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Abstract  

Title of thesis: Case study of physiotherapy treatment of a patient after arthroscopy of the right 

Talocrural joint. 

Work place: Centrum Lecby Pohyboveho Aparatu Vysocany 

 The aim of the thesis was to improve the overall condition of the patient’s right leg and eliminate 

any pain he has so the patient can recover fully and be self- reliant. 

The patient was after ankle arthroscopy of the right ankle due to a football injury he got 3 years 

ago. 

The theoretical part consists of Anatomy, biomechanics, kinesiology of Talocrural joint and 

characteristics of Anterior impingement of ankle its clinical presentation, physical examination 

and treatment.  

In the practical part, I used methods I learnt during my studies in Charles university, faculty of 

physical education and sports and the protocol of Centrum Lecby Pohyboveho Aparatu Vysocany 

for treatment.  The study consists of detailed examination and treatment of the patient. The 

methods which were used are in line with the hospitals rules for post-operative care. No invasive 

method was used and all members of this research are adult and nonvulnerable. 

After all the therapy sessions, there was improvement in the patient’s leg and the level of pain 

decreased. 

 

Keywords: ankle joint, anterior ankle impingement, ankle arthroscopy, Talocrural joint, 

rehabilitation 

 

   

 

  

 

 

 

 



Abstrakt 

Název práce: Případová studie rehabilitační léčby pacienta po artroskopii pravého kloubu horní. 

Pracoviště: Centrum Lecby Pohyboveho Aparatu Vysocany 

 Cílem práce bylo zlepšit celkový stav pacienta pravou nohu a odstranění bolesti, kterou má, takže 

pacient může plně zotavit, a self - zavislí. 

Pacient byl po kotník artroskopii pravého kotníku fotbalové zranění, které dostal před 3 lety. 

Teoretická část se skládá z anatomie, biomechaniky, kineziologie horní spoj a charakteristiky 

přední srážka kotník její klinické prezentace, fyzikální vyšetření a léčbu.  

V praktické části jsem použil metody, kterou jsem se naučila během studií Karlovy univerzity, 

Fakulta tělesné výchovy a sportu a protokol Centrum Lecby Pohyboveho Aparatu Vysocany pro 

léčbu.  Studie se skládá z podrobné vyšetření a ošetření pacienta. Metody, které byly použity jsou 

v souladu s pravidly nemocnice pro pooperační péči. Není invazivní metoda byla použita a všichni 

členové tohoto výzkumu jsou dospělé a nonvulnerable. 

Po všech terapeutických sezeních bylo zlepšení v pacienta nohy a bolest snížila. 

 

Klíčová slova: Hlezenní kloub, přední kotník srážka, artroskopie kotníku, horní kloub, rehabilitace 
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1.Introduction 
The case study below is based on a patient who suffered an injury on his right leg. The patient 

is 22 days after ankle arthroscopy.  

 My thesis is divided in to two parts, the General part which is the theoretical aspect and the 

practical part which is the case study. 

The general part consists of the Anatomy of the lower leg especially the ankle, biomechanics 

of the ankle, kinesiology of the ankle, etiology of anterior ankle impingement, its clinical 

presentation, diagnosis, clinical presentation and treatment. This part will help us understand 

all we need to know about the ankle and all its functions. 

The next part consists of the case study, initial kinesiological examination, final kinesiological 

examination, summary, conclusion, effect of therapy and daily therapy.  

The main goal of the therapy is to improve the overall condition of the leg. Reduce the swelling 

around the right ankle. Also, to eliminate the pain the patient is having around the ankle when 

he’s walking and doing other activities. Also, we would like to prevent further injury and 

worsening of the current situation. Also, we would like or the patient to go back to doing 

activities he was doing before the injury happened without any discomfort. 

This practice took place in Centrum Lecby Pohyboveho Aparatu Vysocany. The whole practice 

was for 2 weeks and I had 5 therapy sessions with the patient. All sessions took place in Centrum 

Lecby Pohyboveho Aparatu Vysocany. 
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2.Theoretical Part 

 2.1 Anatomy of the Ankle Joint 

The ankle joint also known as Talocrural joint is a hinge joint with one degree of freedom. This 

joint is between the distal ends of tibia and fibula and the top surface of the talus bone of the 

foot. The lower end of the tibia and it malleolus, the fibula and its malleolus and the transverse 

ligament form a mortise accommodating the upper surface of the talus and its medial and lateral 

facets. This type of joint often is described using a carpentry term: tenon and mortise joint. A 

mortise is a notch that is cut in a piece of wood to receive a projecting piece (tenon) shaped to 

fit. Therefore, the malleoli of the tibia and fibula would be the mortise, and the talus would be 

the tenon forward [18]. The joint has a thin capsule surrounding it. There are anterior and 

posterior folds within the capsule to allow for the joint’s sagittal plane motions. The capsule is 

reinforced by the medial and the lateral ligament [9]. 

Because it is a uniaxial joint, this joint allows movement only in dorsiflexion and plantarflexion. 

In the anatomical position, the ankle is in a neutral position. Because the axis of rotation is at 

an angle, it is considered triplanar, a term used to describe motion around an obliquely oriented 

axis that passes through all three planes. At this axis, the lateral malleolus extends more distally 

and lies more posteriorly than the medial malleolus. This is essentially the axis of the ankle 

joint. It tips approximately 8 degrees from the transverse plane, 82 degrees from sagittal plane, 

and 20 to 30 degrees from the frontal plane. During ankle dorsiflexion, the foot not only comes 

up but also moves out slightly (abduction) and during ankle plantar flexion, the foot moves 

down and in (adduction) [18]. The Talus moves on a transverse axis and produces these 

movements. Muscles such as extensor digitorum longus, extensor halluces proprius, flexor 

digitorum longus responsible for this movements [9]. The shape of articulating bones, strength 

of the ligaments and the surrounding tendons make this joint strong and stable. 

The ankle joint and foot perform three main functions: acting as a shock absorber as the heel 

strikes the ground at the beginning of stance phase, adapting to the level (or unevenness) of the 

ground, and providing a stable base of support from which to propel the body forward [18]. 
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2.1.1 Bones of the Ankle Joint 

Figure 1: Ankle Joint (Lippert, 2011, p. 305) 

The following bones make up the ankle joint:  

• The tibia, its medial malleolus 

• The fibular, its lateral malleolus 

• The talus, the superior surface of the talus and its medial and lateral malleolar [4]. 

The tibia aka shin bone is the largest bone of the leg below the knee. It articulates with the head 

of fibula to form the tibiofibular joint and with the talus to form the part of the ankle joint. 

The tibia is a large weight bearing bone. Some of its osteological features are the lateral and 

medial condyles, which are articular prominences on the proximal end of the tibia, tibial 

tuberosity which is found at the proximal end of the anterior border where the patella ligament 

attaches. Also on the tibia there is the Gerdy’s tubercle- a protrusion from the lateral condyle 

to which the iliotibial tract attaches. [16] 

The Fibular on the other hand is a slender non-weight bearing bone. The head fibular articulates 

with the lateral condyle of the tibia to form the tibiofibular joint. The body of the fibular has 3 

surfaces; anterior, posterior and lateral which creates attachments for muscles and the lateral 

malleolus at the distance end articulate to the tibia contributing to the ankle joint. [18]. 

The Talus is one of the 7 tarsal bones. It comprises of a head, neck and body. The articular 

surface of the talus is pulley shaped (trochlear) on top, while on the sides it carries flat malleolar 

facets of lateral and malleolar facet of medial surface of talus. 
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The talus articulates with tibia and fibula to form the ankle joint and it articulates with calcaneus 

and navicular bone. The head of the talus, anterior and medial articular surface of the calcaneus 

and the posterior surface of the navicular bone form the Talocalcaneonavicular joint.  

The talus is wider anteriorly making the ankle more stable in dorsiflexion. This bone has no 

muscular attachment but has many ligamentus attachments. [18]. 

Other joints associated with the Talus are the Subtalar joint (talocalcaneal joint) joint between 

the talus and calcaneus and talonavicular joint; between navicular and talus. 

 

Figure 2: Talus bone (Grey,1918) 

 

 

2.1.2 Ligaments of the Ankle Joint 

Ligaments are very important because they keep the joint stable. The Talocrural joint has 2 

main ligaments; 

1. The Medial Ligament (Deltoid): The deltoid ligament is a strong, flat, triangular band, 

attached to the apex and anterior and posterior borders of the medial malleolus. It 

consists of two sets of fibers, superficial and deep. The deltoid ligament is covered by 

the tendons of the Tibialis posterior and Flexor digitorum longus [9]. The deltoid is sub 

divided into 3 parts, 

a) The anterior talotibial part: runs from the anterior border of the medial malleolus 

and attaches to the posteromedial surface of talus.  
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b) The tibionavicular part: stretches from the medial malleolus to the dorsal surface 

of navicular. 

c) Calcaneotibial: stretches between the tip of the malleolus and the sustentaculum 

tali  

d) Posterior talotibial part: runs from the posterior border of the medial malleolus 

downwards and lateral and attaches to the posteromedial part of the body of 

talus. [8] 

 

2. The Lateral ligaments: these ligaments run on the lateral surface of the ankle. It consists 

of 3 main parts; 

a) The anterior talofibular ligament: Runs from the anterior border of the lateral 

malleolus to the lateral surface of the neck of the talus. It is the shortest of the 3 

ligaments. This ligament is the most frequently injured ligament. It plays an 

important role in limiting anterior displacement of the talus and plantar flexion 

of the ankle  

b) Posterior talofibular ligament: Is the strongest and most deeply seated [8,9]. It 

stretches horizontally from the posterior order of the lateral malleolus to the 

lateral tubercle of the posterior process of the talus. Part of this ligament (the 

posterior intermalleolar ligament) tenses up during dorsiflexion and relaxes 

during plantarflexion, therefore trauma that causes forced dorsiflexion can be 

assumed to produce either rupture or injury of this ligament. Plantar flexion will 

cause it to relax and become susceptible to trapping between the tibia and talus 

leading to impingement [8]. 

c) The calcaneofibular ligament the longest of the three, is a narrow, rounded cord, 

running from the apex of the fibular malleolus downward and slightly backward 

to a tubercle on the lateral surface of the calcaneus. It is covered by the tendons 

of the Peronei longus and brevis [9].  

