Monday, Wednesday, Friday and Sunday. Each morning and afternoon session is repeated throughout the week and can also be used to progress or regress the exercises and reps as necessary. 
It is advised that the patient does not remain completely sedentary on their rest days throughout the 6 weeks. During rest days, the patient may have soft tissue therapy to help reduce swelling and stiffness. They may also have contrast therapy (cold water plunge and sauna) to boost circulation and hydrotherapy to help reduce joint load before weight bearing exercises (Leonardi et al., 2025).
The primary aim during Week 1 is to safely restore early ankle mobility following immobilisation, gradually reintroduce partial weight‑bearing, and initiate low‑intensity strengthening to counteract stiffness and muscle deconditioning caused by the casting period. Early mobilising exercises such as passive and active‑assisted movements are supported by clinical guidelines recommending initiation of ROM immediately upon cast removal to restore joint glide, pump out swelling, and prevent long‑term stiffness (Moseley et al., 2015). Partial weight‑bearing during this stage is guided by surgeon instruction but typically becomes safe from approximately 6 weeks, helping stimulate bone healing and improve functional confidence. Week 1 also aims to normalise basic neuromuscular activation through simple tasks such as supported weight shifts, which help re‑establish sensorimotor control after immobilisation (Mason et al., 2024).
	Week 1 – (AM session)

Aim: Restore mobility, initiate light weight bearing (WB) and activate basic strength

	Exercise
	Sets
	Reps
	Type
	Description
	Coaching
	Progression
	Regression

	Ankle circles
	2
	10
	Warm up ROM
	Light circle movements with ankle
	
	none
	none

	Ankle dorsiflexion (DF)
	2
	10
	Range of movement (ROM)
	Patient dorsiflexes ankle for 10 reps (1 minute rest)
	
	Increase range as tolerated
	Therapist assisted passive ROM

	Ankle plantarflexion (PF)
	2
	10
	Range of movement
	Patient plantarflexes ankle for 10 reps (1 minute rest)

	
	Increase range as tolerated
	Therapist assisted passive ROM

	Ankle circles
	2
	10
	Range of movement
	Patient anticlockwise moves ankle for 10 reps (1 minute rest) then clockwise for 10 reps

	
	Increase range as tolerated
	Therapist assisted passive ROM

	Toe flexion
	2
	15
	mobility
	Curl and flex toes slowly
	
	Add toe spreading
	Reduce volume

	Toe extension
	2
	15
	mobility
	Extend toes slowly
	
	Add toe spreading
	Reduce volume

	WB 25-50%
	
	
	Weight bearing
	Stand with support and place 25–50% bodyweight on injured leg.

	Build to 5 minutes of WB
	Increase toward 50% if pain ≤3/10

	Only touch WB



	Week 1 – (PM session)

Aim: establish early strength through isometrics and proprioception

	Exercise
	Sets
	Reps
	Type
	Description
	Coaching
	Progression
	Regression

	Ankle circles
	2
	10
	Warm up ROM
	Light circle movements with ankle
	
	none
	none

	Banded DF
	2
	30 seconds
	Isometric
	Move ankle through the plane against a light band.

	
	Increase duration or band resistance
	Therapist holds in reduced ROM

	Banded PF
	2
	30 seconds
	Isometric

	Move ankle through the plane against a light band.

	
	Increase duration or band resistance

	Therapist holds in reduced ROM


	Banded Inversion
	2
	30 seconds
	Isometric
	Move ankle through the plane against a light band.

	
	Increase duration or band resistance

	Therapist holds in reduced ROM


	Banded Eversion
	2
	30 seconds
	Isometric

	Move ankle through the plane against a light band.

	
	Increase duration or band resistance

	Therapist holds in reduced ROM


	Heel raise holds
	2
	30 seconds
	Isometric
	Lift heels while seated, keeping toes on floor.

	
	Place a light dumbbell on each leg
	Reduce duration

	Supported weight shifts
	3
	30 seconds
	Proprioception
	Shift weight side-to-side while holding stable support.

