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Ankle scientific knowledge is not translated into physiotherapy practice: a thematic 1 

analysis of French-speaking physiotherapists’ clinical behaviors  2 

Abstract 3 

Context: Chronic ankle instability (CAI) is prevalent amongst individuals who sustain a 4 

lateral ankle sprain (LAS) injury. The persistent of the characteristic long-standing clinical 5 

symptoms of CAI maybe attributable to the lack of adoption of evidence-informed clinical 6 

guidelines. 7 

Objective: To investigate to what extent French-speaking physiotherapists implement the 8 

International Ankle Consortium Rehabilitation-Oriented-ASsessmenT (ROAST) framework 9 

when providing clinical care for individuals with an acute LAS injury.   10 

Design: Cross-sectional study. 11 

Setting: We created an online survey informed by a Delphi process of foot-ankle experts, and 12 

disseminated it to French-speaking physiotherapists in France, Switzerland, Quebec-Canada, 13 

Belgium, and Luxembourg.  14 

Patients or Other Participants: In total, 426 physiotherapists completed the online survey.  15 

Intervention: N/A 16 

Main Outcome Measure(s):  The online survey comprised closed and open-ended questions 17 

organized in 5 sections: (1) participants’ demographics, (2) participants’ self-assessment 18 

expertise, (3) clinical diagnostic assessment (bones and ligaments), (4) clinical evaluation 19 

after an acute LAS injury (ROAST framework), and (5) CAI. The qualitative data from the 20 

open-ended questions was analyzed using best practice thematic analysis guidelines. 21 

Results: Only 6% of the respondents could name all Ottawa Ankle Rules criteria. Only 25% 22 

of the respondents cited or described “gold standard” tests from the literature to assess the 23 

integrity of the ankle lateral ligaments. Less than 25% of the respondents used some of the 24 

Onli
ne

 Firs
t

D
ow

nloaded from
 http://m

eridian.allenpress.com
/jat/article-pdf/doi/10.4085/1062-6050-0575.23/3341908/10.4085_1062-6050-0575.23.pdf by guest on 11 February 2025



2 

 

International Ankle Consortium ROAST recommended clinical evaluation outcome metrics to 25 

inform their clinical care for individuals with an acute LAS injury. In general, the respondents 26 

had a greater knowledge of the functional insufficiencies that associated with CAI when 27 

compared to the mechanical insufficiencies.  28 

Conclusion: A minority of French-speaking physiotherapists use the International Ankle 29 

Consortium ROAST recommended clinical evaluation outcome metrics to inform their 30 

clinical care for individuals with an acute LAS injury. This highlights the responsibility of the 31 

scientific community to better disseminate evidence-informed research to clinicians.  32 

 33 

Keywords 34 

ankle sprain; chronic ankle instability; evidence-based practice; knowledge translation; 35 

practice change 36 

 37 

Key Points 38 

 39 

1) A minority of French-speaking physiotherapists use the International Ankle 40 

Consortium ROAST recommended clinical evaluation outcome metrics to inform their 41 

clinical care for individuals with an acute LAS injury.  42 

2) Non-English speakers are at a substantial disadvantage regarding their ability to 43 

understand and correctly implement evidence-informed clinical research which is 44 

published in English language scientific journals.  45 

3) The foot-ankle research community should endeavor to better disseminate evidence-46 

informed research to clinicians in ways that can overcome constraints imposed by 47 

language and geographical location. 48 
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 49 

Body of manuscript  50 

1 Introduction 51 

Acute lateral ankle sprain (LAS) injuries are the most common musculoskeletal injury 52 

incurred by individuals who partake in sport or recreational physical activities.
1,2

 The 53 

incidence of LAS injuries among the general population has reported to be as high as 2.15 per 54 

1000 person-years
2
. LAS injuries account for as many as 3% to 5% of all emergency room 55 

visits per annum in the United Kingdom.
3
 However, this is likely an underestimation 56 

considering that 50% to 64% of individuals who sustain an acute LAS injury do not seek 57 

medical attention for their injury.
4,5

 Therefore, it unsurprising that the risk of LAS injury 58 

recurrence is high.
6,7

 As many as 40% of individuals who incur a first-ever acute LAS injury 59 

develop chronic ankle instability (CAI)
8
, which is characterized by self-reported episodes of 60 

“giving-way” of the ankle joint, self-reported feelings of ankle instability, and recurrent 61 

injuries.
9
 CAI has been reported to associate with the development of post-traumatic 62 

osteoarthritis.
10

 The combination of this catastrophic cascade: first LAS injury, recurrent 63 

injury, CAI, post-traumatic osteoarthritis development, and the associated economic costs
6
 64 

makes the burden of LAS injury indisputable.
1
 65 

 66 

To reduce the impact of LAS and CAI on society and healthcare systems, the need for 67 

continued research and dissemination of research-informed knowledge has been promoted by 68 

the International Ankle Consortium.
11

 This community has published consensus statements 69 

with the aim of providing best practice and evidence-informed recommendations in relation to 70 

the definition of CAI
11

, as well as the prevalence, impact and long-term consequences of LAS 71 

injury.
1
 Furthermore, this community has developed the Rehabilitation-Oriented-ASsessmenT 72 
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(ROAST) framework for acute LAS injury.
12

 The ROAST framework presents 73 

recommendations on a minimum standard pragmatic clinical assessment, as well as a 10-point 74 

guideline, by which clinicians can sharpen the focus of their rehabilitation planning to 75 

specifically address insufficiencies that are known to associate with CAI. Despite growing 76 

research related to LAS injury and CAI, it is well known that the research findings (evidence) 77 

will not change health outcomes unless health care organizations, systems, and professionals 78 

implement them in clinical practice.
13

 Knowledge translation is defined as the process of 79 

moving from what has been learned through research to its application in different decision-80 

making contexts. It is considered to be an important process to provide more effective health 81 

services.
13

 However, the translation of research findings into clinical practice remains 82 

challenging with multiple barriers coming both from researchers or practitioners.
14

 This has 83 

been shown in ankle research, whereby a previous study reported that Irish clinicians had a 84 

limited understanding of the full spectrum of insufficiencies which associate with CAI.
15

 One 85 

possible barrier to knowledge translation could be the lack of time that clinicians have to read 86 

journal articles, and it has been reported that changes in their day-to-day clinical practices are 87 

most commonly informed by knowledge acquired by attending courses.
16

 Another possible 88 

barrier more related to international populations could be the difficulty of reading and 89 

understanding English, which has become the dominant language in the global scientific 90 

community.
17

 As a consequence, non-English speakers are at a  disadvantage when trying to 91 

understand and implement published research 
18

 which is typically written in English for 92 

higher impact reasons.
19

 93 

In this context the present study aimed to: (1) investigate the extent to which French-speaking 94 

(FR) physiotherapists implement the International Ankle Consortium Rehabilitation-Oriented-95 

ASsessmenT (ROAST) framework when providing clinical care for individuals with an acute 96 

LAS injury and (2) investigate the knowledge of the (FR) physiotherapists regarding the 97 
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mechanical and functional insufficiencies that associate with CAI. Based on the previous 98 

potential barriers mentioned earlier, we hypothesized that a large proportion of (FR) 99 

physiotherapists would not routinely implement the International Ankle Consortium 100 

