
 

Ankle Sprains 
Written Instructions vs. Supervised Rehab 

 
With an annual incidence of 10 ankle sprains per 1,000 people, ankle sprains prove relatively common.1 Interest-
ingly, patients seek medical care for only half of these injuries. Moreover, only 11% of patients receive supervised 
rehabilitation for these injuries.2 Perhaps patients perceive ankle sprains as self-resolving or perhaps they are un-
aware of what healthcare professionals have to offer. In truth, more than 40% of 
patients fail to fully recover from ankle sprains. This is indicated by persistent 
pain, recurrent injury, decreased function, or instability.3 Morbidity such as time 
off work or school, time lost from leisure and sports, or impairment in activities 
of daily living has been measured to range from 30 to 70% as much as seven years 
after an ankle sprain.4 Despite the fact that most ankle sprain sufferers report a 
cessation of pain at six months, research suggests that better long-term out-
comes are available. Additionally, ankle sprains with incomplete recovery appear 
to lead to increased risk of ACL injury and lower limb osteoarthritis.3,5 A key 
question has been whether supervised rehab adds to the benefits available 
through professional advice and independent home exercise. 
  
Kristin Gustafsson and colleagues recently addressed this ques-
tion.6 Their controlled trial compared ankle-sprain patients receiv-
ing therapist-supervised rehabilitation to those receiving written 
instructions on functional rehabilitation. Patients were evaluated using the Foot and Ankle Outcome Score 
(FAOS). At six weeks and six months, compared with the physical therapy group, the written-instructions group 
demonstrated significantly worse FAOS scores, physical ability, and satisfaction.  
  
At first glance, the scientific literature regarding the usefulness of supervised rehabilitation for ankle sprains may 
appear to be conflicting. For instance, an older study published in the British Medical Journal concluded that su-
pervised exercise therapy was not particularly helpful compared to written instructions. However, upon closer 
inspection, the scientific literature probably offers zero true conflicts, because it is rare that two of these studies 
will use the same rehabilitation protocols or the same criteria for measuring / qualifying outcomes. For instance, 
in the case of the British Medical Journal study, at long-term follow-up, supervised therapy produced better results 
in every measure of strength and range-of-motion for dorsiflexion and plantar flexion, the exact exercise proto-
cols were not reported, the dosage was lower than in some other studies, and rehabilitation was delayed. When 
considered in detail, the body of scientific literature paints a picture of varying rehabilitation protocols, some ef-
fective and some ineffective, depending also on the desired outcome and comparison.  
  
When physical therapy is more effective, certain elements tend to be present. For grade I and II sprains, early 
mobilization and functional stress are provided as soon as possible, including day one.7,8 There appears to be a 
dose-response relationship between time in physical therapy sessions and risk of reinjury, with therapy programs 
providing 900+ minutes of cumulative therapy time getting the best results.9 Abbreviated therapy programs may 
be less likely to prevent reinjury. Finally, exercise therapy alone can accelerate recovery, but proves less effective 
than programs that also robustly incorporate proprioceptive training and mobilization. Cleland and Mintken’s ran-
domized trial found that the addition of those elements reduced sprain recurrence another 58%.10  
   
Of course, in real-world practice, it is not uncommon for physical therapists to delay treatment during the acute 
phase, neglect proprioceptive rehabilitation, and rush patients through programs. Doctors referring patients to 
ankle-sprain rehabilitation may get outcomes as varied as those in the scientific literature. The ankle-sprain ther-
apy approach at Evolve Physical Therapy takes the time to incorporate multiple aspects of rehab demonstrated 
to improve outcomes for patients with ankle sprains. 

 

Please offer Evolve Physical Therapy to your patients.  
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