	
	Increase movement range
	Perform seated



Rationale - performing 2 sets of 10 repetitions in the first week provides enough mechanical stimulus to begin restoring joint mobility while avoiding excessive strain on newly healed tissue. Early ROM following immobilisation has been shown to improve circulation, reduce swelling, and prevent long‑term stiffness without compromising stability (Moseley et al., 2015; Painter et al., 2015). ROM volumes are kept deliberately low because overloading newly mobilised joints can provoke swelling and pain.
Patient’s exit criteria from week 1
· demonstrate pain ≤4/10 during movement
· tolerate basic ROM in all planes without increased swelling
· safe performance of 25–50% weight‑bearing
· the ability to complete light strengthening tasks such as seated heel raises and isometric band exercises
This aligns with early post‑immobilisation recommendations showing that improvement in ROM, symptom stability, and safe partial weight‑bearing indicate readiness for more active mobility and functional strengthening (Mason et al., 2024)

Week 2 – further improve ROM, develop strength and improve gait
Week 2 follows a pattern of a morning and afternoon session of 2 day on, 1 day rest. In this first week, the sessions will fall on Monday, Tuesday, Thursday, Friday and Sunday. Each morning and afternoon session is repeated throughout the week and can also be used to progress or regress the exercises and reps as necessary.
Week 2 aims to progress ankle ROM toward functional levels, introduce moderate‑level strengthening, and continue gait retraining. Evidence supports transitioning from passive and assisted AROM to active ROM at this stage to reverse immobilisation‑related mobility loss and begin restoring normal arthrokinematics (Painter et al., 2015). Weight‑bearing is progressed toward 50–75% as tolerated, consistent with protocols noting graded WB progression after 6 weeks to enhance healing and accelerate functional restoration (Kadam et al., 2024). Gait rehabilitation emphasises re‑establishing a heel‑toe pattern, essential for restoring stride symmetry and improving dorsiflexion loading patterns (Ramadi et al., 2022).
	Week 2 – (AM session)

Aim: further improve ROM, develop strength and improve gait  

	Exercise
	Sets
	Reps
	Type
	Description
	Coaching
	Progression
	Regression

	Ankle pumps
	3-4 minutes
	Warm up
	
	3-4 minutes
	none
	none

	Ankle DF
	2
	15
	ROM
	Patient dorsiflexes ankle for 15 reps (1 minute rest)

	
	None at this stage
	Therapists lead passive ROM

	Ankle PF
	2
	15
	ROM
	Patient plantarflexes ankle for 15 reps (1 minute rest)

	
	None at this stage

	Therapists lead passive ROM


	Ankle inversion
	2
	15
	ROM

	Patient inverts ankle for 15 reps
	
	None at this stage

	Therapists lead passive ROM


	Ankle eversion
	2
	15
	ROM

	Patient everts ankle for 15 reps
	
	None at this stage

	Therapists lead passive ROM


	Ankle circles
	2
	15
	ROM

	Patient anticlockwise moves ankle for 15 reps (1 minute rest) then clockwise for 15 reps

	
	None at this stage

	Therapists lead passive ROM


	WB 50-75%
	8-10 minutes
	WB
	Stand with support and place 50-75% bodyweight on injured leg.

	Build to 8-10 minutes
	Up to 75% bodyweight
	Lower WB

	Heel-Toe walks
	Build tolerance up to 6 minutes
	Gait
	Practice heel-toe walking indoors
	Gait retraining
	Elongated steps
	Hold on bars, crutches etc



	Week 2 – (PM session)

Aim: further improve ROM, develop strength and improve gait  

	Exercise
	Sets
	Reps
	Type
	Description
	Coaching
	Progression
	Regression

	Ankle alphabets
	1-2 minutes
	Warm up
	Draw the alphabet with both ankles
	
	none
	none

	Stationary bike
	5-8 minutes
	Conditioning
	Light pedalling, no load or resistance on bike
	
	Up to 8 minutes
	Control revolutions per minute (RPM)