Rehabilitation-Oriented-ASsessmenT (ROAST) framework when providing clinical care for 101 

individuals with an acute LAS injury. We also hypothesized that they would have a limited 102 

understanding of the mechanical and functional insufficiencies that associate with CAI.  103 

2 Methods 104 

2.1 Study design 105 

We conducted a cross-sectional study by administering an online survey to (FR) 106 

physiotherapists working in several French-speaking countries. Ethical exemption was 107 

received from the local Swiss ethical committee due to the anonymous nature of the 108 

questionnaire. All responses were anonymous, no personal data were collected, and the 109 

participants agreed (by answering to the survey) to the use of their answers for research 110 

purposes. 111 

2.2 Population 112 

The eligible population comprised (FR) physiotherapists practicing in France, Switzerland, 113 

Quebec-Canada, Belgium, or Luxembourg with the following inclusion criteria: aged 18 years 114 

or older, registered in their respective national professional society and legally able to provide 115 

consent to participate in the present study.  116 

 117 

2.3 Survey validation: modified Delphi process  118 

The survey was developed by two researchers who at the time were members of the executive 119 

committee of the International Ankle Consortium (RT, ED), two researchers experienced in 120 
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sports science (FF, BP) and one physiotherapist (MM). Based on previous methodology
20

, our 121 

survey validation was informed by a Delphi process amongst French speaking foot-ankle 122 

experts. We sent an email to all the experts from our network seeking their participation in the 123 

Delphi process. They were required to complete the 1st round of the Delphi process within 6 124 

weeks after receiving the invitation email. A reminder email was sent to all individuals 3 125 

weeks after the initial invitation email. Twenty-two experts based in France (n=12), 126 

Switzerland (n=5), Belgium (n=3), and Quebec-Canada (n=2) participated in a Delphi 127 

process. The panel comprised physiotherapists (n=13), surgeons (n=3), physicians (n=4), a 128 

podiatrist (n=1), and a scientist (n=1). The experts were requested to express their agreement 129 

to each question on the survey on a Likert scale of 1-5 (1=strongly disagree; 2=disagree; 3=no 130 

opinion; 4=agree; 5=strongly agree). They also had the opportunity to elaborate their own 131 

question’ modification when agreement was not reached. To establish the level of agreement, 132 

the total percentage of ‘strongly agree’ (5 on the Likert scale) and ‘agree’ (4 on the Likert 133 

scale) responses was calculated for each question. A cut-off score of ≥75% agreement was 134 

required for consensus agreement. After two rounds, all experts agreed with the final survey 135 

which was then pilot tested. 136 

2.4 Survey data collection and diffusion 137 

The final version of the survey was hosted by SurveyMonkey 138 

(http://www.surveymonkey.com) and comprised of five sections: (1) participants’ 139 

demographics (age, sex, country, employment status, qualification, etc.. ), (2) participants’ 140 

self-assessed expertise in the clinical assessment, diagnosis, and treatment of patients with 141 

acute LAS injury and/or CAI, (3) clinical diagnostic assessment of the ankle (bones and 142 

ligaments), (4) clinical evaluation after acute LAS injury (International Ankle Consortium 143 

ROAST framework), and (5) CAI (definition, mechanical and functional insufficiencies). The 144 

English translation of the survey is presented in as an online supplement (see Appendix A).  145 

Onli
ne

 Firs
t

D
ow

nloaded from
 http://m

eridian.allenpress.com
/jat/article-pdf/doi/10.4085/1062-6050-0575.23/3341908/10.4085_1062-6050-0575.23.pdf by guest on 11 February 2025

http://www.surveymonkey.com/


7 

 

 146 

The self-assessment section asked participants to rate their expertise on a 10-point Likert scale 147 

with 10 being the highest level of expertise. The definition of clinical assessment, diagnosis, 148 

and treatment were provided to the participants in the online survey (see Appendix A). The 3
rd

 149 

section concerning clinical diagnostic assessment (i.e., bones
21,22 

and ligaments
12,23

) included 150 

both closed and open-ended questions. Clinical evaluation after an acute LAS injury (4
th

 151 

section) included open-ended questions in relation to the International Ankle Consortium 152 

ROAST framework.
12

 In this section, participants were questioned on their use of each 153 

framework item during the rehabilitation process/period (acute, sub-acute, functional and 154 

return to sport phase) for acute LAS injury patients.. Finally, the 5
th

 section included open-155 

ended questions, which sought participants’ own definition of CAI
11

, as well as their 156 

knowledge of the mechanical and functional insufficiencies that associate with CAI.
24,25

 157 

 158 

The invitation to complete the questionnaire on Survey Monkey was distributed separately in 159 

each country between the 12
 
October 2020 and 28

 
September 2021. This was a reasonable 160 

period of time for data collection because no further requests to complete the survey were 161 

apparent after this time. In each country, the distribution was made using either national 162 

and/or regional authorities newsletter diffusion and/or scientific or continuing education 163 

organizations mailing list diffusion. This strategy permitted to have an email sent to 164 

approximately 13 053 (FR) physiotherapists all over the five countries.  165 

2.5 Statistical Analyses 166 

Descriptive statistics were generated by SurveyMonkey Software and subsequently imported 167 

into Microsoft Excel 2016 (Microsoft Corp., Redmond, WA, USA) to facilitate development 168 

of figures and tables. Closed questions were appraised with descriptive analysis and 169 

summarized as narrative text. Qualitative data generated from the open-ended questions were 170 
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translated verbatim and compiled into Excel. The analysis of qualitative data from the open-171 

ended questions followed thematic analysis guidelines and was separated in five steps: (1) 172 

compiling, (2) disassembling, (3) reassembling, (4) interpreting, and (5) concluding.
26,27

 173 

During the process, two researchers (RT, MM) independently created a set of codes 174 

(categories/subcategories) from the participants’ answers for each open-ended questions. 175 

When agreement was not reach, a third researcher (FF) was used to reach a consensus. 176 

Similarly, descriptive analysis of participants’ response rate in each category/subcategory was 177 

summarized as narrative text.  178 

 179 

3 Results 180 

From a potential list of 13 053 (FR) physiotherapists, a total of 763 (FR) physiotherapists 181 

accessed the survey (5.8%) between 12
 
October 2020 and 28

 
September 2021. Of the 763 182 

(FR) physiotherapists, a total of 426 (55.8%) fully completed all questions and sections. 183 

Descriptive statistics of the 426 respondents/participants for sections 1 and 2 are detailed in 184 

Table 1. A large majority (77.5%) of respondents have a post-graduate qualification. The 185 

overall mean level of participants’ self-assessment regarding their expertise in the clinical 186 

assessment, diagnosis, and treatment of patients with acute LAS injury and/or CAI was 187 

6.6/10.  188 

 189 

TABLE 1 190 

 191 

The principal results of section 3 of the online questionnaire are detailed in Table 2. 192 

