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Rehabilitation After Brostrom-Gould Procedure

The ankle is a very complex joint.
There are actually three joints that
make up the ankle complex: the
tibiotalar joint, the subtalar joint and
the distal tibiofibular joint. Stability

of a joint is maintained by connective
tissue structures and the dynamic
support of the surrounding muscles.
The primary stabilizing connective
tissues are ligaments. A ligament
connects bone to bone to limit excessive
movement. The outside (lateral) ankle
complex is stabilized at each of the
three joints by three major ligaments.
The tibiotalar joint is stabilized by the
anterior talofibular (ATFL) ligament.
The subtalar joint is stabilized by the
calcaneofibular (CF) ligament and the
tibiofibular joint is stabilized by the
anterior and posterior tibiofibular
(ATFL and PTFL) ligaments (Figure 1).
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The muscles of the lower leg, ankle
and foot also help to stabilize the ankle
joint dynamically. When the ankle
complex starts to move excessively in
one direction, reactive corrective firing
of the opposite muscle groups can help
stabilize the joint. The muscles that are
primarily responsible for preventing
lateral ankle sprains are the peroneus
longus and brevis (Figure 2). The
ability for these muscles to react quickly
is not only related to their strength but
more importantly by proprioception,
which is the body’s ability to sense the
position of the joint and subsequently
correct it as necessary by sending nerve
impulses to the appropriate muscles.
Proprioception can be enhanced or
trained with the use of balance exercises
so these are commonly used in ankle
sprain prevention and rehabilitation
programs.

Lateral ankle sprains are very
common, especially in sports such as
basketball and volleyball. Generally
athletes recover well from this type

of injury with physical therapy and
rehabilitation. However, up to 20%

of lateral ankle sprains can lead to
chronic pain and instability. This
instability may occur via repetitive
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ankle sprains or even progress to the
ankle giving way with routine daily
activities. Aggressive rehabilitation,
bracing, taping and orthotics are all
non-surgical options that may be
appropriate to prevent instability.

If these measures fail to control the
instability it may be necessary to

restore the anatomy of the lateral

ankle with surgical reconstruction.

The preferred surgical method is to
perform an anatomic repair of the
anterior talofibular and calcaneofibular
ligaments via a technique called

the Brostrom repair, which involves
shortening the attenuated ligaments
and a direct repair with suture

fixation. When the anatomical repair

is reinforced with the advancement of
the inferior extensor retinaculum, it

is called the modified Brostrom repair.
When the repair is further augmented
with a slip of the peroneus brevis tendon
through a drill hole in the fibula it is
referred to as a modified Brostrom-
Evans technique. The peroneus brevis
tendon then acts as a check to inversion
stresses and provides reinforcement to
the anatomical repair without limiting
long-term inversion/eversion motion or
strength. For revision surgeries or in the
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case of excessive instability, an allograft
(cadaver tissue, usually a tendon)

may be needed to reconstruct both the
anterior talofibular and calcaneofibular
ligaments.

After surgery, rehabilitation with a
physical therapist or athletic trainer
is needed to restore range of motion,
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strength, proprioception, movement
control and guide the athlete’s return
to sport. The rehabilitation guidelines
are presented in a criterion based
progression. Specific time frames,
restrictions and precautions are

given to protect healing tissues and

reference to the average individual,

but individual patients will progress

at different rates depending on their
age, associated injuries, pre-injury
health status, rehabilitation compliance
and injury severity. The technique

used for reconstruction may alter the

the surgical repair/reconstruction. rehabilitation as well.
General time frames are also given for
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Phase | (Surgery to 4 weeks after surgery)

Goals O  Protect healing tissue
O Decrease pain and inflammation
O  Retard muscular atrophy
O  Control weight-bearing forces
Precautions O  Weight-bearing: partial weight-bearing in cast with 2 crutches for first 4
weeks
Range of Motion O None
Exercises
Therapeutic O NO INVERSION EXERCISES
Exercises O No strengthening for first 4 weeks
O  Begin submaximal isometrics at 4 weeks
O  Hip abduction/adduction
O  Straight leg raises into flexion
O Remove cast week 4 and place in cam walker

Phase Il (4 week
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to 12 weeks following surgery)

Goals O  Protect healing tissue
O Retard muscular atrophy
O Progress weight-bearing tolerance
O Begin proprioceptive drills
Precautions O Weight-bearing as tolerated in cam walker weeks 4-8
O Discontinue cam walker at end of week 8
O Place in air cast for 3 additional weeks
Range of Motion O Begin passive dorsiflexion, plantar flexion and eversion
Exercises O No active INVERSION past neutral for 12 weeks
Therapeutic O  Begin strengthening exercises

Exercises O PRE’s at 75% of opposite LE (Theraband)
O Emphasize eversion and peroneal strengthening (Theraband)
O Continue above exercises and begin bicycle
O Week 6-8
O 3-way Theraband isotonics (dorsiflexion, plantarflexion, eversion) o
O Seated proprioceptive drills

O Legpress
O Knee extension
O Week 8-9

O Vertical squats
O Side and front lunges
O Lateral step-ups
O Week 10-12
O  Standing proprioception drills
O  Stair climbing machine
O  Pool Program
O  Swimming week 6-8
O Fast-paced walking week 8-10
O Running in pool week 10-12
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Phase Ill — Advanced Motion and Strengthening Phase (12 weeks to 20
weeks following surgery)

Progress to full motion

Advance proprioceptive drills

Increase strength, power, and endurance
Gradually initiate sporting activities

Goals

Continue strengthening exercises
Theraband strengthening inversion/eversion, dorsi/plantarflexion
Towel gathering
Standing toe-calf raises
Bicycle
Stairclimber
Vertical squats
Front lunges
Proprioceptive training
Initiate Plyometric program
O  Running program
O  Agility drills
O  Sports specific training and drills

Therapeutic
Exercises
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Phase IV — Return to Activity Phase (5 to 6 months after surgery)

Goals O Continue to increase strength, power, and endurance of lower extremity
O  Gradual return to sports activities

Begin light running program

Continue isokinetic (light speed, full ROM) o Continue eccentrics
Continue mini squats/lateral step-ups

Continue closed kinetic rehabilitation

Continue endurance exercises

Therapeutic
Exercises

O00O0O0

Phase V — Return to Activity (over 6 months after surgery)

Goals O  Advance rehabilitation to competitive sports
O  Achieve maximal strength and further enhance neuromuscular coordination
and endurance

Therapeutic O Continue

Exercises O  Strengthening program
O  Closed chain strengthening program
O  Plyometric program
O  Running and agility program

O  Accelerate sport specific training and drills
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