This ligament is relaxed in valgus position of the ankle and tensed in Varus 

position. This explains the potential of injury even without dorsi or plantar 

flexion of the ankle [8]. 
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The most common mechanism of injury to the ankle ligaments is inversion of the foot. An 

eversion injury will cause damage to the deltoid ligaments while a hyper dorsiflexion will cause 

injury to the anterior inferior tibiofibular ligament (AITFL), the posterior inferior tibiofibular 

ligament (PITFL) and the interosseous ligament. These ligaments are the three major 

syndesmotic ligaments. The syndesmotic ligament complex ensures the stability of the distal 

tibia and fibula [6].  

 

 
 
 

2.1.3 Muscles of the lower leg 
Although the talus has many ligaments attached to it, it does not have any muscular attachment.  

The muscles responsible for dorsi and plantar flexion are divide in to anterior, lateral and 

posterior compartment. [18] 
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Figure 4: Muscles of the leg (Netter, 2010, p. 407). 

 

 

 

 
 
 
 
 

2.1.3.1 Anterior Compartment 
The muscles of the anterior compartment of the leg are mainly extensors. These muscles 

primarily dorsiflex the ankle [18]. 

Muscle Origin Insertion Action 
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Tibialis 

Anterior 

Lateral condyle and proximal 

half of lateral tibia, 

interosseous membrane 

Medial plantar surface of 

medial cuneiform and base 

of 1st metatarsal  

Dorsiflexes 

ankle and 

inverts foot 

Extensor 

Halluces 

longus 

Medial part of anterior surface 

of fibula, interosseous 

membrane 

Dorsal aspect of base of 

distal phalanx of great toe 

Dorsiflex 

ankle and 

extends great 

toe 

Extensor 

Digitorum 

Longus 

Lateral condyle of tibia and 

proximal three quarter of 

anterior surface of interosseous 

membrane 

Middle and distal phalanges 

of 2nd to 5th toe 

Dorsiflex 

ankle and 

extends 2nd -

5th toes 

Peroneus 

tertius 

Distal 3rd of anterior surface of 

fibular and interosseous 

membrane 

Dorsum of base of 5th 

metatarsal 

Dorsiflex 

ankle and 

helps in foot 

eversion 
 

Table 1- Ankle Dorsiflexors   

 

2.1.3.2 Lateral compartment 

The muscles of the lateral compartment mainly evert the foot and weakly help in plantarflexion 

of the ankle. 

Muscle Origin Insertion Action 

Peroneus 

Longus 

Head and proximal 

two third of lateral 

fibula 

Plantar base of first metatarsal 

and medial cuneiform 

Everts foot and 

weakly plantarflexes 

ankle 

Peroneus 

brevis 

Distal two third of 

lateral surface of fibula 

Dorsal surface of tuberosity on 

base of 5th metatarsal 

Everts foot and 

weakly plantarflexes 

ankle 

Table 2-  foot Evertors 
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2.1.3.3 Posterior compartment muscles 

The muscles of the posterior compartment mainly plantar flex the ankle. The muscles are 

divided in to superficial and deep muscles [4,18] 

 

Superficial Muscles 

Muscle Origin Insertion Action 

Gastrocnemius 2head-lateral head; lateral 

aspect of lateral condyle of 

femur 

Medial head; popliteal 

surface above medial condyle 

of femur 

Posterior surface of 

calcaneus via Achilles 

Tendon   

Plantarflexes 

ankle joint 

Soleus Posterior aspect of fibula 

head, proximal posterior 

surface of fibula 

Posterior surface of 

calcaneus via Achilles 

Tendon 

Plantarflexes 

ankle joint 

Table 3- Superficial ankle plantar flexors 

Note- the Gastrocnemius and soleus considered together are known as the triceps surae and 

their tendon form the Achilles Tendon, the largest tendon in the body. 

 

Deep Muscles 

Muscle Origin Insertion Action 

Flexor Halluces 

Longus 

Distal 2/3 of posterior 

fibula and inferior part of 

interosseous membrane 

Base of distal 

phalanx of great toe 

Weakly plantar 

flexes ankle and flex 

big toe 

Flexor 

Digitorum 

Longus 

Medial part of posterior 

tibia inferior to soleal line 

Plantar surface of 

distal phalanx of 4 

metatarsals 

Plantar flexes ankle 

and flexes 4 lateral 

toes 

Tibialis 

Posterior 

Posterior Tibia below 

soleal line, proximal half 

Tuberosity of 

navicular bone, 

cuboid, cuneiform 

Plantar flexes foot at 

the ankle and inverts 

the foot 
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of posterior tibia, 

interosseous membrane 

bones, base of 2-4th 

metatarsals 
 

Table 4- Deep ankle plantar flexors 

 

2.1.4 Nervous and Blood supply 

The Sciatic nerve is the longest nerve in the body. It supplies all of the lower limb except the 

anterior and medial regions of the thigh. The sciatic nerve is made up of two nerves the tibial 

and common fibular nerve. 

The Sciatic nerve leaves the pelvis through the greater sciatic notch, then goes deep to the broad 

gluteus maximus muscle and enters the thigh just medial to the hip joint. From there it descends 

through the posterior thigh deep to the hamstrings, which it innervates. Superior to the knee 

region, it branches into the tibial nerve and the common fibular nerve. 

The tibial nerve goes through the popliteal fossa and then descends through the calf deep to the 

soleus muscle. At the ankle, it passes posterior to the medial malleolus and divides into the two 

main nerves of the sole of the foot, the medial and lateral plantar nerves. The tibial nerve and 

its branches supply almost all muscles in the posterior compartment (ankle plantar flexors) 

while the other compartments are supplied by the Fibular Nerve. 

The Fibular nerve aka common peroneal nerve supplies most structures on the anterolateral 

aspect of the leg (mainly Dorsiflexors). It descends laterally from its point of origin in the 

popliteal fossa and enters the superior part of the leg, where it can be palpated as it wraps around 

the neck of 

the fibula. It then divides into deep and superficial branches. The superficial fibular (peroneal) 

nerve supplies the fibular muscles in lateral compartment of the leg and most of the skin on the 

superior surface of the foot. The deep fibular (peroneal) nerve supplies the muscles of the 

anterior compartment of the leg (the extensors that dorsiflex the foot). [4,9,18] 

2.1.5 Blood Supply 

The arteries supplying the muscles of the leg are, 

➢ Popliteal Artery 

➢ Anterior Tibial Artery 

➢ Posterior Tibial Artery 

➢ Fibular Artery 
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The popliteal artery is the continuation of the femoral artery.  It lies within the popliteal fossa 

(the region posterior to the knee), a deep location that offers protection from injury.  Just inferior 

to the head of the fibula, the popliteal artery splits into the anterior and posterior tibial arteries. 

The anterior tibial artery runs through the anterior muscular compartment of the leg, descending 

along the interosseous membrane lateral to the tibia and sending branches to the extensor 

muscles. At the ankle, it becomes the dorsalis pedis artery (“artery of the dorsum of the foot”).  

Posterior Tibial Artery The posterior tibial artery which descends through the posteromedial 

part of the leg, lies directly deep to the soleus muscle. Proximally, it gives off a large branch, 

the fibular (peroneal), which descends along the medial aspect of the fibula. Together, the 

posterior tibial and fibular arteries supply the flexor muscles in the leg, and the fibular arteries 

send branches to the fibularis muscles [4,9,18].  

 

2.2 Biomechanics of the Ankle-Foot complex 

The Talocrural articulation is a “mortise and a tendon” joint comprised of the shank (tibia and 

fibula) proximally and the talus distally. Dorsiflexion and plantarflexion are the primary 

osteokinematic motions of the Talocrural joint. But studies have shown that the oblique axis of 

rotation results in component of eversion and adduction accompanying dorsiflexion and 

inversion and abduction accompanying plantarflexion. 

Another study showed that the in the sagittal plane it is composed of the arcs of two circles of 

different radii. Therefore, the axis of rotation of the talus is a changing one. In the lateral profile, 

the trochlear talus is an arc of a circle and the axis of rotation always passes through the center 

of this circle at any position of the talus. Also, the curvature of the talus and the distal tibia 

show varying radii that allow horizontal rotations to occur in the foot or leg with movements of 

the ankle. The axial rotation of the tibia with respect to the talus is described to be between 

6◦and 12◦ [7] 

The radius of curvature of the trochlea is smaller on the medial side compared to the lateral 

side. Hence, the trochlea is conical in shape rather than cylindrical causing the ankle joint axis 

to be tilted in the frontal plane.  

With these, we can see that the Talocrural joint is not a simplified hinge joint but a complex 

joint since the angle of rotation shift during movements. 
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Early on, we have seen that the Talocrural joint is supported by the joint capsule, the deltoid 

ligament (medially), and the anterior talofibular, calcaneofibular, and posterior talofibular 

ligaments (laterally) 

The shank forms a distal mortise joint that serves as the proximal segment for Talocrural joint. 

During gait, the shank functions like the distal aspect of pendulum during swing phase and 

fulcrums over the talus during the period of single support. [13] 

The rearfoot aka hindfoot, is made up of the talus (proximally), the subtalar joint, and the 

calcaneus (distally). Anterior, the subtalar joint forms the talocalcaneonavicular and posterior 

talocalcaneal articulations that are separated by the tarsal canal. The joint capsules and the 

cervical, interosseous talocalcaneal, posterior talocalcaneal, lateral talocalcaneal, 

calcaneofibular, and fibular-talocalcaneal ligaments support the subtalar joint. The axis of 

rotation is oriented anterior-super medial to posterior-inferolateral and transects the three 

cardinal planes. Primary osteokinematic motions of the subtalar joint are supination and 

pronation. Similar to what is observed with the oblique axis of rotation in the Talocrural joint, 

subtalar pronation is accompanied by dorsiflexion and abduction and subtalar inversion is 

accompanied by plantarflexion and adduction. [13] 

The ankle joint complex consists of three joints namely the ankle joint (or Talocrural), the 

subtalar joint and the midtarsal joints. 