	Banded DF
	3
	12
	Light strength 
	Light resistance band concentric ankle DF
	
	Add tempo to the concentric
	Lighter band

	Banded PF
	3
	12
	Light strength

	Light resistance band concentric ankle PF

	
	Add tempo to the concentric

	Lighter band


	Banded Inversion
	3
	12
	Light strength

	Light resistance band concentric ankle inversion

	
	Add tempo to the concentric

	Lighter band


	Banded Eversion
	3
	12
	Light strength

	Light resistance band concentric ankle eversion

	
	Add tempo to the concentric

	Lighter band




Rationale - Increasing to 3 sets in Week 2 follows the progressive overload principle. Once the patient develops movement confidence and tolerance, additional volume promotes early hypertrophy, improves muscle recruitment patterns, and supports transition to functional loading. Guidelines for rehabilitation after ankle fracture note that strengthening typically progresses from isometric activation to isotonic, then to resisted strengthening as pain and load tolerance improve (Painter et al., 2015).
Patient’s exit criteria from week 2
Before entering Week 3, the patient should be able to:
· perform active ROM across all movement planes
· tolerate 50–75% weight‑bearing without pain escalation and walk indoors with an emerging heel‑toe gait
· demonstrate tolerance to moderate resistance band exercises and proper form
These criteria reflect expectations that increasing ROM, progressive loading tolerance, and improved gait mechanics indicate readiness for full weight‑bearing and more advanced functional exercises.

Week 3 – full weight bearing as tolerated, intermediate strength work and functional basics
Week 3 follows the same pattern as the previous week - a morning and afternoon session of 2 day on, 1 day rest. In this week, the sessions will fall on Monday, Tuesday, Thursday, Friday and Sunday. Each morning and afternoon session is repeated throughout the week to monitor the patient’s development and can also be used to progress or regress the exercises and reps as necessary.
The goals for week 3 are to achieve full weight bearing as tolerated, improve indoor gait quality and introduce intermediate level functional tasks such as step ups and standing heel raises. Progressive weight bearing is supported by clinical guidelines which indicate that transitioning toward FWB between 6–12 weeks improves bone stimulation and functional outcomes (Ramadi et al., 2022). Strengthening shifts into closed kinetic chain (CKC) patterns, essential for restoring functional ankle stability. Proprioceptive tasks such as supported single‑leg stance are added to address the sensorimotor deficits that commonly arise after immobilisation (Yilmaz et al., 2024).

	Week 3 – (AM session)

Aim: to gain full weight bearing as tolerated on injured side, with strength work and proprioception exercises

	Exercise
	Sets
	Reps
	Type
	Description
	Coaching
	Progression
	Regression

	Ankle alphabet
	1
	A-Z
	Warm up
	Draw alphabet with each foot
	
	none
	none

	DF AROM
	3
	10
	Mobility
	DF in full AROM range
	
	Therapist passively increases range
	2 sets

	PF AROM
	3
	10
	Mobility
	PF in full AROM range
	
	Therapist passively increases range
	2 sets

	Inversion AROM
	3
	10
	Mobility
	inversion in full AROM range
	
	Therapist passively increases range
	2 sets

	Eversion AROM
	3
	10
	Mobility
	eversion in full AROM range
	
	Therapist passively increases range
	2 sets

	WB 75-100% BW
	5-8 minutes
	Weight bearing
	Increase WB to 100% BW
	
	Increase load
	Reduce load

	Unassisted walking
	5 minutes
	Gait
	Walk indoors with normal stride/gait
	
	Increase speed
	Use aid (crutch/walker)




	Week 3 – (PM session)

Aim: to gain full weight bearing on injured side, with strength work and proprioception exercises

	Exercise
	Sets
	Reps
	Type
	Description
	Coaching
	Progression
	Regression

	Stationary bike
	3-5 minutes
	Warm up
	Light pedalling warm up
	
	none
	none

	Ankle alphabet
	1
	A-Z
	Warm up
	Draw the alphabet with each foot
	
	none
	none

	Standing bilateral heel raises
	3
	12
	Concentric strength
	Raise on to toes in a standing position 
	
	Add hold at top of rep
	Perform seated

	Step ups
	2
	10 each leg
	Concentric strength
	Step up on to a low platform
	
	Increase height of box
	Lower height

	Single leg supported stance
	3
	30 seconds
	Proprioception
	Balance on one leg while holding on to a support
	