Concerning the clinical assessment of the skeletal tissues of the ankle joint, 48.5% of 193 

respondents cited the Ottawa Ankle Rules (OAR), but only 6.3% were able to correctly list all 194 
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of the criteria. Alarmingly, 36.6% of the respondents were unable to cite any of the OAR 195 

criteria. Additionally, only 24.6% of respondents had an accurate knowledge of the sensitivity 196 

and specificity of the OAR. Instead of using the OAR to assess the skeletal tissues of the 197 

ankle joint, a substantial proportion (40.4%) of the respondents proposed their own 198 

assessments which included, visual observation, percussion, and subjective quantification of 199 

gait. Concerning the clinical assessment of the ligaments of the ankle joint, only 25.6% of 200 

respondents mentioned the “anterior drawer test” or the “talar tilt test”. A similarly low 201 

number of respondents mentioned the “squeeze test” or the “external rotation test” (17.1% 202 

and 15.3%, respectively) for the clinical assessment of the syndesmosis ligaments. Instead of 203 

these tests, a large proportion (46.9% to 56.8%) of respondents proposed their own tests, 204 

which included, general observation, mobilization of the ankle joint, and ligament stress tests 205 

in non-specific positions (see Appendix B). 206 

. 207 

TABLE 2 208 

 209 

Section 4 of the questionnaire included questions related to the clinical evaluation of acute 210 

LAS injury and specifically the ROAST framework. The results of this section revealed that 211 

except for patient reported outcome measures (PROMs) questionnaires (only 16.7% of 212 

respondents reported that they used a PROMs questionnaire on a regular basis, whilst only 213 

50% of this group of responders were able to name a specific ankle PROMs questionnaire), a 214 

majority of respondents displayed knowledge of each of the ROAST framework items 215 

(Figures 1-2). However, it is apparent from the results that the clinical assessment methods 216 

used by respondents to evaluate each of the ROAST items are heterogenous and in most 217 

instances do not align with the recommendations proposed by the International Ankle 218 

Consortium in their ankle clinical evaluation framework.
12

 For example, only 28% of 219 
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respondents reported using the “figure-of-8 test” to evaluate ankle joint swelling; only 37% of 220 

respondents reported using the “weight bearing lunge test” to evaluate ankle joint dorsiflexion 221 

range of motion and only 23.7% of respondents reported using the “star excursion balance 222 

test” to evaluate dynamic postural balance (Figures 1-2).  223 

FIGURE 1 224 

FIGURE 2 225 

 226 

Section 5 of the questionnaire sought participants’ own definition of CAI, as well as their 227 

knowledge of the mechanical and functional insufficiencies that associate with CAI. 228 

Regarding the definition of CAI, 62.4% of respondents included reference to “recurrent 229 

sprain”. 37.1% of respondents defined CAI as the presence of “sensorimotor deficits” 230 

following LAS injury. 25.1% of respondents defined CAI as the presence of “ankle laxity” 231 

following LAS injury and 29.8% of respondents defined CAI as the presence of a “feeling of 232 

instability” following LAS injury.  With respect to the functional insufficiencies that associate 233 

with CAI, 55.6% of respondents mentioned the generic term “sensorimotor deficits” (Figure 234 

3A). The three most identified “sensorimotor deficits” included: “balance deficits” (52.3%), 235 

“strength deficits” (44.3%), and “proprioception deficits” (36.3%). With respect to the 236 

mechanical insufficiencies that associate with CAI, 41.7% of respondents mentioned the 237 

generic term “sensorimotor deficits” (Figure 3B). In parallel to that, the two most identified 238 

mechanical insufficiencies included: “ankle laxity” (32.2%), and “ankle dorsiflexion range of 239 

motion deficits” (28.6%).  240 

 241 

FIGURE 3 242 
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4 Discussion 243 

The main finding of this study was that less than a quarter of (FR) physiotherapists (1) used 244 

the International Ankle Consortium Rehabilitation-Oriented-ASsessmenT (ROAST) 245 

framework when providing clinical care for individuals with an acute LAS injury, (2) have a 246 

clear understanding of the full spectrum of mechanical and functional insufficiencies 247 

associated with CAI development. These results are surprising considering that a large 248 

proportion of the respondents had a post-graduate qualification in sports physiotherapy, 249 

musculoskeletal physiotherapy, foot-ankle joint complex and/or manipulative therapy. We 250 

have also noted a remarkable distortion between the low level of evidence-based answers 251 

provided by the respondents in comparison to their high self-assessed expertise in the clinical 252 

assessment, diagnosis, and treatment (7/10) as this level is close to that of the expert panel 253 

members of the International Ankle Consortium (8/10).
12

 These finding highlight the gap in 254 

knowledge between the best available scientific evidence and actual clinical practice in 255 

French-speaking countries regarding acute LAS injury and/or CAI management. 256 

4.1 Section 3: Clinical diagnostic assessment of the ankle 257 

The OAR are the most commonly used clinical prediction rules as they are simple and quick 258 

to implement in practice.
21

 Even though the OAR were published almost thirty years ago
22

, 259 

and have been taught for years in (FR) school/university of physiotherapy, a  small proportion 260 

of (FR) physiotherapists (24.6%) do know how to implement the OAR in clinical practice. 261 

This result potentially arises due to the physician first-contact in the French medical system. 262 

Indeed, nowadays the first-contact clinical diagnostic assessment after LAS is made for a 263 

large proportion by medical doctors in the emergency department or in private practice. 264 

Therefore, for a decade the implementation and realization of the OAR in daily practice is not 265 

a prerogative for (FR) physiotherapists which could explain our results. However, if the 266 

presence of (FR) physiotherapists into primary care team is rare, we think that the 267 
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implementation OAR should be known by every (FR) physiotherapists as its utilization in 268 

specific case conditions in daily practice is relevant from our experience (live game, no rapid 269 

medical availability, etc). Regarding lateral ligament integrity assessment, half of the 270 

respondents (51.9%) specified that they used their own “modified” version of reference 271 

tests. This could be problematic, as “modified” versions of reference test lack psychometric 272 

validity and could lead to a wrong diagnosis of ligaments integrity in practice. Additionally, 273 

very few respondents (3.7%) reported using a cluster of tests (e.g., palpation + stress test) 274 

which is known to increase the efficacy of ankle diagnostic tests.
23

 For the assessment of the 275 

integrity of the syndesmosis ligaments, a similar response pattern was observed (48,8% of 276 

respondents reported using an “modified” test, while only 2.3% of respondents used a cluster 277 

of at least 2  reference tests).
12,28

  This could possibly lead to an under-diagnosis of 278 

syndesmosis ligament injuries by not seeking additional imaging or arthroscopy when these 279 

tests are positive. Then it could also lead to potential long-term residual deficits as these “high 280 

ankle sprains” are associated with prolonged pain, disability and premature ankle arthritis.
29

 281 

4.2 Section 4: Clinical evaluation after a LAS injury 282 

It has been proposed that LAS recurrence might be due to inadequate rehabilitation.
1,12

 The 283 

International Ankle Consortium have suggested that the ROAST guidelines should be 284 

implemented by clinicians when managing acute ankle sprain injuries – the proposition is that 285 

a rehabilitation program based on objectively identified injury-associated impairments could 286 

help reduce the risk of recurrent injuries (a key feature of chronic ankle instability).
12

