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Early Physical Therapy Management for
Lateral Ankle Sprains Improves Outcomes

There is good evidence that a combined approach of early mobilization,
manual therapy, and neuromuscular re-education is effective in restoring
ROM and expediting return to full activity and work. It is well
documented that early mobilization post acute ankle sprain significantly
improves range of motion, and decreases pain and swelling sooner than
immobilization.* ° ° These results were supported by a series of articles
examined in a systematic review of the literature by van Os and
collegues.® It was found that patients who received conventional early
mobilization with Physical Therapy returned to work quicker than
patients who only received early mobilization. The support for using
manual therapy and neuromuscular training to improve results is found in
two recent systematic reviews by Bleakley and van der Wees.? '' They
reported that manual therapy can significantly improve short-term
symptoms and neuromuscular reeducation training does decrease the chance
of re-injury. Specifically, Green found that the addition of joint
mobilization lead to full restoration of ROM in fewer sessions than
patients who did not receive manual therapy.® Several others studies have
demonstrated the effect of thrust manipulation of the sub-talar joint in
reduction of pain, swelling, increase in ROM, and return to function for
patients with recent ankle sprains.’r 2 0 4 15

Lateral ankle sprains are common injuries that have been reported to
affect 23,000 individuals in the United States every day.’ 1In a recent
article by Aiken looking at the normal recovery of inversion ankle
sprains over a one month period revealed that at 30 day follow-up
patients reported improved but not full function as measured by the Foot
and Ankle Outcome Score (FAOS) and persistent impairments in range of
motion and plantar flexor strength.' Additional literature describes
persistent deficits in range of motion, joint mobility, and
proprioception.’ A systematic review by van Rijn published in The
American Journal of Medicine reported at one year follow-up a high
percentage of patients still experienced pain and subjective
instability.'® 1In addition, re-injury rates of up to 80% have been
reported.’® Impairments in ankle range of motion and Jjoint mobility can
additionally predispose patients to other lower extremity injuries
including plantar fasciitis, Achilles tendinopathy, fracture, chronic
ankle instability, and patellar femoral pain syndrome.

Early referral to Physical Therapy post acute ankle sprain has been
shown to improve outcomes, accelerate return to full work, and prevent
re-injury in a limited number of sessions.

Physical Therapy the first best choice for
musculoskeletal conditions
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