	Reduce support
	Double leg with weight shift




Rationale - short, controlled bouts of weight bearing exercises enable gradual loading of the healing bone, consistent with evidence that graded mechanical stimulation improves fracture healing and supports early functional recovery (Kadam et al., 2024). Extended sessions, especially early after mobilisation, pose risks for swelling and compensatory gait abnormalities. Increasing durations aligns with typical weight bearing progression timelines outlined in distal tibia and ankle fracture protocols.
Patient’s exit criteria from week 3
Progression to week 4 requires;
· safe full weight bearing as tolerated indoors
· near‑functional ROM
· the ability to complete 3 sets of 12 standing heel raises
· Controlled and pain‑free step‑ups
· stable 20–30 second supported single‑leg stance
These benchmarks reflect evidence showing that advancing strength, gait normalisation, and early balance competence are critical prerequisites for outdoor walking and more demanding functional loading (Ramadi et al., 2022; Yılmaz et al., 2024).

Week 4 – Outdoor gait, functional strength, eccentric loading and hydrotherapy
Week 4 follows the same pattern as the previous week - a morning and afternoon session of 2 day on, 1 day rest. In this week, the sessions will fall on Monday, Tuesday, Thursday, Friday and Sunday. Each morning and afternoon session is repeated throughout the week to monitor the patient’s development and can also be used to progress or regress the exercises and reps as necessary.
Week 4 focuses on enhancing functional walking capacity outdoors, developing strength in more demanding closed‑chain patterns, and improving eccentric control through step‑downs. Hydrotherapy is also introduced as it reduces stiffness and allows graded loading with reduced joint stress, making it a recognised tool in post‑immobilisation rehabilitation (Foley et al., 2003). Dorsiflexion stretching remains essential, as weight‑bearing dorsiflexion ROM has been shown to closely correlate with functional capacity and quality of life after ankle fracture (Miyasaka et al., 2025).
	Week 4 – (AM session)

Aim: to retrain gait on various surfaces outdoors

	Exercise
	Sets
	Reps
	Type
	Description
	Coaching
	Progression
	Regression

	Hydro Pool
	10 minutes
	Warm up
	Warm up and ease any stiffness
	
	none
	none

	Walking
	15-20 minutes
	Gait
	Walk on varied surfaces
	Grass, concrete
	Increase duration or surface e.g. sand
	Decrease duration or use treadmill

	Elliptical
	5-8 minutes
	Conditioning
	Light elliptical trainer work
	Lower levels
	Increase resistance or duration
	Return to bike




	Week 4 – (PM session)

Aim:   

	Exercise
	Sets
	Reps
	Type
	Description
	Coaching
	Progression
	Regression

	Ankle alphabets
	1
	A-Z
	Warm up
	Draw alphabet with each foot
	
	none
	none

	Banded DF
	3
	10
	Strength

	resistance band with eccentric ankle DF
	
	Increase eccentric tempo
	Concentric only

	Banded PF
	3
	10
	Strength


	resistance band with eccentric ankle PF
 
	
	Increase eccentric tempo
	Concentric only

	Banded Inversion
	3
	10
	Strength


	resistance band with eccentric ankle inversion

	
	Increase eccentric tempo
	Concentric only

	Banded Eversion
	3
	10
	Strength

	resistance band with eccentric ankle eversion

	
	Increase eccentric tempo
	Concentric only

	Sir to stand
	3
	12
	Functional
	From seated, stand and sit with control
	
	Lower seat height
	Increase height or slightly supported

	Step down
	2
	10
	Strength
	Step down slowly controlling knee and ankle
	
	Increase height
	Lower height




Rationale - cardiovascular training is reintroduced in 5-to-8-minute sessions to increase circulation, support tissue healing, and re‑establish aerobic conditioning with minimal joint stress. This is consistent with guidelines for post‑fracture exercise where low‑load, cyclical motion is recommended to restore mobility and reduce swelling. As load tolerance improves, extended sessions enhance endurance, gait efficiency, and capacity for future running (Kadam et al., 2024).
Patient’s exit criteria from week 4
To move forward, the patient should be able to;
· comfortably walk outdoors for 10-15 minutes
· demonstrate improved dorsiflexion flexibility
· tolerate higher‑resistance strengthening
· perform step‑downs with controlled mechanics
These indicators align with evidence showing that functional walking tolerance and eccentric control are necessary prerequisites for advanced strengthening and dynamic balance work (Miyasaka et al., 2025).