 Our 287 

results indicate that a large proportion of respondents likely over-estimated their self-288 

perceived expertise related to the clinical assessment of acute ankle sprain injuries. A 289 

minority of respondents reported performing evidence-informed objective impairment-based 290 

clinical assessments during their rehabilitation process after acute LAS injury. This is 291 

evidenced by the fact that 68.7% of respondents used subjective manual muscle tests to 292 
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determine the absence/presence of shank muscle strength impairments. The use of subjective 293 

manual muscle tests is questionable and the results obtained from such clinical assessments 294 

are likely to lead to unreliable findings. Our results reinforce the need to teaching and 295 

claiming the importance of using objective impairment-based clinical assessments in French 296 

physiotherapy curricula and continuing education courses Finally, in this section, it seems 297 

crucial not to overlook that a large majority of responders (83.3%) reported that they do not 298 

used important PROMs questionnaires such as the “Foot ankle and ability measure” or the 299 

“Cumberland ankle instability tool”.
30,31

 Although they are now available and validated in 300 

French
32,33

 this underutilization reduces the ability of (FR) physiotherapists to properly detect 301 

patient self-reported functional deficits, functional ankle instability, and severity of the 302 

instability.
30,31

 303 

4.3 Section 5: Chronic Ankle Instability 304 

The accepted definition of CAI endorsed by the International Ankle Consortium is the 305 

presence of residual symptom such as self-reported episodes of giving way of the ankle joint, 306 

and/or self-reported feelings of ankle joint instability, and/or self-reported recurrent sprains 307 

following the occurrence of at least one significant ankle sprain injury.
11

 Our results suggest 308 

that a thorough understanding of the concept of CAI is lacking amongst (FR) 309 

physiotherapists; giving way was only identified by 14.3% of respondents, feelings of ankle 310 

joint instability was only identified by 29.8% of respondents, while recurrent sprains was 311 

identified by 67.8% of respondents. Additionally, our results show that (FR) physiotherapists 312 

don’t have a thorough comprehension of the difference between functional and mechanical 313 

insufficiencies as “sensori-motor deficits” was the best cited thematic for each one. The 2002 314 

model of CAI proposed that CAI results from the interaction of mechanical instability (MI) – 315 

defined as a pathological laxity after ankle-ligament injury – and functional instability (FI) – 316 

defined as the occurrence of recurrent ankle instability and the sensation of joint instability 317 
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due to the contribution of proprioceptive and neuromuscular deficits.
24

 Therefore, including 318 

“sensori-motor deficits” as a key thematic for both MI and FI illustrates that physiotherapist 319 

are likely to be unaware of the range of different mechanical insufficiencies that can 320 

contribute to the development of CAI (e.g., degenerative changes, tissue adaptations).
24,25

 321 

Such as misunderstanding could result in the implementation of sub-optimal treatment, such 322 

that important mechanical insufficiencies are never addressed as part of the rehabilitation 323 

process. This in turn could perpetuate the cascade of chronic symptoms and prolonged long-324 

term deficits. 
1,12

  325 

4.4 Implications: 326 

(FR) physiotherapists’ gap in knowledge between the best available scientific evidence and 327 

their actual clinical practice has implications both for researchers, practitioners and journal 328 

editors. First, it highlights the potential problem of the language barrier
18

 and the disadvantage 329 

for (FR) physiotherapists to understand English language articles. To overcome this barrier, 330 

French translation of a well-known international continuing education website blog (®Physio 331 

Network) have been created for several years including infographics, research reviews and 332 

podcasts. However, if the OAR, the ROAST framework
12

 and the first model of CAI
24

 have 333 

been translated in French
34

 this currently is not enough in regard to our results and some other 334 

options have to be considered. As proposed by Emerging Themes in Epidemiology journal 335 

abstracts in alternative languages, wiki-open translation or international board of translator-336 

editors could be valuable options for journal editors.
18

 In parallel to English translation, we 337 

believe that these results underscore the responsibility of researchers to disseminate the 338 

clinical applications of their findings to clinicians considering their lack of time to read 339 

journal articles. Therefore, one possible strategy of dissemination could be the better use of 340 

easy to understand and viewer friendly media such as infographics, article synthesis, website 341 

blogs which are also now more and more translated in French. Outside conventional journal 342 
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publication, it’s important to notice that instead of reading articles, attendance at courses is 343 

the biggest source of practice-changing information for practitioners as highlighted by 344 

Whiteley et al.
16

 However, as we don’t know if this also the preference of our respondents, we 345 

think that social media
35

 or courses are also insightful options for enhanced knowledge 346 

translation to bridge the gap between research and practice. On one side, it is incumbent upon 347 

individual who teach continuing professional development courses to make sure that the 348 

material that they deliver to practitioners is contemporaneous and evidence informed. On the 349 

other side, it is incumbent upon practitioners to integrate these new scientific evidences into 350 

their practice and to learn continually and sustainably. 351 

4.5 Limitations: 352 

Our investigation has several limitations that should be underlined. Firstly, the dissemination 353 

of our study was only provided by official, scientific, or education authorities of each country 354 

and not generalized with social media. This was decided a priori, in order to avoid inclusion 355 

bias, but the total number of responders could be considered as low regarding the 356 

demographic of physiotherapist in overall countries. Secondly, it could be expected that (FR) 357 

physiotherapists who volunteered to participate in this survey were more interested in LAS 358 

and therefore more educated and more aware of recent clinical guidelines. Thirdly, although 359 

the psychosocial aspects are essential in the management of lateral ankle sprains, as 360 

highlighted in the updated model of CAI
25

, in this study we focused solely on the 'bio' aspect 361 

of the "biopsychosocial" model during clinical assessment. This is partly due to the fact that 362 

the optimal length of a questionnaire should not exceed 25 min in order to have the highest 363 

rate of responders.
36

 Lastly, it should be noted that we recruited solely from the five biggest 364 

French-speaking countries (number of physiotherapists) and most of whom were from France 365 

and work/ed in private practice which make our results not generalizable to physiotherapist 366 

working other (FR) physiotherapy populations. However, it is worth noting that the 367 
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educational systems (based on internships) and modes of professional practice (employment 368 

in institutions or independent self-employment) are sufficiently analogous in the five chosen 369 

countries, allowing, in our view, the derivation of overarching conclusions from our study. 370 

5 Conclusion 371 

Our results suggest that a minority of (FR) physiotherapists use evidence informed clinical 372 

assessment approaches for patients with acute LAS injuries and CAI. Their lack of knowledge 373 

of the insufficiencies that associate with CAI is concerning and suggests that several 374 

important insufficiencies are likely never addressed as part of the rehabilitation process. This 375 

in turn could perpetuate the cascade of chronic symptoms. More efforts are needed from both 376 

researchers and clinicians to improve knowledge translation from science to clinical practice. 377 

Without such efforts it is likely that the prevalence of CAI will remain high.  378 

 379 

 380 

 381 

Appendix A. Supplementary data 382 

Supplementary document: English translation of the online survey 383 

 384 

Appendix B. Supplementary data 385 

Supplementary document: Thematic analysis of the online survey’ for each open-ended 386 

question  387 

 388 

 389 

 390 

 391 
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Legends to tables  512 

Table 1. Physiotherapists demographics and self-assessment. 513 

Table 2. Results of thematic analysis for bones and ligamentous integrity. 514 
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 532 