During the stance phase, the ankle joint experiences forces of magnitude 5 to 7 times the body 

weight (BW) whereas it is 3 to 4BW in the knee joint and 2 to 3BW in the hip joint. 

The motion of the ankle in a sagittal plane averages 70◦ of motion, 50◦ plantar flexion and 20◦ 

dorsi flexion but the ROM is limited by 25◦ (15◦ PF, 10◦ DF) during the stance phase [19]. 

 

2.3 Kinesiology of the Ankle 

When we are standing in the correct way, the foot is at right angles to the leg. The movements 

of the joint are those of dorsiflexion and plantarflexion; dorsiflexion is when we bring the 

dorsum of the foot to the front of the leg, while in plantarflexion, the heel is drawn up and the 

toes pointed downward. The range of movement varies in different individuals from about 50° 

to 90° [7]. According the American Academy of Orthopedic surgeons, the ROM of dorsal 

flexion is 0-20◦ and the ROM of plantar flexion is 0-50◦. 
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The transverse axis about which movement takes place in this joint is slightly oblique. In an 

open kinetic chain, with the leg fixed and the foot free to move, the angle of the joint axis causes 

the foot to abduct during dorsiflexion and adduct during plantar flexion [16].  The talus rolls 

and glides within the mortise joint formed by the tibia and fibula during dorsiflexion and 

plantarflexion. When the joint moves in dorsiflexion, the talus abides by the convex-concave 

principle, so as it rolls anteriorly, it glides posteriorly. The opposite motions occur during 

plantarflexion: The talus rolls posteriorly as it glides or slides anteriorly. The resting position 

for the joint is about 10° of plantarflexion whereas the close-packed position is full dorsiflexion. 

A capsular pattern of motion observed when the capsule loses mobility appears as a loss of 

more plantar flexion than dorsiflexion [9]. 

 The opposite action occurs with closed chain: The foot is fixed on the ground, and the leg 

moves over it. During dorsiflexion, the leg medially rotates on the foot. With the foot fixed and 

the leg moving over it, the angle of the joint axis causes the leg to medially rotate on the foot. 

During ankle plantar flexion, the leg laterally rotates on the foot. This rotation is allowed 

because of the slight movement that is possible at the tibiofibular joints. [16]. 

 

2.4 Anterior Ankle Impingement 

Impingement means a “pinch”. It is a painful compression of the soft tissues [12].  

Anterior ankle impingement (“athlete’s ankle”, footballer’s ankle) is mostly described as 

anterior ankle pain with restricted dorsiflexion as a result of either tibiotalar osteophytes and or 

soft tissue impingement.  

It can also be described as the trapping of structures in the margin of the Talocrural joint []. 

It is a common cause of chronic ankle pain which is due to compression of the bony structures 

or soft tissue during activities that involve dorsiflexion. AAI is particularly common in athletes 

that sustain repetitive dorsiflexion movement due to compression of the bony or soft tissue 

structures during activities that involve maximal ankle dorsiflexion motion [22]. This is 

common in athletes whose sports require acceleration, jumping sudden and extreme dorsi 

flexion and plantar flexion [].  

According to Rolf (2007), “Impingement syndrome is not a diagnosis but a symptom and may 

be caused by repetitive trauma to the anterior ankle joint, for example from striking footballs, 

recurrent sprains causing fibrosis or chondral damage, or be secondary to a chondral injury to 
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the talus dome or caused by loose bodies. Several underlying pathoanatomical factors can cause 

impingement, including loose bodies, fibrosis, chondral flap tears, synovitis and impinging 

soft tissue flaps” (p. 44).  

In cases of untreated acute or chronic overstretching of the ankle joint, changes can occur in the 

form of osteophytes anteriorly where the joint capsule is attached. The condition is common 

and mainly affects athletes who for many years have been participating in sports like football. 

The cause may be hyperextension or hyperflexion of the ankle joint which causes traction in 

the attachment of the joint capsule or minor fractures due to impacts between the bone surfaces. 

The bony deposits can cause inflammation in the joint capsule and tendon sheaths [20, 24]. 

 

2.4.1 Etiology 

Anterior Ankle Impingement is thought to be the result of mechanical factors, traction trauma 

recurrent microtrauma and chronic ankle instability [22].  

Most patient who have chronic pain in the ankle, mostly after an inversion sprain of the ankle 

and despite all efforts to rest, rehabilitate and restore stability in the ankle, they have persistent 

pain, ankle impingement should be considered [6]. 

AAI is a common condition occurring secondary to sprains or repetitive microtrauma.  

After an ankle inversion injury, there is a tear in the ATFL and AITFL with or without tear of 

the CFL, the ligament injury may lead to inflammation due to repetitive motion of the ankle 

after incomplete healing of the injury, and this may lead to inflammation in proximity to the 

healing ligaments as well as synovitis and scar tissue formation. [6,19]. 

Also, it has been stated that Repeated compression at the anterior aspect of the ankle joint results 

in pinching of the joint capsule and synovium which is responsible for generating pain in 

patients with AAI.  

In some cases, these repeated compressions can lead to the formation of bone spurs 

(osteophytes) on the inferior end of the tibia and on the talus bone. Bone spurs are bony 

projections that develop along the edges of the bone. It is believed that these spurs can develop 

as a defense mechanism in order to protect the surface of the bone from the repeated pulling of 

the joint capsule on the front of the tibia. This process can be accelerated with repeated ankle 

sprains. The main causes of AAI are, repeated ankle strains and activities that require repeated 

dorsiflexion or squatting. This can be seen in athletes and dancers [24]. 
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2.4.2 Classification of Anterior Ankle Impingement  
The classification of anterior ankle impingement is based on the size and location of the spur. 

There are 2 systems used in the classification of AAI. The first system was developed by 

Scranton and McDermott. Their system is based on the degree of bone spur formation. 

Type I:  Is when the tibial osteophyte is equal to 3mm in size 

Type II: Is when the tibial osteophyte is greater than 3mm in size 

Type III: when the osteophyte is located at the dorsal aspect of the talus 

Type IV: Describes arthritis osteophytes 

The second system of classification is according to Van Dijk. His system of classification is 

based on the appearance of the osteophytes and joint space narrowing of the ankle from plain 

radiography. 

Grade 0: normal joint. No manifestation of osteoarthritis. 

Grade I: No manifestation of osteoarthritis but indicates osteophytes without joint spacing.  

Grade II: Indicates Joint space narrowing with or without osteophytes. 

Grade III: Describes deformation of joint space.  

 

2.4.3 Clinical Presentation 

Patients are usually young and athletic. They mostly complain of ankle pain which can lead to 

limitation of daily activities, swelling and limited dorsiflexion.  

 At the beginning, pain in the anterior ankle is provoked by long exercise periods and this can 

be relieved with rest. As it becomes more chronic, more symptoms like instability, limited 

ROM, pain with activities like squatting, running, climbing will be noticed. Swelling may also 

be noticed [20, 21]. When examined, pain may be provoked with forced dorsiflexion and 

tenderness is felt during palpation over the anterior ankle joint [20,21,23].  The pain felt by the 

patient after forced dorsiflexion is due to the compression of soft tissue or bony impediment in 

between the anterior aspect of the distal tibia and the talar neck. 

The patient may have a history of recurrent ankle inversion injuries [19]. 

Normal gait may be unaffected [33]. 
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2.4.4 Differential Diagnosis 
  

Differential diagnosis is the process of differentiating between two or more conditions that 

share similar symptoms. This is done to eliminate similar conditions and to diagnose the 

specific condition the patient has. 

Some similar conditions with Anterior ankle impingement are; 

• Stress fracture of the talus 

• Soft tissue impingement 

• Tendinopathy/synovitis of anterior ankle tendons 

• Degenerative changes of the ankle or talonavicular joint 

• Nerve entrapment at ankle or knee 

• Radicular spinal pain  

The different condition can be eliminated using diagnostic procedures which will be discussed 

down below. 

2.4.5Diagnostic procedures 

Imaging 

Radiographs allow for the assessment of both talus and tibial osteophytes presence as well as 

the tibiolateral joint space. The radiographs often show that patient have exostoses on the distal 

anterior tibia and dorsal talar neck [23]. The radiographs can also show bone spurs located on 

the lateral side of the ankle. If bone spurs are located on the anteromedially. It can be hard to 

see on the radiograph [22]. 

However, radiographs are not able to show soft tissue pathologies, therefore advanced imaging 

can be recommended [21]. 

Magnetic resonance imaging (MRI) can be useful to determine the presence of soft tissue 

pathology. Also, it can be used to rule other differential diagnosis like loose bodies, 

osteochondral lesion and stress fracture. Also, MRI arthrography can also be used for diagnosis 

but this technique is invasive making the standard MRI more favorable to use [25]. MRI may 

show sub-chondral edema of the talus and effusion [20]. 

Computed tomography can also be used to rule out some differential diagnosis and detect 

osteophytes. 
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Other diagnostic tools, such as ultrasound and CT arthrography have also been studied. 

Ultrasound has shown high connection with arthroscopic findings due to its ability to detect 

soft-tissue pathology. However, it cannot assess intra-articular pathology which makes its use 

limited.  

CT arthrography is an invasive procedure with high sensitivity and cannot assess soft tissue 

pathology accurately. This makes it not the best diagnostic tool to use [21,22]. 

 

Physical Examination 

Physical examinations include inspection of the ankle for any abnormalities or pathologies like 

swelling, erythema, checking the strength of the muscles around the ankle, stability test, ROM 

examination etc. [33].  