Week 5 – higher functional strength and dynamic balance
Week 5 follows a morning and afternoon session of 3 days on, 1 day rest. In this week, the sessions will fall on Monday, Tuesday, Wednesday, Friday, Saturday and Sunday – with a rest/recovery day on Thursday. Each morning and afternoon session is repeated throughout the week to monitor the patient’s development and can also be used to progress or regress the exercises and reps as necessary. 
Week 5 aims to develop higher functional strength, advance single‑leg control, and introduce more dynamic balance tasks while avoiding plyometrics. Additionally, walking on varied surfaces and introducing the elliptical trainer improves cardiovascular endurance and coordinative loading without excessive joint strain, consistent with mid‑stage rehabilitation guidelines (Kadam et al., 2024). Strengthening this week emphasises lateral hip and ankle musculature, vital to supporting frontal plane stability during advanced gait tasks.
	Week 5 – (AM session)

Aim:  increase time walking on varied surfaces

	Exercise
	Sets
	Reps
	Type
	Description
	Coaching
	Progression
	Regression

	Ankle alphabets
	1
	A-Z
	Warm up
	Draw alphabet with each foot
	
	none
	none

	Walking
	15-20 minutes
	Gait
	Continuous outdoor walking
	
	Increase duration and vary surface
	Limit duration if any discomfort

	Elliptical
	8-10 minutes
	Conditioning
	Light elliptical trainer work
	
	Increase levels and duration
	Return to bike




	Week 5 – (PM session)

Aim: retrain balance and proprioception with single leg strength work

	Exercise
	Sets
	Reps
	Type
	Description
	Coaching
	Progression
	Regression

	Ankle alphabets
	1
	A-Z
	Warm up ROM
	Draw alphabet with each foot
	
	none
	none

	Stationary bike
	3-5 minutes
	Warm up CV
	Up to 5 minutes cardiovascular warm up
	
	none
	none

	Single leg heel raise
	2
	8 each
	Strength
	Lift on to toes (uninjured leg, then injured leg)
	
	Add hold on top
	bilateral

	Lateral band walk
	3
	10
	Strength
	Side steps with band around ankles
	
	Increase resistance
	Band around thighs

	Single leg balance
	3
	20-30 seconds
	Proprioception
	Balance on one leg at a time
	Eyes open and eyes closed
	Uneven surface (Bosu ball)
	Eyes open only

	Stationary bike
	12 minutes
	Cardiovascular 
	Moderate cardiovascular training
	
	Build duration or speed
	Lower resistance




Rationale - Balance and proprioceptive tasks are best measured in time under tension, rather than reps. A range of 20–30 seconds is widely accepted for re‑training, providing enough stimulus for central nervous system adaptation without causing fatigue that degrades technique (Röijezon et al., 2015).
Patient’s exit criteria from week 5
To safely progress from week 5 to 6, the patient must demonstrate;
· 15-20 minutes outdoor walking on mixed surfaces
· partial‑range single‑leg heel raises with control
· improved lateral stability through band walks
· stable single‑leg stance with eyes closed
· tolerance for moderate‑intensity cardiovascular exercise
Achieving these benchmarks indicates readiness for final‑stage early‑intermediate rehabilitation (Yılmaz et al., 2024; Kadam et al., 2024).