 533 

 534 

 535 

Legends to figures 536 

Figure 1. Thematic analysis of clinical evaluation after an acute lateral ankle sprain (ROAST 537 

framework items). A: Ankle joint swelling set of thematics; B: Ankle joint range of motion 538 

set of thematics; C: Ankle joint muscle strength set of thematics; D: Ankle joint 539 

arthrokinematics set of thematics. 540 

Figure 2. Thematic analysis of clinical evaluation after an acute lateral ankle sprain (ROAST 541 

framework items). A: Static postural balance set of thematics; B: Dynamic postural balance 542 

set of thematics; C: Ankle joint specific “patient-reported outcome measures” (PROMS) set 543 

of thematics. 544 

Figure 3. Top described thematic concerning functional and mechanical insuffiencies that 545 

contribute to chronic ankle instability. A: The four most described thematic regarding 546 

functional insuffiencies; B: The three most described thematic regarding mechanical 547 

insufficiencies. 548 

 549 

 550 

 551 

Onli
ne

 Firs
t

D
ow

nloaded from
 http://m

eridian.allenpress.com
/jat/article-pdf/doi/10.4085/1062-6050-0575.23/3341908/10.4085_1062-6050-0575.23.pdf by guest on 11 February 2025



22 

 

 552 

 553 

 554 

 555 

 556 

Onli
ne

 Firs
t

D
ow

nloaded from
 http://m

eridian.allenpress.com
/jat/article-pdf/doi/10.4085/1062-6050-0575.23/3341908/10.4085_1062-6050-0575.23.pdf by guest on 11 February 2025



Onli
ne

 Firs
t

D
ow

nloaded from
 http://m

eridian.allenpress.com
/jat/article-pdf/doi/10.4085/1062-6050-0575.23/3341908/10.4085_1062-6050-0575.23.pdf by guest on 11 February 2025



Onli
ne

 Firs
t

D
ow

nloaded from
 http://m

eridian.allenpress.com
/jat/article-pdf/doi/10.4085/1062-6050-0575.23/3341908/10.4085_1062-6050-0575.23.pdf by guest on 11 February 2025



Onli
ne

 Firs
t

D
ow

nloaded from
 http://m

eridian.allenpress.com
/jat/article-pdf/doi/10.4085/1062-6050-0575.23/3341908/10.4085_1062-6050-0575.23.pdf by guest on 11 February 2025



Table 1. Physiotherapists demographics and self-assessment. 

    

  Overall Physiotherapists 

(n=426)   

  N (%) 

  Mean ±SD 

      

Female 202 (46.7%) 

   

Age (years) 37.1 ±10.96 

   

Country   

        Belgium 26 (6.1%) 

        France 230 (53.9%) 

        Luxembourg 45 (10.6%) 

        Quebec-Canada 61 (14.3%) 

        Switzerland 64 (15.0%) 

   

Employment status 

          Private practice    377 (88.5%) 

        Public hospital 20 (4.7%) 

        Private clinic 16 (3.8%) 

        Rehabilitation center 24 (5.6%) 

        Sports structures 29 (6.8) 

        Others 19 (4.5%) 

   

Clinical experience (years) 13.2 ± 10.8 

   

Research activity  17 (4.0%) 

        Senior research fellow 1 (0.2%) 

        Post-doctoral researcher 2 (0.5%) 

        PhD candidate researcher 6 (1.4%) 

        Research assistant 4 (0.9%) 

        Others 4 (0.9%) 

   

Post-graduate qualification 330 (77.5%) 

        Sport physiotherapy  149 (35.0%) 

        Musculoskeletal physiotherapy 200 (46.9%) 

        Foot-ankle joint complex  92 (21.6%) 

        Manipulative therapy  62 (14.6%) 

           

Number of patients with LAS/CAI treated    

        1 per month 146 (34.3%) 

        1 per week 131 (30.8%) 

        2 to 6 per week 142 (33.3%) 

        >6 per week 7 (1.6%) 

   

Level of expertise self-assessment (10-point LS)   

        Clinical assessment 6.4 ± 1.6 

        Diagnosis 6.3 ± 1.7 

        Treatment 7.0 ± 1.4 

      

 CAI, chronic ankle instability; LAS, lateral ankle sprain; LS, likert-scale;  

 

Onli
ne

 Firs
t

D
ow

nloaded from
 http://m

eridian.allenpress.com
/jat/article-pdf/doi/10.4085/1062-6050-0575.23/3341908/10.4085_1062-6050-0575.23.pdf by guest on 11 February 2025



Table 2. Results of thematic analysis for bones and ligamentous 

integrity. 
    

  Overall 

Physiotherapists 

(n=426)   

  N (%) 

Part 1: Bones integrity 

           Ottawa Ankle Rules  205 (48.1%) 

         Bernese Ankle Rules 18 (4.2%) 

         Tuning-fork test                                                       66 (15.5%) 

         General observations excluding OAR 172 (40.4%) 

         Walking or weight bearing status excluding OAR 134 (31.5%) 

         Manual bones percussions 71 (16.7%) 

         Declare “do not know” 15 (3.5%) 
   

Part 2: Ligamentous integrity   

    Anterior Talo-Fibular-Ligament (ATFL)   

         Name or describe anterior drawer test  109 (25.6%) 

         Name or describe ligament palpation 82 (19.2%) 

         Other  242 (56.8%) 

         Declare “do not know” 75 (17.6%) 

         Cluster: ADT and palpation 13 (3.1%) 

   

    Calcaneo-fibular-ligament (CFL) 

           Name or describe talar tilt test  109 (25.6%) 

         Name or describe ligament palpation 70 (16,4%) 

         Other  200 (46.9%) 

         Declare “do not know” 97 (22.8%) 

         Cluster: TTT and palpation 18 (4.2%) 

   

    Syndesmosis ligaments   

         Name or describe squeeze test  73 (17.1%) 

         Name or describe external rotation test  65 (15.3%) 

         Describe weight bearing dorsiflexion test 18 (4.2%) 

         Name or describe ligament palpation 55 (12.9%) 

         Other  208 (48.8%) 

         Declare “do not know” 105 (24.6%) 

         Cluster: ST or ERT and palpation 10 (2.3%) 

ADT, Anterior Drawer Test; ERT, External Rotation Test; OAR, Ottawa Ankle 

Rules; ST, Squeeze Test; TTT, Talar Tilt Test; 
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Supplementary material A: English translation of the online survey 

 
SECTION 1: PARTICIPANTS’ DEMOGRAPHICS 

 

 

1- Are you a physiotherapist?  

Answer (closed type): Yes / No (if the answer is no, the survey stops directly) 

 

 

2- In which country are you currently employed?  

Answer: Preferably a drop-down menu with: France / Switzerland / Belgium / Luxembourg / 

Quebec-Canada 

 

 

3- What is your age? 

Answer: Preferably a drop-down menu with: numbers from 18 onwards 

 

 

4- What is your sex? 