At the beginning, a complete personal medical history of the patient will be assessed. Here the 

therapist will ask the patient all about his medical history, history of the problem, when and 

how the symptoms started, what causes the pain and all other information that will help the 

therapist know the severity of the problem and how to treat the problem.  

Also, the patients past medical history, family anamnesis, lifestyle, allergies, medications (if he 

takes any) will be asked by the therapist in order to have a complete picture of the case and to 

know various ways to help the patient and also to know what to avoid due to the patients past 

medical history 

Palpation around the ankle should be done. This will evoke pain/ tenderness in bone and soft 

tissue structures. Also, palpation of the muscles of the lower extremity should be done. This 

will help to determine the tonus of the muscles and also determine if the muscle should be 

relaxed or strengthen to help with the complete recovery of the patient. 

Measuring the circumference of the ankle and comparing with the other extremity will help to 

know the extent of the swelling and also help in tracking progress during treatment. 

Measuring the passive and active ROM of the joints bilaterally should also be done [33]. This 

will help identify any asymmetry in the patient ankle. All movements that the ankle can perform 

must be checked. 

Examination of joint play is also important to rule out any blockage in the joint. This will also 

help choosing treatment plan. Joint play of all joints around the ankle should be checked in both 

legs. 
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Also checking the strength of the muscles around the lower leg is important. Strengthening of 

all weak muscles will help with the therapy plan for the patient. 

The length of muscles should also be checked to see if there’s any shortened muscle. 

Some neurological examinations can be performed to check and see if there’s any neurological 

problem. 

A complete musculoskeletal examination of the lower extremity can be performed in order to 

have a complete picture of the case and in order to know best therapy plan for the patient in 

order to achieve maximum recovery. 

*Some useful tests that can be used for diagnosis are; 

An anterior drawer test to evaluate for lateral ankle instability. This test mainly assesses the 

strength of the Anterior Talofibular Ligament. The examiner fixes the anterior distal leg with 

one hand & grasps the patient's calcaneus and back of the foot with their second hand. The 

examiner then places the patient's foot into 10-15 degrees of plantar flexion and translates the 

rear foot anteriorly. A positive test results if the talus translates forward. Positive test results 

are often graded on a "0 to 3 scale", with 0 indicating no laxity & 3 indicating gross laxity [22]. 

The Silfverskiöld test to evaluate for isolated gastrocnemius contracture. This test 

measures ankle dorsiflexion with the knee in extension and in 90 of flexion. The test is 

considered positive when ankle dorsiflexion is greater with the knee in flexion than in extension 

[2,25].  

NOTE: These tests were not practiced in class, I got the information from journals and websites. 

 

 

 

2.4.6 Treatment 

2.4.6.1 Conservative treatment 

Physical therapy: Once AAI is diagnosed, physical therapy can begin to immediately to achieve 

some goals in order for the patient to go back to his normal day to day activities without pain. 

The treatment plan will include 

1. Pain management:  

2. Reduce inflammation 

3. Improve joint mobility 
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4. Balance exercises 

5. Functional training 

6. Muscle strengthening exercises 

7. Reeducation  

Shock-absorbing shoes, steroid injection, NSAID and intra-articular cortisone injections can 

give short time relief, use of a heel-lift orthosis to prevent dorsiflexion, and activity restriction 

have all been used and seem to be reasonable nonsurgical options for patients with AAI [20,25]. 

Taping and brace can be applied [23]. 

2.4.6.2 Surgery 

Surgical intervention is considered in patients with persistent symptoms. Surgical goals include 

removing the osteophytes and debriding the soft tissue in the anterior ankle joint.  Arthrotomy 

or arthroscopy of the ankle can be used. Before 1988, reports supported open Arthrotomy to 

remove bone spurs but after that year arthroscopic treatment was put into consideration because 

it allows of structures in the joints with less risk to surrounding structures and postoperative 

pain.  

During the surgery, it is recommended that all bony and soft tissue structures that may 

potentially result in impingement should be removed [23].  

2.4.7 Prognosis 

According to Rolf (2007), “the prognosis is excellent if treated properly”. 

 

2.5 Ankle Arthroscopy 

Ankle arthroscopy is a useful technique for dealing with a wide range of ankle problems. It is 

used, not only for diagnosis but also as a valuable therapeutic tool. Some of its indications are, 

removal of osteophytes, debridement of osteochondral defects of the talus, removal of chronic 

enlarged synovial tissue, menisci lesions etc. 

Arthroscopy is carried out with the patient supine and often with spinal anesthesia.  This method 

allows the patient to watch the television monitor, and the surgeon can explain the findings. A 

4 mm, 30° arthroscope is used. If the joint is narrow, a smaller arthroscope is used. 

The anteromedial and anterolateral portals are routinely used.  
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Occasionally there is a need for an ankle joint distractor. It is not always used because most 

lesions can be reached through the anterior portals without distraction. 

The portals are closed with tape or sutures, and a simple compressive dressing is used.  

After the procedure, it is possible to bear weight and carry out active range-of-motion exercises 

as tolerated. The patient can return to full activity 2–8 weeks after surgery. 

The indications for return to sports are pain-free range of motion and jogging without pain. 

Athletes with anterior impingement due to osteophytes are simple to diagnose compared to 

some ankle injuries. However, many patients present with symptoms of pain after an ankle 

sprain, and it can be difficult to distinguish whether their symptoms are due to relative muscle 

weakness or imbalance, subtle instability, impingement, or possibly an injury to the 

syndesmosis, such as a supination— external rotation injury, that may take more than 3 months 

to heal.  The correct diagnosis can be made with detailed physical examination. 

physicians who deal with these problems regularly, to establish a specific diagnosis.  

If a patient still has ankle pain 3 months after ankle sprain, referral for arthroscopy should be 

considered. The pain is often due to incomplete rehabilitation and can lead to AAI [20, 32] 

 

 

2.5.1 Post-operative Care 

After the operation, the patient may present the following symptoms; edema, limited ROM, 

ankle instability etc. There are many procedures that can be used for rehabilitation after Anterior 

ankle impingement surgery. Some of them are; 

Soft Tissue Technique: Soft-tissue techniques are useful in managing scars, adhesions, and 

contractures. Any restriction in soft tissue (including skin, fascia, and muscle) affects 

movement and function both locally and globally. Scars may have a range of conditions that 

result in limited joint movement, pain, and postural changes [19].  

Soft tissue restrictions should be evaluated in the following ways; 

• Appearance: if the scar is highly vascularized or if erythema is present or easily proved 

with light palpation, then the scar is active (an active scar is formed when there is 

inadequate or abnormal healing of the scar. this causes the soft tissue around the scar to 

be restricted and the function of the soft tissue around the scar is affected.)  and needs 

to be treated. 



24 
 

• Temperature: warmth around the scar indicates that ongoing physiological activities 

around the scar. This is normal if the scar is still healing but abnormal if the scar has 

healed. Pathological warmth can indicate chronic inflammation of the soft tissue around 

the scar. 

• Sensitivity: a scar that is well healed should not be painful. If the scar is painful during 

palpation, stretching or compression, then it may suggest that the scar is still active 

• Other things to look out for are elastic quality of the scar. A scar that is well heal should 

be able to stretch in all direction without pain. Mobility of the scar and texture of the 

soft tissue around the scar. Sweat around the scar is abnormal. [19] 

Soft tissue technique can also be used to treat soft tissue restriction. Soft tissue should be able 

to stretch and be stretched around the bone and also shift around the bone. This movements can 

be examined using soft tissue examination and if any pathology is found, should be corrected 

using soft tissue technique [15]. 

Also, soft tissue technique can heal reduce postsurgical edema by improving lymphatic 

drainage.  

Laser therapy: Laser (light amplification by stimulated emission of radiation) therapies are 

medical treatment that uses focused light []. laser light directs biostimulative light energy to the 

body’s cells which convert into chemical energy to promote natural healing and pain relief 

(analgesic effects). It also has anti- inflammatory effects and can stimulate wound healing [3, 

28].  The dosage of laser depends on the efficiency of the laser head and the irradiated surface. 

In acute stage, a dosage of up to 1 J/cm² is used, and in subacute stage, 1-3 J/cm² is used and 3-

6 J/cm² is used in chronic stage. This dosage can be used with a laser head of 30MV and for 2-

6cm. [12] 

The patient can feel slight warmth during the procedure but he shouldn’t feel too hot or burning. 

There are 4 different class level of laser;  

Class 1- is incapable of producing damaging radiation 

Class 2- low power visible laser. It has a wavelength of about 400nm to 900nm. 

Class 3- this class of laser is divided into 2. The first class is the 3a which has a power of up to 

5Mw and the 3b has a power of 5Mw to 500mW 

Class 4- are called high power laser and has a power of more than 500Mw. [3] 
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Sensomotoric training: Is the third and vital stage in the rehabilitation process according to 

Janda. Manual therapy techniques alone are not sufficient to rehabilitate the motor system; 

stimulation and integration of improved movement and motor strategies are also needed. 

Cognition, memory, central motor, and sensory program adaptations are necessary to improve 

rehabilitation results. As nociception, pain, and inflammation are reduced and ROM and 

biomechanical loading can be tolerated, synergistic movements and integrated whole-body 

movements can be encouraged [15,19,26]. 

SMT involves the passive and active facilitation of afferents that have a strong influence on 

controlling equilibrium and posture. There is evidence proprioception plays a role in 

maintaining balance and proper function of the lower extremity and in limiting the risk for 

injury. When it comes to improving muscle reaction, neuromuscular exercises have been shown 

to be more effective than isolated strengthening exercises. SMT has also been shown to improve 

muscle balance and strength significantly more than strengthening exercises alone [19]. 

This training improves movement coordination and therefore promotes ideal mechanical 

loading. 

SMT has been shown repeatedly to improve proprioception, postural stability, and strength. 

 

Kinesiotaping: has been used control pain and improve muscle function. Applying moderately 

contractile tape over affected muscle, joint, or soft tissue appears to cause gentle, passive, and 

constant contraction tension of the epidermis. The mechanism by which pain control is achieved 

is unknown, but it is thought to involve proprioception and the sensorimotor system [19.]. 