Week 6 – Prepare for return-to-play stage
Week 6 follows the same pattern as week 5 with a morning and afternoon session of 3 days on, 1 day rest. In this week, the sessions will fall on Monday, Tuesday, Wednesday, Friday, Saturday and Sunday – with a rest/recovery day on Thursday. Each morning and afternoon session is repeated throughout the week to monitor the patient’s development and can also be used to progress or regress the exercises and reps as necessary.
The aim of Week 6 is to consolidate gait quality, strengthen functional control, and prepare the patient for the return‑to‑play phase. This stage focuses on restoring symmetrical gait on varied surfaces, improving single‑leg strength with full‑range heel raises, and advancing neuromuscular control through multi‑stage balance circuits. Protocols indicate that by approximately 12 weeks, patients should demonstrate full weight bearing gait, full ROM, and improved strength before progressing to running and agility work (Ramadi et al., 2022). Week 6 mirrors this expectation by finalising early‑intermediate rehabilitation goals.
	Week 6 – (AM session)

Aim: full weight bearing, gait training with the aim for return-to-play stage rehab protocols

	Exercise
	Sets
	Reps
	Type
	Description
	Coaching
	Progression
	Regression

	Ankle alphabet
	1
	A-Z
	Warm up ROM
	Draw alphabet with each foot
	
	none
	none

	Walking
	20-30 minutes
	Gait
	Walk on varied surfaces
	Concrete, grass, sand
	Increase speed to brisk walk
	Treadmill, easier on joints

	Step up/down complex
	3
	10
	Functional
	Step up, then step down in sequence
	
	Increase height or add load
	Lower height or add support




	Week 6 – (PM session)

Aim: complete session with full ROM, increase strength load and balance circuits

	Exercise
	Sets
	Reps
	Type
	Description
	Coaching
	Progression
	Regression

	Ankle DF/PF/In/Ev ROM 
	1
	10
	Warm up ROM
	10 reps of each plane to warm up the ankle 
	
	none
	none

	Single leg heel raise
	3
	10 each leg
	Strength
	Raise on to toes on each leg
	
	Add hold or increase eccentric tempo
	Partial range reps

	BW squats 
	3
	12
	Strength
	Controlled BW squats 60-70 degrees depth
	
	Increase depth if no discomfort or pain
	Box squats

	Banded DF
	3
	15
	Strength

	resistance band ankle DF
	Moderate band
	Increase time under tension
	Lighter band same movement

	Banded PF
	3
	15
	Strength


	resistance band ankle PF
 
	Moderate band
	Increase time under tension

	Lighter band same movement


	Banded Inversion
	3
	15
	Strength


	resistance band ankle inversion

	Moderate band
	Increase time under tension

	Lighter band same movement


	Banded Eversion
	3
	15
	Strength

	resistance band ankle eversion

	Moderate band
	Increase time under tension

	Lighter band same movement


	Balance circuit
	3
	30 seconds
	Proprioception
	Single leg stance, then on uneven surface, then ball catching
	
	Increase duration
	Bilateral or remove perturbations



Patient’s exit criteria from week 6
To progress into the return-to-play phase, the patient should achieve;
· full weight bearing gait without limp
· full ROM in all planes
· bilateral heel raises pain-free and full range
· 30 seconds stable single‑leg stance
· the ability to walk 20-30 minutes continuously without symptom flare
These benchmarks correspond with evidence showing that strength symmetry, functional dorsiflexion, and gait normalisation are key predictors of return to higher‑level activity following ankle fracture (Miyasaka et al., 2025; Ramadi et al., 2022).

Conclusion
This 6 week early‑to‑intermediate rehabilitation programme provides a structured progression from initial mobility restoration to functional strengthening following immobilisation for a distal tibia fracture. By integrating controlled ROM exercises, graded weight‑bearing, and progressive strengthening, the plan directly addresses the well documented stiffness, muscle atrophy and gait deficits that arise after casting (Moseley et al., 2015; Painter et al., 2015). The inclusion of proprioceptive retraining reflects research demonstrating sensorimotor impairments after lower‑limb immobilisation and the need for targeted balance training to restore functional stability (Röijezon et al., 2015). By Week 6, the expected improvements in ROM, gait quality, unilateral strength, and neuromuscular control align with guideline‑based benchmarks for readiness to enter higher‑level return‑to‑play rehabilitation (Ramadi et al., 2022). Collectively, this programme establishes a safe and evidence‑informed foundation upon which later‑stage sport‑specific conditioning can be effectively built.
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