Answer: Preferably a drop-down menu with: Male/Female/Prefer not to say 

 

 

5- What is your current employment? (Tick all that apply) 

Answer: Preferably a drop-down menu with: Liberal Clinical Practice / Salaried Clinical 

Practice / Teacher in initial training – pre graduate / Continuing education teacher/ Other 

 

 

6- If you work clinically what is your employment status? (Tick all that apply) 

Answer: Preferably a drop-down menu with: Private practice / Public Hospital / Private Clinic 

/ Rehabilitation Center/ Sports structures (federation, clubs, CREPS etc) / Other 

 

 

7- How many years of clinical experience do you have in your field (since 

graduation)? 

Answer: Preferably a drop-down menu with: numbers from <1year onwards  

 

 

8- Do you have a research activity linked to a laboratory or an institution? 

Answer (closed type): Yes / No 

 

 

        8bis – If yes to question 8, what is your current rank? 

Answer: Preferably a drop-down menu with: Senior Research Fellow/ Research Fellow/ Post-

doctoral Researcher/ Graduate Research Student (PhD or MSc)/ Research Assistant/ Other 

 

 

9- Did you have a formal qualification in?  (tick ALL that are applicable) 

Answer: Preferably a drop-down menu with : Long qualification in sports physiotherapy: 

minimum of 5 days (40h) / Short specific course for the ankle joint complex / Long 
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qualification in musculoskeletal physiotherapy: minimum of 5 days (40h) / Diploma of 

osteopath or chiropractor or etiopath / None of these 4 qualifications proposals 

 

 

10- Do you have a particular interest in the ankle joint? (research of literature, 

congress, podcast, webinar on the subject) 

 

Answer: Yes / No 

 

 

11- If you work clinically how many patients on average per week do you assess with 

ankle injuries? 

Answer: Preferably a drop-down menu with: 1 per month / 1 per week / 2 to 6 per week / >6 

per week 

 

 

12- If you work clinically which level patients do you work with? (tick ALL that are 

applicable) 

Answer: Preferably a drop-down menu with: General population / Amateur athletes / College-

level athletes/ High school-level athletes / Semi-professional athletes / Professional athletes 
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SECTION 2: PARTICIPANTS’ SELF-ASSESSMENT  

 

13- Rate your level of expertise in the clinical assessment of patients with lateral 

ankle sprain injury and/or chronic ankle instability? 

Answer: 0 = no level of expertise … 10 = highest level of expertise 

 

Clinical assessment refers to the clinician’s ability to evaluate the patient's injury and 

associated prognosis based on information gathered from physical examinations/tests and the 

patient's medical history. 

 

 

14- Rate your level of expertise in the diagnosis of patients with lateral ankle sprain 

injury and/or chronic ankle instability? 

Answer: 0 = no level of expertise … 10 = highest level of expertise 

 

Medical diagnosis refers to the clinician’s ability to determine which condition (injured 

structure/s) likely explains the patient’s symptoms.  

 

 

15- Rate your level of expertise in the treatment/rehabilitation of patients with lateral 

ankle sprain injury and/or chronic ankle instability? 

Answer: 0 = no level of expertise … 10 = highest level of expertise 

 

Expertise in treatment/rehabilitation is defined by the clinician's ability to implement a 

management strategy that will allow the patient to recover full function without limitation in 

future activities and with a minimum chance of injury recurrence. 

 

 

 

The purpose of sections 3, 4 and 5 is to objectively assess your personal knowledge of clinical 

diagnostic assessment of patients with acute ankle sprain injuries and chronic ankle 

instability. We remind you that it is necessary for us that you answer these questions without 

any resources at your side (books, course materials, websites). 

 

  O I have read this instruction 
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SECTION 3: CLINICAL DIAGNOSTIC ASSESSMENT OF THE ANKLE 

 

 

Q1- A patient presents to you in 1st intention following an acute trauma of the 

foot/ankle complex. Without medical imaging, how do you clinically assess the 

probability that this patient will have a fracture? 

Answer: Open to type (100 words max) 

 

 

 

Q2- Can you cite all the Ottawa ankle rules? 

Answer: Open to type (100 words max) 

 

 

Q3- From a clinimetric properties point of view, the Ottawa criteria are criteria that 

present: 

 

* Clinimetric properties: In the musculoskeletal field, we can define clinimetric properties as 

the evaluation of clinical tests by studies. These make it possible to assess the reliability 

(reproducibility), validity and interest that they can bring to the exam (inclusion or 

exclusion). 

 

Answer (closed type):  

 A strong sensitivity and a strong specificity  

 A strong sensitivity and a weak specificity  

 A strong specificity and a weak sensitivity 

 A weak specificity and a weak sensitivity 

 I don’t know 

 

 

 

Q4- During my clinical exam, my patient has 2 positive Ottawa’ criteria, what can I say? 

 

Answer (closed type):  

 My patient has a high probability to have a fracture  

 My patient has a high probability to have no fracture 

 I can't conclude about the presence of a fracture 

 

 

Q5- During my clinical exam, my patient has NO positive Ottawa’ criteria, what can I 

say? 

 

Answer (closed type):  

 My patient has a high probability to have a fracture  

 My patient has a high probability to have no fracture 

 I can't conclude on the presence of a fracture 
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Q6a- Can you cite or describe the clinical tests allowing to objectify a lesion of the 

“anterior talofibular ligament”? 

 

Answer: Open to type (100 words max) 

 

Q6b- Can you cite or describe the clinical tests allowing to objectify a lesion of the 

“calcaneofibular ligament”? 

 

Answer: Open to type (100 words max) 

 

Q6c- Can you cite or describe the clinical tests allowing to objectify a lesion of the 

“syndesmosis ligaments”? 

 

Answer: Open to type (100 words max) 
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SECTION 4: CLINICAL EVALUATION AFTER AN ACUTE LATERAL ANKLE 

SPRAIN INJURY 

 

 

Q7a- As part of the management of lateral ankle sprain injury, do you assess ankle-joint 

swelling? 

Answer (closed type): Yes / No 

 

If yes, how?  

 

Answer: Open to type (100 words max) 

 

 

 

Q7b- As part of the management of lateral ankle sprain injury, do you assess ankle-joint 

range of motion? 

Answer (closed type): Yes / No 

 

If yes, how?  

 

Answer: Open to type (100 words max) 

 

 

 

Q7c- As part of the management of lateral ankle sprain injury, do you assess ankle-joint 

muscle strength? 

Answer (closed type): Yes / No 

 

If yes, how?  

 

Answer: Open to type (100 words max) 

 

 

 

Q7d- As part of the management of lateral ankle sprain injury, do you assess ankle-joint 

arthrokinematics? 

Answer (closed type): Yes / No 

 

If yes, how?  

 

Answer: Open to type (100 words max) 
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Q7d- As part of the management of lateral ankle sprain injury, do you assess ankle-joint 

arthrokinematics? 

Answer (closed type): Yes / No 

 

If yes, how?  

 

Answer: Open to type (100 words max) 

 

 

Q7e- As part of the management of lateral ankle sprain injury, do you assess static 

postural balance? 

Answer (closed type): Yes / No 

 

If yes, how?  

 

Answer: Open to type (100 words max) 

 

 

Q7f- As part of the management of lateral ankle sprain injury, do you assess dynamic 

postural balance? 