Taping of muscles is a useful way to provide proprioceptive feedback to the central nervous 

system through direct or indirect reduction of pain associated with movement, reduction of 

edema, inhibition of overactive muscles, facilitation or underactive muscles, and promotion of 

joint alignment. [15] 

There are 3 basic types of tape and taping technique currently used, athletic tape, kinesiotex, 

and the last technique involves the usage of 2 tapes cover roll and leukotape. [15]. The technique 

most suitable for my patient is the use of kinesiotex because amongst its functions is to reduce 

pain, decrease edema, assist muscle function, and, ultimately, improve joint function. And 

unlike the other tapes mentioned, kinesiotex allows movement in full ROM [15, 19]. 
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Kinesiotaping has been used widely in postoperative treatment to relive postsurgical edema by 

improving lymphatic drainage. Although the exact mechanisms by which proprioceptive taping 

is effective are unclear, its clinical effects are significant and immediate, especially in relieving 

Pain [15]. 

 

Cryotherapy: Is the use of cold and cooling agents for therapeutic purposes and is an important 

stage for early injury management.  

Some of the cooling agents used are crushed ice, icepack, cold compressive devices etc. The 

use of cryotherapy has not been fully investigated in terms of scientific research and much of 

physiotherapy practice in this area is based on experiential evidence. The primary reason for 

applying ice in the immediate early injury management is to cool the affected tissues, thereby 

reducing the metabolic demands of the cells surrounding the affected tissue and speeding up 

the healing process. It is suggested that to achieve the full benefits of cryotherapy, an optimal 

tissue temperature reduction of 10–15° is required. 

The duration, application and frequency of cooling to achieve maximum therapeutic benefits 

has not yet been determined scientifically. 

Other important points to consider are that the cold application should cover the whole area of 

injured tissue and a damp towel should be placed between the cooling agent and the 

skin to avoid skin and tissue damage.  

The use of cryotherapy is widespread in practice and it is generally accepted that it is a very 

safe and easy-to-use modality, making it very popular. However, it is very 

important to remember that direct cold application can cause what are commonly described as 

‘ice burns’. This may be described as superficial frostbite and the symptoms 

are similar to a thermal burn with pain, redness, swelling and blistering [26]. 

Other techniques such as static stretching can be used in cases where there is shortening of the 

muscle length. Static stretching involves leaving the muscle in a static position for a period of 

time (minimum 30s) to give the muscle spindle enough time to adapt to the new length. 

Active ROM exercises with and without restriction can also be useful in post-operative therapy. 

This will help improve ROM and also strengthen the muscles around the operation site [26]. 
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3.Case study  

3.1 Methodology  

The clinical work placement, which is the basis for the case study, took place in Centrum Lecby 

Pohyboveho Aparatu Vysocany in Prague, from 2nd January 2017 to 20th February, 2016. I 

worked for 8 hours daily starting at 9am daily under the supervision PhD Zaher El Ali. My 

practice was supposed to end on the 13th of January 2017 but it lasted to 20th January 2017 

because I wanted more sessions with my patient. 

I began working with my patient on Friday, 6th January 2017 which was my 3rd day of work 

and this was the patients first session. On this day we took the initial kinesiological examination 

of the patient. The final examination and the last therapy session took place on 20th January 

2017. I had 6 sessions with my patient. 

The therapy sessions were every other day during the weekdays except for the last 2 sessions 

which took place on Monday 16th January 2017 and Friday 20th January 2017.  

Each therapy session was about 45 minutes to an hour. The therapy was carried out mainly in 

the hospitals gym. The patient therapy consisted mainly the use of proprioceptive training 

methods and tool Laser therapy, Kinesiotaping and strengthening exercises. TheraBand was 

used during the strengthening exercises, a soft ball for lymphatic drainage and a tape for 

Kinesiotaping.  

The patient was informed about the nature of examination and therapy procedures, and agreed 

by signing an Informed consent. The FTVS UK Ethics Committee approved my work on 18th 

January 2017, with the approval no. 010/2017. 
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3.2 Anamnesis 

 

Examined person: K.M 

Gender:Male 

Year of Birth: 1985 

Diagnosis: Ankle arthroscopy due to anterior ankle impingement of the right ankle  

 

3.2.1 Status Praesens 

3.2.1.1 Objectively: The patient is 22 days after surgery. He looks well without any sign of 

distress or pain. He’s communication is well and normal. He uses eye glasses. He is not using 

crutches or any other assistive devices. The patient was sitting down normally and did not show 

any sign of discomfort 

Height: 193cm 

Respiratory rate:16breaths/min 

BMI: 21.5                                                                                     

Blood pressure: 120/80 

Heartrate: 68beats/min 

Weight: 82kg  

Temperature: 36.0◦C 

 

3.2.1.2 Subjectively 

The patient is after right ankle arthroscopy. Swelling around the right ankle and pain in the 

anterior-medial part of the ankle (where the surgery was done). Also the patient complained of 

not able to do the sport activates he was doing before the surgery because he is afraid it will 

cause more problem for the ankle. 

 

3.2.2 History of problem: It started three and half years ago, when the patient was playing 

football and someone stepped on his leg and he twisted his ankle. He said the pain was all over 
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the ankle. He went to the ambulance and a cast was fixed on the leg from underneath the knee 

to the toes. He had the cast on for 3weeks and was using crutches. After 3 weeks with the cast 

he was given an ankle brace which he had to use all day but can take it off at night and when 

he is taking a shower. He was using just one crutch at this point and the doctor said he can put 

weight on the leg as he can tolerate 

After the brace was taking off, he started rehabilitation prescribed by the doctor. He had 8 

sessions with the therapist. It was slightly better, ROM of ankle increased (before the 

rehabilitation, the patient was not able to move the ankle. It was stiff) but the patient still wasn’t 

able to squat, run or play football. He changed the hospital and he was placed on steriod 

injections for about 2 yrs. He had an MRI at the beginning and at the ending and there was no 

improvement. 

He went to another doctor which prescribed this surgery for him. He had the surgery on the 15th 

December 2016. He used crutches for 10 days after the surgery. First 4 days he was using non- 

weight bearing gait and after that he was putting weight on the operated leg as he could tolerate. 

He stopped using the crutches after the stiches were taken off because he could walk and bear 

weight on his operated leg without so much pain. 

Before the surgery, the patient was able to walk without any problems but he could not do sport 

of any fast-active movement like bending down because it hurts a lot everywhere around the 

ankle. Sometimes the leg hurts without any trigger, sometimes in the mornings sometimes in 

the evening.  

Previous injuries: the patient once broke his metatarsal but can’t remember which leg it was. He 

said it happen a long time ago about 10-12 years ago. He got a cast for 3 weeks and he felt 

better after the cast. 

Also, the patient broke some fingers while playing basketball. 

 Previous Rehabilitations:  

• 3years ago after his injury, the patient had 8 sessions of therapy. 

• After the recent surgery, the patient had therapy in the hospital before he was 

discharged. He was in the hospital for 3 days. 
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Previous surgeries: The patient had thoracotomy when he was about 4-5 years old. He can’t 

remember anything about the surgery or illness. 

Family Anamnesis: The patient maternal grandfather had a brain tumor and his paternal 

grandmother died of cancer. 

Occupational Anamnesis: He is a desk advisor and is sitting for long hours. 

Functional Anamnesis: He lives in a Duplex with about 20 stairs inside the house. After the 

surgery, he was staying with his parents, their house has no stairs. He stayed there until he was 

able to walk without crutches. And when he went back to his house, he had no problem with 

using the stairs just little pain which he gets when he is walking on flat surface too. 

Sports/Hobbies: the patient likes playing basketball and football. Also, he works out in the 

gym 3x in a week. He does a whole-body workout. After his injury, he stopped doing leg 

exercises because of pain. He likes to watch movies. 

Medications: Non 

Diet: non 

Allergies: non 

Smoking: Occasionally 

Alcohol: Occasionally 

 

3.3 Initial kinesiological examinations 

3.3.1 Breathing Examination: The patient was using upper and lower thoracic breathing pattern. 

This was observed in both supine and standing position. 

 

3.3.2 Postural Examination 

Posterior View 

The patient has a left thoracic scoliotic curve. The left shoulder is a bit higher than the right 

shoulder and the patient’s trunk is rotated to the left. 

Base of support Normal -about 4inch between heels 
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Shape and contour of heel Both heels rounded and not flat 

Achilles tendon- shape and thickness Could not access 

Knee joint- shape and position Mild degree of genu varum 

Popliteal line  In symmetry 

  

Subgluteal line In symmetry 

Hip joint The right iliac crest looks higher than the left 

Paravertebral muscles  Hypertrophy in lumbar region 

Spine curvature Left thoracic scoliotic curve 

Position of shoulders Medially rotated and Left shoulder is slightly 

higher than right. 

 

Position of scapula Adducted and elevated 

Upper limb position Bigger elbow flexion on the right arm 

compared to the left also, the thoracobrachial 

triangle on the right is bigger compared to the 

left. The left hand is more forward than the 

right. Palms are facing posteriorly. 

Position of cervical spine Slightly extended 

Position of head No shift or tilt noticed 

Weight distribution Seems to be even 

Table 5- Postural examination- posterior view 

NOTE: the patient has an injury on the Achilles tendon. He cut himself there while shaving so 

he has a wound dressing covering the area making it hard to see the Achilles tendon clearly.   
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Lateral View-Left  

Ankle Joint Optimal. No deviation noticed 

Knee joint Optimal. No increased hyperextension 

noticed 

Pelvis Slight anterior tilt 

Lumbar spine  Increased lordosis 

Thoracic spine  Normal curve 

Cervical spine Slightly extended 

Position of head Head is in protraction 

Table 6-Postural examination- lateral (left side) 

 

Anterior View 

Base of support About 4inch between legs…optimal 

Feet position Swelling around right ankle 

Toes Hallux valgus. More on the left big toe 

Weight distribution Symmetry in both sides 

Knees position In symmetry 

Position of patella Optimal 

Position of pelvis Pelvic tilt to the right 

Position of navel Seems to be in the middle 

Collar bone and supraclavicular hole The supraclavicular holes are not too deep. 

Optimal 

Shoulders  Asymmetry, higher on the left side. The left 

shoulder is more forward than the right. 

Upper limb Bigger triangle in right hand compared to the 

left and the left upper extremity is more 

forward than the right 
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Head positon Protracted 

Table 7-Postural examination- Anterior view 

 

Lateral view- Right  

Ankle Joint Optimal. No deviation noticed 

Knee joint Optimal. No increased hyperextension 

noticed 

Pelvis Slight anterior tilt 

Lumbar spine  Increased lordosis 

Thoracic spine  Normal curve 

Cervical spine Slightly extended 

Position of head Head is in protraction 

Table 8- Postural examination- lateral view (right side) 

 

 

 

 

 

3.3.3 Pelvis Palpation 

Iliac Crest: The iliac crest on the right side it higher than the crest on the left side 

Anterior Superior Iliac Spine: The right ASIS is a bit higher than the left ASIS 

Posterior Superior Iliac Spine: The right side is a bit higher than the left side 

 

3.3.4 Gait Analysis 

Front view 

• Width of support: optimal 
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• Position of feet: Left foot is more internally rotated 

• Walking rhythm: Periodic 

• Walking speed: optimal 

• Stride length: optimal 

• Movement of the foot: 

o Heel strike:  both lateral part 

o Flat foot: no complete flatfoot. The patient extends his toes in both feet. 

o Loading response: optimal 

o Toe off: optimal 

o Knees: optimal 

• Position and movements of the pelvis: optimal tilt as the patient is walking 

• Position and movements of the trunk: optimal 

• Activity of abdomen muscles: no activity 

• Position and movements of the head: Head was not moving 

• Movements of the upper extremity: no movement. Patient was not swinging his arms 

• Stability of walking: no imbalance 

Posterior view 

• Width of support: optimal 

• Position of feet: optimal 

• Walking rhythm: Periodic 

• Walking speed: optimal 

• Movement of the foot: 

o Heel strike:  both lateral part 

o Heel off: optimal 

• Axial position of the lower limb: 

o Knees: optimal flexion 

• Position and movements of the pelvis: optimal 

• Position and movements of the trunk: optimal 

•  

• Activity of back muscles: optimal no asymmetry  

• position of shoulders: optimal 
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• Position and movements of the head: optimal 

• Movements of the upper extremity: no movement. Patient was not swinging his arms 

• Stability of walking: no imbalance 

 

Right Side view 

• Walking rhythm: Periodic 

• Walking speed: optimal 

• Stride length: optimal 

• movement of the foot (heel strike, flat foot, loading response, heel-off, toe-off) 

o Heel strike:  both lateral part 

o Flat foot: no complete flatfoot. The patient extends his toes in both feet. 

o Loading response: optimal 

o Heel off: optimal 

o Toe off: optimal 

• movement and position of the knee and hip (extension): optimal 

• position and movements of the pelvis (compensatory anteversion, rotation, lateral tilt 

max. 4 cm): optimal 

• position and movements of the trunk (latero-flexion, rotation, max. Th7): optimal no 

increased lordosis 

• position and movements of the head: optimal 

• movements of the upper extremity: arms not swinging 

• stability of walking: stable 

Left Side view 

• Walking rhythm: Periodic 

• Walking speed: optimal 

• Stride length: optimal  

• movement of the foot (heel strike, flat foot, loading response, heel-off, toe-off) 

▪ Heel strike:  both lateral part 

▪ Flat foot: no complete flatfoot. The patient extends his toes in both feet. 

▪ Loading response: optimal 

▪ Heel off: optimal 
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▪ Toe off: optimal 

• movement and position of the knee and hip (extension): optimal 

• position and movements of the pelvis (compensatory anteversion, rotation, lateral tilt 

max. 4 cm): optimal 

• position and movements of the trunk (latero-flexion, rotation, max. Th7): optimal no 

increased lordosis 

• position and movements of the head: optimal 

• movements of the upper extremity: arm not swinging 

• stability of walking: optimal 

 

Gait Modification 

✓ Walking on narrow base: patient is stable 

✓ Walking on soft surface: there is stability 

✓ Walking with closed eyes: there is stability 

✓ Walking backwards: patient is able to walk in backward direction 

✓ Walking on tiptoes: patient is able to walk on tiptoes 

✓ Walking on heels: patient is not able to walk on heels 

✓ Squat walking: patient was able to move in squat positon. There was pain around the 

right ankle 

✓ Walking with speed: there weren’t any noticeable deviations with speed walking  

 

3.3.5 Special Tests 

Standing on two scales 

Total weight: 82kg (the patients weight was checked on both scales and the value was the same) 

Right side: 42kg 

Left side: 40kg 

 

Romberg Test 

Romberg I: Standing with normal base of support- Negative. The patient was stable. He wasn’t 

losing balance or having problem standing. 
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Romberg II: standing with feet’s together- Negative. The patient was able to maintain balance. 

Romberg III: Standing with feet’s together and closed eyes- Negative.  

 

Single leg stance 

Right leg: positive (the patient was losing balance in this position) 

Left leg: negative (the patient didn’t lose balance) 

 

Trendelenburg’s sign 

Right leg: negative (there wasn’t shift or drop of pelvis noticed) but the patient was losing 

balance in this position. 

Left leg:  negative (there wasn’t shift or drop of pelvis noticed)  

 

 

Vele test 

Right leg: Grade 1 (normal) 

Left leg: Grade 2 (slightly pressed toes) 

 

Standing on heels 

The patient was not able to stand on his heels for about 10s without losing balance or having 

any pain. The test is positive 

 

Standing on tiptoes 

Here the patient was able to stand on his tiptoes but he felt pain at the site of the surgery. He 

described the pain “like a needle piercing him” 
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3.3.6 Dynamic spine examination 

Flexion: the movement was performed fluently without pain. The patient’s fingers were 

touching the floor. The paravertebral muscles were prominent in the lumbar region. The lumbar 

region was flat. Spinal prominence was noticed in the thoracic and cervical region. 

Extension: The patient was able to perform the movement. There was no pain. There was great 

degree of scapula winging, the lumbar region was flat and the movement was made by the 

thoracic and cervical vertebras.  

Lateral flexion (right): the patient was able to perform the movement pain free but the trunk 

was rotated with the left side more anterior. The tip of the patient’s longest finger (3rd finger) 

was on the lateral side of the patella. There was movement in the upper thoracic and lumbar 

region with activity of the paravertebral muscles in those regions while the lower thoracic was 

flat and stiff.  

Lateral flexion (left): The patient was able to perform the movement without pain. His longest 

finger (3rd finger was touching the lateral side of the patella. The upper thoracic and lower part 

of the lumbar vertebra were stiff and flat, the bending was done by the lower thoracic and upper 

lumbar vertebras. 

 

3.3.7 Examination of Scar 

The patient has 2 scars from where the arthroscope and the cannula were inserted. The scars are 

22 days old. One of the scars is located on the anterior medial part of the ankle and the other is 

located on anterolateral side of the ankle. The scars are about 1cm long (size of a keyhole) and 

4cm apart from each other. 

Pressure touch on the scars resulted in pain but not too painful (4 on a scale of 10). Kibler fold 

was lost around the site of the scar. There was resistance when I tried to move with the scar and 

a little pain. 

The temperature around the scar was the same as the res t of the body’s temperature. No 

erythema noticed around the scar. 

 

3.3.8 Anthropometry 

Length of the lower extremity 
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 Position right(cm) left(cm) 

Anatomical length  Standing 113 112 

Functional length Standing  122 122 

Length of thigh Standing 56 56 

Length of middle leg Standing 56 56 

Length of foot Standing 27 27 

Table 9- Length of lower extremity 

Circumference of lower extremity 

Circumference of Position Right (cm) Left (cm) 

Thigh  Standing 56 57 

Knee joint Standing 38 38 

Calf Standing 38 38 

Ankle  Standing 31 27 

Foot  Sitting 27 26 

Table 11- circumference of lower extremity 

NOTE: The standard position for the anthropometric measurement of Length and 

Circumference of the patient’s lower extremity is in a state where the patient is relaxed, which 

will be sitting positing with feet touching the ground or supine position (except for the length 

of foot which is measured in standing position). I made a mistake by taking the measurement 

in a standing position. I confused the information given in the class presentation which had a 

picture of the measurement being done in standing position. 
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3.3.9 Muscle Palpation 
Gluteal maximus Normal 

tonus  

Normal 

tonus  

Normal 

tonus 

Symmetry  Normal  

Biceps femoris Normal 

tonus  

Normal 

tonus  

Normal 

tonus 

Symmetry  Normal  

Hamstrings  Normal 

tonus  

Normal 

tonus  

Normal 

tonus 

Symmetry  Normal  

Quadriceps femoris Normal 

tonus  

Normal 

tonus  

Normal 

tonus 

Symmetry  Normal  

Piriformis Normal Normal Normal Symmetry Normal 

Gastrocnemius  Normal 

tonus  

Normal 

tonus  

Normal 

tonus 

Symmetry  Normal  

Plantaris  Normal 

tonus  

Normal 

tonus  

Normal 

tonus 

Symmetry  Normal  

Soleus Normal 

tonus  

Normal 

tonus  

Normal 

tonus 

Symmetry  Normal  

Extensor Halluces 

Longus 

Normal 

tonus  

Normal 

tonus  

Normal 

tonus 

Symmetry  Normal  

Extensor digitorum 

longus 

Normal 

tonus  

Normal 

tonus  

Normal 

tonus 

Symmetry  Normal  

Table 10- Muscle Palpation 

NOTE: It is strange to me that the patient has symmetrical tonus in his muscles. I expected to 

find hypertonic muscles in the leg. I compared the muscles on both sides and used that to 

conclude on my final result knowing well that there is no general “normal tone”. Each 

individual has a different tone and asymmetry can be distinguished by comparing both sides of 

the patient’s tonus and finding a difference. 
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3.3.10 Muscle strength test 

Muscle Position Right Left 

Gluteus Maximus Prone 5 5 

Iliopsoas Supine 5 5 

Sartorius Supine 5 5 

Tensor fasciae latae Supine 5 5 

Gluteus minimus Side lying 5 5 

Gluteus medius  side lying 5 5 

Quadriceps femoris Sitting 5 5 

Hip flexors (group) Sitting 5 5 

Hip adductors (group) Side lying 5 5 

Lateral rotators (group) Sitting 5 5 

Medial rotators (group) Sitting 5 5 

Medial hamstrings Prone 5 5 

Biceps femoris Prone 5 5 

Popliteus  Sitting 5 5 

Ankle plantar flexors Standing 4 5 

Tibialis anterior Sitting 4 5 

Tibialis posterior  Supine 5 5 

Extensor halluces 

longus and brevis 

Sitting 4 5 

Extensor digitorum 

longus and brevis 

Sitting 4 5 

Flexor halluces longus Sitting 5 5 

Flexor halluces brevis Sitting 5 5 

Flexor digitorum 

longus  

Sitting 5 5 

Flexor digitorum brevis Sitting 5 5 

Adductor halluces Sitting 5 5 
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Abductor halluces  Sitting 5 5 

Table 12- muscle strength test according Kendall. 