Answer (closed type): Yes / No 

 

If yes, how?  

 

Answer: Open to type (100 words max) 

 

 

Q7g- As part of the management of lateral ankle sprain injury, do you assess specific 

patient-reported outcome measures? 

Answer (closed type): Yes / No 

 

If yes, how?  

 

Answer: Open to type (100 words max) 
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SECTION 5: CHRONIC ANKLE INSTABILITY 

 

Q8- In your own words, can you give a definition of chronic ankle instability?  

 

Answer: Open to type (100 words max) 

 

 

 

 

Patients with chronic ankle instability often present with established functional insufficiencies 

and mechanical insufficiencies. 

 

Q9-Can you list the functional insufficiencies which are often present in a patient with 

chronic ankle instability? 

 

Answer: Open to type (100 words max) 

 

 

 

Q10- Can you list the mechanical insufficiencies which are often present in a patient 

with chronic ankle instability? 

 

Answer: Open to type (100 words max) 
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Supplementary material B: Thematic analysis of the online survey’ for each open-ended 

question 

 
In this supplementary material, you can find all the themes addressed by the respondents 

during the open-ended questions. 

 

 

SECTION 3: CLINICAL DIAGNOSTIC ASSESSMENT OF THE ANKLE 

 

 

Q1- A patient presents to you in 1st intention following an acute trauma of the 

foot/ankle complex. Without medical imaging, how do you clinically assess the 

probability that this patient will have a fracture? 

Answer: Open to type (100 words max) 

 

Code N % 

Code 0: Declare “do not know” 15 3.5 

Code 1: Mention “Ottawa Ankle Rules” (OAR)  205 48.1 

Code 2: Mention “Bernese Ankle Rules”  18 4.2 

Code 3: Mention “Tuning-fork test”  66 15.5 

Code 4: Describe general observations excluding OAR  172 40.4 

Code 5: Describe observation of walking and weight bearing status excluding OAR 134 31.5 

Code 6: Mention manual bones’ percussions  71 16.7 

Code 7: Mention the use of ultrasound  12 2.8 

Code 8: Mention age as an evaluation criteria  20 4.7 

Code 9: Other  6 1.4 

 

 

Q2- Can you cite all the Ottawa ankle rules? 

Answer: Open to type (100 words max)  

 

For this question each correct answer gives a percentage score (10 or 18%). If all the items 

were present in the answer, the respondent had the maximal score of 100%. 

 

Item % score 

Item 1: Mention the palpation of the external malleolus 18% 

Item 2: Mention the palpation of the internal malleolus 18% 

Item3: Mention the palpation of the posterior surface of the malleolus  10% 

Item 4: Mention the incapacity to walk 4 steps (and more) 18% 

Item 5: Mention the palpation of the navicular bone 18% 

Item 6: Mention the palpation of the fifth metatarsal bone 18% 
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 Score N % 

100% 27 6.3 

90% 29 6.8 

82% 17 4.0 

72% 72 16.9 

64% 9 2.1 

54% 54 12.7 

46% 4 0.9 

36% 45 10.6 

28% 2 0.5 

18% 11 2.6 

0% 156 36.6 

 

 

 

Q6a- Can you cite or describe the clinical tests allowing to objectify a lesion of the 

“anterior talofibular ligament”? 

Answer: Open to type (100 words max) 

 

Code N % 

Code 0: Declare “Do not know” 75 17.6 

Code 1: Name or describe the “anterior drawer test” 109 25.6 

Code 2: Name or describe ligament’ palpation 82 19.2 

Code 3: Other 242 56.8 

Cluster: code 1 + code 2 13 3.1 

 
 

 

Q6b- Can you cite or describe the clinical tests allowing to objectify a lesion of the 

“calcaneofibular ligament”? 

Answer: Open to type (100 words max) 

 

 

 

Code N % 

Code 0: Declare “Do not know” 97 22.8 

Code 1: Name or describe the “talar tilt test” 109 25.6 

Code 2: Name or describe ligament’ palpation 70 19.2 

Code 3: Other 200 56.8 

Cluster: code 1 + code 2 18 4.2 
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Q6c- Can you cite or describe the clinical tests allowing to objectify a lesion of the 

“syndesmosis ligaments”? 

Answer: Open to type (100 words max) 

 

 

Code N % 

Code 0: Declare “Do not know” 105 24.6 

Code 1: Name or describe the “squeeze test” 73 17.1 

Code 2: Name or describe the “external rotation test” 65 15.3 

Code 2: Name or describe the “weight bearing dorsiflexion test” 18 4.2 

Code 3: Name or describe ligament’ palpation 55 12.9 

Code 4: Other 208 48.8 

Cluster: code 1 + code 2 + code 4 2 0.5 

Cluster: code 1 + code 2 + code 3 + code 4 3 0.7 
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SECTION 4: CLINICAL EVALUATION AFTER AN ACUTE LATERAL ANKLE 

SPRAIN INJURY 

 
 

Q7a- As part of the management of lateral ankle sprain injury, do you assess ankle-joint 

swelling? 

Answer (closed type): Yes / No 
 

 

Answer N % 

Yes 353 89.1 

No 43 10.9 

 

If yes, how?  

Answer: Open to type (100 words max) 

 

Code N % 

Code 0: Declare “Do not know” 2 0.5 

Code 1: Mention perimeter’ measurement by specifying "figure of 8" 99 25.0 

Code 2: Mention perimeter’ measurement without specifying a specific method 133 33.6 

Code 3: Mention the “pitting test” 86 21.7 

Code 4: Mention visual observation, redness or heat 148 37.4 

Code 5: Other 31 7.8 

 
 

 

Q7b- As part of the management of lateral ankle sprain injury, do you assess ankle-joint 

range of motion? 

Answer (closed type): Yes / No 

 

Answer N % 

Yes 384 97.5 

No 10 2.5 

 

 

If yes, how?  

Answer: Open to type (100 words max) 

 

 

Code N % 

Code 0: Declare “Do not know” 8 2.0 

Code 1: Mention the “weight bearing lunge test” 142 37.0 

Code 2: Mention dorsiflexion or plantarflexion angle’measurements in non-weight bearing position 189 49.2 

Code 3: Mention between limb visual comparison 125 32.6 

Code 4: Mention the “start excursion balance test” or “Y balance test” 3 0.8 

Code 5: Mention using subjective manual’ assessments 72 18.8 

Code 6: Other 20 5.2 
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Q7c- As part of the management of lateral ankle sprain injury, do you assess ankle-joint 

muscle strength? 

Answer (closed type): Yes / No 

 

Answer N % 

Yes 335 85.5 

No 57 14.5 

 

 

If yes, how?  

Answer: Open to type (100 words max) 

 

Code N % 

Code 0: Declare “Do not know” 8 2.4 

Code 1: Mention using an hand held dynamometer 46 13.7 

Code 2: Mention using manual testing 230 68.7 

Code 3: Mention using “fatigability specific tests” 35 10.5 

Code 4: Mention using “functional tests” 62 18.5 

Code 5: Mention using isokinetic dynamometer 5 1.5 

Code 6: Other 41 12.2 

 

 

 

 

Q7d- As part of the management of lateral ankle sprain injury, do you assess ankle-joint 

arthrokinematics? 