NOTE: the patient didn’t not have very weak muscles, however when testing the plantar flexors 

and Dorsiflexors, the patient experienced some pain around the anterior Talocrural region. 

 

 

3.3.11 Muscle length test 

Muscle Author  Position  Result (right) Result (left) 

Plantar flexors 

One-joint 

Two joints 

Janda  Supine Grade 0 Grade 0 

Hip flexors  Kendall  Sitting- supine Normal Normal 

Hip adductors  Janda  Supine with  Grade 0 Grade 0 

Hamstrings Kendall  Supine Normal Normal 

Piriformis  Janda  Supine Grade 0 Grade 0 

Table 13- Muscle length test 

 

3.3.12 Joint Play examination 

Tests Results 

Patrick’s sign Same on both leg. No restriction found 

tibiofibular joint Moveable in both legs in all direction 

Patella Moveable in both legs in all direction 

Choparts joint Same on both leg. No restriction found 

Lisfranc Joint There was more dorsal springing on the right 

Lisfranc joint compare to the left.  

Talocrural Joint The patient felt pain on the operated leg so 

the test was discontinued. There was 

springing on the left leg. 
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Subtalar Joint More ROM in supination and pronation was 

found in the right leg compared to the left leg.  

Navicular and cuboid The joint is free in both legs 

Talocalcaneonavicular joint Same on both leg. No restriction found 

Metatarsal joints No restriction found on any on this joints in 

both legs 

IP Joints All IP joints were free on both legs in all 

direction 

Table 14- Examination of joint play in lower extremity according Lewit 

 

 

3.3.13 ROM Lower Extremity 

Joint Right Left Position 

Hip  S=25-0-110 S=25-0-110 Supine and prone 

 F=50-0-20 F=50-0-20 Supine 

 Rs90◦=35-0-40 R s90◦=35-0-40 Sitting 

    

Knees S=5-0-125 S=5-0-120 Supine and prone 

    

Ankle S s90◦=20-0-40 S s90◦=20-0-40 Sitting 

 R s90◦=20-0-40 R s90◦=20-0-40 Sitting 

Table 15-ROM measurement 

NOTE: The patient felt pain during the measurement of ROM of dorsiflexion on the right leg. 

He described the pain as needle piercing in the anteromedial part of the knee. On a scale of 10 

with 10 extreme pain and 0 no pain, he said the pain was 4. The end feel was hard. ROM was 

measured actively with a goniometer; the results above are for AROM. The passive was a bit 

tricky to fixate and measure, so I perform the movements passively and I observed both ROM 

and end feel. From my observation, the AROM and PROM is almost the same. Differences can 

be round up. There was no significant difference. 
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3.3.14 Neurological exams 

Deep tendon reflex 

Patellar Reflex (L2-L4): Reflex was present on both left and right knees 

Achilles Tendon Reflex (L5-S2):  left leg- Reflex was present  

Right leg- Not checked (here the reflex was not checked because the injury the patient has on 

the Achilles tendon. He cut himself with a shaving razor. There is a plaster covering the area of 

the injury. 

Position sense 

With the patient’s eyes closed, I moved with the big toe in different directions and asked him 

to identify which of his thumb I was holding, and the movement I did.  

The Patient was able to tell me the thumb I was holding and the movement I did 

Sensation 

Light touch 

Left leg: sensation was present. No strange sensation felt. 

Right leg: the patient said he felt it more intense on the left leg than the right leg. This maybe 

because the patients left leg is shaved and the right one wasn’t. 

Pain: the patient felt it more intense here again too on the right side (the shaved leg) 

 

3.3.15 Summary and Conclusion of Initial Examinations 

From the above examinations, we can notice some non-physiological changes in the patient’s 

body.  

In the postural examination starting from the head, I noticed a protraction of the head forward. 

A pathological curve of the spine around the thoracic region. Also, the shoulders were in 

asymmetry which might be due to the pathological curve of the spine. The patient’s trunk is 

rotated to the left causing the left upper extremity to be more forward than the right upper 

extremity. The scapulars are in adducted and elevated. 

The palpation of the pelvis confirmed a right tilt in the pelvis and the right leg appeared to be 1 

cm longer than the left leg which might be due to the pelvic asymmetry. Swelling in the right 

ankle due to the surgery. 
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Joint play examinations showed some degree of blockage in the Lisfranc (fix tarsal and move 

with the metatarsals dorsally. The movement was limited on the left leg compare to the right 

leg) and subtalar joint (both inversion and eversion were more on the right leg compared to the 

left). This might be due to overloading of the left leg as a compensatory mechanism. 

All the muscles in the lower extremity are in good shape except for the ankle plantar and dorsi 

flexors and supinator of the right leg is a bit weaker compared to the left leg. The patient was 

not able to overcome the level of resistance I gave him on the right leg during this test which 

was the same level of resistance I gave on the left leg. 

There was full ROM in the affected ankle but with pain and hard barrier at the end compared 

to the healthy leg. 

No shortness was found in any muscle of the lower extremity. All neurological tests performed 

were negative except for the light touch and pain test where the patient felt more sensation in 

the right leg than the left leg (the right leg was shaved and the left leg wasn’t).  

The injury on the Achilles tendon did not allow me to assess the position of the Achilles tendon 

during posture examination and also to check for the Achilles tendon reflex. 

3.4  Indication for rehabilitation 

1. Patient is after surgery, so he has some scars 

2. Swelling around the ankle 

3. Pain when walking or palpation around the surgery site 

4. Some blockages were found during the examinations 

5. Muscle weakness 

6. Restoration of full function of the leg  

7. Poor posture 

8. Trunk and abdominal muscle imbalance 

9. Hallux valgus 

 

3.5 Proposed Therapy 

Soft tissue technique (lymphatic drainage for swelling around the right ankle)  

Scar therapy 

Active ROM exercises for the right ankle 

Strengthening of the right plantar flexor 
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Laser 

Kinesiotaping 

Sensomotoric training (proprioception training) 

Mobilization of blocked joints 

NOTE: All proposed therapy was approved by my supervisor. He also suggested the 

Sensomotoric training for the patient 

3.6 Short term plan 

1. Reduce swelling around the ankle using soft tissue techniques like soft ball, strokes with 

the hand. This will also help to improve circulation around the ankle. 

2. Scar therapy to improve the overall state of the scar and prevent it from becoming an 

active scar or forming restriction on the muscle. 

3. Strengthen weak muscles (ankle plantar flexors, tibialis anterior and posterior) and 

stretch the ankle plantar flexors using ROM exercises with and without resistance, ankle 

exercises etc. 

4. Kinesiotaping around the ankle to decrease pain, assist muscle function and improve 

joint function. Also, this can help with the edema. 

5. Sensomotoric training to restore full function of the ankle and to improve proprioception 

in the foot.  

6. Laser therapy for bio stimulation. Also, this can help stimulate wound healing and 

relieve pain. 

7. Joint play to restore mobility in blocked joint on the foot. 

 

3.7 Long term plans 

1. Continue with strengthening exercises for the ankle. 

2. Correct postural imbalances 

3. Correcting hallux valgus 

4. Strengthening core muscles 

 

3.8 Daily Therapy 

Day 1- Monday 9th Jan. 2017 
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Status Present 

Objectively: 24 days after surgery. Swelling around right ankle. Patient looks fine., no sign 

of distress or pain.  

Subjectively: The patient says he feels alright. He doesn’t have any new complain. He says 

the pain is not so much and he only feels it when he does some certain movements like squats. 

Goal of therapy 

Improve circulation around ankle 

Scar therapy 

Eliminate swelling around the ankle 

Eliminate pain 

Strengthen weak muscles 

Mobilize blocked joints 

Improve proprioception in the lower extremity 

Therapy Application 

• With the patient on supine, we started with soft tissue technique around the right ankle. 

I used a soft ball for this procedure. I made strokes in cranial direction and also used the 

ball to make circles. This was done around the ankle and scars. This therapy should help 

reduce the swelling around the ankle. Then I applied pressure on the scar and kept it for 

10 seconds. I repeated these 3 times. Next I followed up with making “s” shape with the 

scars. I put a finger on each end of the scar and moved the fingers in opposite direction. 

I repeated these 7 times on each side for both scars.  

• Next, I asked the patient do 15 ankle pumps (dorsi and plantar flexion) on the right leg. 

• To strengthen ankle plantar flexors, the patient still on supine position, I applied 

resistance towards plantar flexion. I placed my palm on the plantar surface of the right 

foot and asked the patient to perform plantar and flexion against my resistance. This 

was done 10 times. 