Answer (closed type): Yes / No 

 

 

Answer N % 

Yes 268 68.5 

No 123 31.5 

 

If yes, how?  

Answer: Open to type (100 words max) 

 

Code N % 

Code 0: Declare “Do not know” 9 3.4 

Code 1: Mention the “posterior talar glide test” 4 1.5 

Code 2: Mention manual subjective glide assessment of bones 233 86.9 

Code 3: Mention symptom’ modification or patient’clinical response 4 1.5 

Code 4: Other 24 9.0 

For your information : code 5, 6, 7 and 8 are subcategories of code 2 

Code 5: Mention anterior or posterior talar positional fault 50 18.7 

Code 6: Mention mobility of the foot joints 34 12.7 

Code 7: Mention mobility of the distal and/or proximal tibiofibular joint 31 11.6 

Code 8: Mention mobility of the subtalar joint 16 6.0 
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Q7e- As part of the management of lateral ankle sprain injury, do you assess static 

postural balance? 

Answer (closed type): Yes / No 

 

 

Answer N % 

Yes 348 89.0 

No 43 11.0 

 

 

If yes, how?  

Answer: Open to type (100 words max) 

 

Code N % 

Code 0: Declare “Do not know” 24 6.9 

Code 1: Mention using the “foot lift test” 17 4.9 

Code 2: Mention using the “balance error score system” 14 4.0 

Code 3: Mention using unipodal stabilization time 41 11.8 

Code 4: Mention using test on unstable surface with or without destabilization 67 19.3 

Code 5: Mention using visual observation in bi-or-unipedal stance 216 62.1 

Code 6: Mention using “start excursion balance test” 15 4.3 

Code 7: Other 62 17.8 

 

 

 

Q7f- As part of the management of lateral ankle sprain injury, do you assess dynamic 

postural balance? 

Answer (closed type): Yes / No 

 

 

Answer N % 

Yes 325 83.3 

No 65 16.7 

 

 

If yes, how?  

Answer: Open to type (100 words max) 

 

Code N % 

Code 0: Declare “Do not know” 19 5.8 

Code 1: Mention using “start excursion balance test” or “y-balance test” 77 23.7 

Code 2: Mention using “jump tests” 115 35.4 

Code 3: Mention using visual observation during squat and/or lunge movements 34 10.5 

Code 4: Mention using visual observation during walking and/or running gait 91 28.0 

Code 5: Mention using tests on unstable surface 36 11.1 

Code 7: Other 95 29.2 
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Q7g- As part of the management of lateral ankle sprain injury, do you assess specific 

patient-reported outcome measures? 

Answer (closed type): Yes / No 

 

 

 Answer N % 

Yes 71 18.2 

No 319 81.8 

 

 

If yes, how?  

Answer: Open to type (100 words max) 

 

 

Code N % 

Code 0: Declare “Do not know” 2 2.8 

Code 1: Mention using the “Cumberland Ankle Instability Tool” 9 12.7 

Code 2: Mention using the “Foot and Ankle Ability Measure” 20 28.2 

Code 3: Mention using the “Ankle Instability Instrument” 1 1.4 

Code 4: Mention using the “Identifcation of Functional Ankle Instability” 1 1.4 

Code 5: Mention using the “Foot and Ankle Disability Index” 3 4.2 

Code 6: Mention using the “Lower Extremity Functional Scale” 9 12.7 

Code 7: Mention using others “patient-reported outcome measures” 18 25.4 

Code 8: Mention using personal questionnaires 19 26.8 

Code 9: Declare “Don’t remember the name” 7 9.9 
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SECTION 5: CHRONIC ANKLE INSTABILITY 

 

Q8- In your own words, can you give a definition of chronic ankle instability?  

Answer: Open to type (100 words max) 

 

 

Code N % 

Code 0: Declare “Do not know” 9 2.1 

Code 1: Mention a person with recurrent ankle sprain 266 62.4 

Code 2: Mention a person with giving way 61 14.3 

Code 3: Mention a person with feeling of instability  127 29.8 

Code 4: Mention a person with ankle stiffness 14 3.3 

Code 5: Mention a person with ankle hyperlaxity 107 25.1 

Code 6: Mention a person with sensori-motor impairments 158 37.1 

Code 7: Mention a person with ankle pain 62 14.6 

Code 8: Mention a person with cartilage degeneration and post-traumatic osteoarthritis 6 1.4 

Code 9: Mention PROMS (patient-reported outcome measures) 1 0.2 

Code 10: Mention a person with psychological impairments and/or fear of movement 

and/or apprehension 
35 8.2 

Code 11: Other 50 11.7 

 

 

 

Patients with chronic ankle instability often present with established functional insufficiencies 

and mechanical insufficiencies. 

 

Q9-Can you list the functional insufficiencies which are often present in a patient with 

chronic ankle instability? 

Answer: Open to type (100 words max) 

 

 

Code N % 

Code 0: Declare “Do not know” 47 11.0 

Code 1: Mention a person with recurrent ankle sprain 23 5.4 

Code 2: Mention a person with giving way 18 4.2 

Code 3: Mention a person with feeling of instability  41 9.6 

Code 4: Mention a person with ankle stiffness 55 12.9 

Code 5: Mention a person with ankle hyperlaxity 19 4.5 

Code 6: Mention a person with sensori-motor impairments 237 55.6 

Code 6a: Mention strength deficits 105 44.3* 

Code 6b: Mention proprioception deficits 86 36.3* 

Code 6c: Mention postural balance deficits 124 52.3* 

Code 7: Mention a person with ankle swelling 9 2.1 

Code 8: Mention a person with deficits during activities of daily living 134 31.5 

Code 9: Mention a person with deficits during sporting activities 156 36.6 

Code 10: Mention a person with proximal joint impairments 26 6.1 
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Code 11: Mention a person with foot-ankle kinematic changes 35 8.2 

Code 12: Other 46 10.8 

* represent the total percentage of the 237 respondents with the code 6 

 

 

 

 

Q10- Can you list the mechanical insufficiencies which are often present in a patient 

with chronic ankle instability? 

Answer: Open to type (100 words max) 

 

 

Code N % 

Code 0: Declare “Do not know” 52 13.1 

Code 1: Mention a person with talus’or talocrural joint mobility restriction  68 17.1 

Code 2: Mention a person with subtalar joint mobility restriction 30 7.5 

Code 3: Mention a person with dorsiflexion range of motion deficit 114 28.6 

Code 4: Mention a person with proximal joint impairments 32 8.0 

Code 5: Mention a person with ankle hyperlaxity 128 32.2 

Code 6: Mention a person with sensori-motor impairments 166 41.7 

Code 7: Mention a person with fibular mobility restriction 33 8.3 

Code 8: Mention a person with cartilage degeneration and post-traumatic osteoarthritis 17 4.3 

Code 9: Mention a person with ankle swelling 14 3.5 

Code 10: Mention a person with foot joints mobility restriction 38 9.5 

Code 11: Mention a person with functional impairments 8 2.0 

Code 12: Other 92 23.1 
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