• Next, I asked the patient to stand on his tip toes with hands on the wall for support. He 

maintained the position on his heel for 15sec. then relaxed. He did this 7x. 

• Next, I performed mobilization of Lisfranc and subtalar joint of the left leg according 

to Lewit. 
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• Sensomotoric stimulation training. First, we started on the wobble board. I instructed 

the patient to stand with both legs on the wobble board and maintain balance, when this 

was achieved, I instructed the patient to stand on one leg and try to balance himself then 

move to the next board and do the same “walking on wobble board”. I controlled the 

patients posture making sure he maintains good posture. The patient walked on 6 wobble 

board to and fro 3 times. Next, we moved to the posturomed. We started with half step 

one leg on the posturomed. The leg on the posturomed, the body leans forward with the 

leg on the posturomed flexed at the knee and the opposite leg is extended at the knee. 

The patient stayed on this position for some seconds then he changed leg. After 

changing legs twice, I instructed the patient to move with the posturomed in 

ventrodorsally and laterolateral direction. The patient repeated this several times while 

exchanging legs and repeated it again with both legs on the posturomed. Next, the 

patient walked on the thick rope to and fro 10 times. 

• Laser application: the laser was pointed around the Talocrural joint and small 

movements were made around this area with the laser probe. This was done for 7mins 

with a frequency of, wave length of 

• Kinesiotaping around the ankle was done by my supervisor.    

Result of therapy 

Patient was able to perform all exercises. He did not complain of pain. During the AROM 

exercises against resistance, patient was able to push over the resistance I gave him. Also, he 

was able to stand on his tiptoes with support. I asked the patient if he has any pain during the 

exercises and he said yes but it’s not so much to stop him for exercising. He called it the “normal 

pain” which he usually has when he loads the leg. Mobilization of the subtalar and Lisfranc 

joint was successful. At the end of the therapy, these joints were springing more than before the 

therapy but the springing was still more in the left leg compared to the right.  

The patient was able to follow instructions for the SMT. He had a bit of problem balancing on 

the wobble board. 

Overall, the therapy was successful. 
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Day 2- Wednesday 11th Jan. 2017 

Status Present 

Objectively: 26 days’ post operation. There is still swelling around the right ankle. No sign 

of distress or pain noticed. 

Subjectively: Patient says he is feeling well. He has no new complain. He still feels pain he 

does some activities that require him to squat or perform sudden dorsiflexion. 

Goal of therapy 

Improve circulation around the ankle 

Scar therapy 

Eliminate swelling around the ankle  

Eliminate pain  

Strengthen ankle dorsi and plantar flexors 

Mobilize blocked joint 

Improve proprioception in the lower extremity 

Therapy application 

• I started with soft ball massage around the swollen ankle. I made strokes and circles in 

cranial direction and to the center. After the massage, I applied pressure with my thumb 

on the scars and kept my thumb there for some time. Then I fixed both ends of scar and 

made “S” shape with the scars one after the other (7times on each scar). Also, I fixed 

one end and stretched the other end. I finished with 3 Kibler fold around the ankle.  

• Next, the patient did active plantar and dorsi flexion 10 times in each direction using a 

TheraBand for resistance. The TheraBand was placed on the plantar surface of the right 

foot. I asked the patient to perform both movements in full. For dorsiflexion, I held the 

TheraBand against the movement and the patient held the band in plantar flexion. 

• Standing on the tiptoes of the right leg while the left leg is flexed. He kept this position 

for about 10 secs then relaxed (10 reps). He supported himself by holding on to the gym 

bars.  

• Next, I mobilized the Lisfranc and subtalar joint of the left foot according to Lewit. 

• Repetition of Sensomotoric training of the previous session but today the patient used 

12 wobble boards going to and fro 4 times. We also added the bosu ball to the training. 
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First the patient place one leg (flexed at the knee and hip) on the ball while the other leg 

was extended at the knee and hip. He maintained this position for some seconds then 

changed leg. He repeated this several times. Then he placed both legs on the ball and 

tried to be stable, when the patient was stable enough, I asked him to place all his weight 

on one leg then change to the other. He did this repetitively. Then I asked the patient to 

stand on one leg, with the other leg flexed at the knee and hip. This too he repeated 

several times changing leg after some seconds. 

• Laser therapy. Same as the last session. 

• Kinesiotaping around the ankle. Done by my supervisor 

Result of therapy: today the patient did better than the previous session. All exercises were done 

properly and he had more stability during the SMT. After all the exercises, today, we measure 

the circumference of the ankle. The new circumference is 30.5cm. 

 

Day 3- Friday 13th Jan. 2017 

Status Present 

Objectively: 28 days’ post operation. There is still swelling around the right ankle. 

Subjectively: Patient says he is doing fine. He has no new complain. He says he feels better and 

he can notice the swelling going down. Also, he doesn’t feel much pain as before. Wen he gets 

the pain now, its 3 on the 10 scale. 

Goal of therapy 

Improve circulation around the ankle 

Scar therapy 

Eliminate swelling around the ankle  

Eliminate pain  

Strengthen ankle dorsi and plantar flexors 

Improve proprioception in the lower extremity 

Therapy application 

• At the beginning of this session we checked the Lisfranc and subtalar joint in the left 

leg and there was no blockage found. Springing was symmetrical on both legs. We tried 
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to check the joint play on the Talocrural joint on the right leg but the was still pain. So, 

we discontinued. 

• Soft ball massage around the swollen ankle. I made strokes and circles in cranial 

direction and to the center. After the massage, I applied pressure with my thumb on the 

scars and kept my thumb there for some time. Then I fixed both ends of scar and made 

“S” shape with the scars one after the other (7times on each scar). Also, I fixed one end 

and stretched the other end. I finished with 3 Kibler fold around the ankle.  

• Next, the patient did active plantar and dorsi flexion 10 times in each direction using a 

TheraBand for resistance. We upgraded the strength of the band from the previous 

session. The TheraBand was placed on the plantar surface of the right foot. I asked the 

patient to perform both movements in full. For dorsiflexion, I held the TheraBand 

against the movement and the patient held the band in plantar flexion. 

• Standing on the tiptoes of the right leg while the left leg is flexed. He kept this position 

for about 10 secs then relaxed (15 reps). He supported himself by holding on to the gym 

bars.  

• Repetition of Sensomotoric training of the previous session. In today’s session, we 

introduced ball on the wobble board. The patient had to stand on one leg on the board 

while the other leg was flexed 90◦ at the knee and hip.  With a ball in his hand, I asked 

him to raise the ball up, bring it down, take it to the side back and repeat the circle again 

on the next board. On the posturomed, we added the stability trainer/labile surface. We 

did the same exercise as the previous session but with the stability trainer this time 

around. On the buso ball, the patient performed squats with ball between his knees and 

his hands outstretched. And on the rope, the patient had to move a ball from one side to 

the other with one leg while the other leg was on the rope 

• Laser therapy. Same as the last session. 

• Kinesiotaping- around the ankle 

Results of today’s session: Todays was not so easy for the patient. The labile surface and 

movement with ball made it harder for him to maintain balance. But overall the session was a 

success and patient is happy with the program. 
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Day 4- Monday 16th Jan. 2017 

Status Present 

Objectively: 31 days’ post operation. The swelling around the right ankle has decreased. 

Subjectively: Patient says he doing. He has no new complain. He is happy to notice the 

swelling has decreased a lot. 

Goal of therapy 

Improve circulation around the ankle 

Scar therapy 

Eliminate swelling around the ankle  

Eliminate pain  

Strengthen ankle dorsi and plantar flexors 

Improve proprioception in the lower extremity 

Therapy application 

• Soft ball massage around the swollen ankle. I made strokes and circles in cranial 

direction and to the center. After the massage, I applied pressure with my thumb on the 

scars and kept my thumb there for some time. Then I fixed both ends of scar and made 

“S” shape with the scars one after the other (7times on each scar). Also, I fixed one end 

and stretched the other end. I finished with 3 Kibler fold around the ankle. Where ever 

I find it hard to keep the fold, I apply more pressure on that area and wait for release,  

• Next, the patient did active plantar and dorsi flexion 20 times in each direction using a 

TheraBand for resistance. The patient used the band with the most strength. The 

TheraBand was placed on the plantar surface of the right foot. I asked the patient to 

perform both movements in full. For dorsiflexion, I held the TheraBand against the 

movement and the patient held the band in plantar flexion. 

• Standing on the tiptoes of the right leg while the left leg is flexed. He kept this position 

for about 10 secs then relaxed (25 reps). He supported himself by holding on to the gym 

bars.  

• Repetition of the same SMT exercises from the last session. 

• Laser around the ankle joint 

• Kinesiotaping- around the ankle 
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Results of the day’s session: The patient was more stable during the SMT compared to the 

previous session. He has really gotten better. Also, the level of pain has gone down to a 2 on 

the 10 scale. Scar is more moveable than before. The new circumference of the right ankle is 

29.5cm. 

Overall the sessions have been successful. 

 

Day 5- Friday 20th Jan. 2017 

Status Present 

Objectively: 35 days’ post operation. There is still swelling around the right ankle but it has 

decreased. 

 Subjectively: Patient says he is feeling alright. He has no new complain. He is happy to notice 

the swelling has decreased a lot and he noticed he doesn’t get pain in his right ankle much often. 

Goal of therapy 

Improve circulation around the ankle 

Scar therapy 

Eliminate swelling around the ankle  

Eliminate pain  

Strengthen ankle dorsi and plantar flexors 

Improve proprioception in the lower extremity 

Therapy application 

• The patient was lying in supine position. I performed soft tissue technique around the 

right ankle and scar therapy. I used my pisiform to make circular motions around the 

ankle in cranial direction. Then I performed Kibler fold around the ankle and wherever 

I find resistance, I hold and wait for release then I continue. After the STT, I applied 

pressure on the scar using my thumb and kept it there for some time. Then I went ahead 

to fix both ends of the scar and perform “S” movement with the scar. After that, fixed 

one end of the scar and stretch the other end. I repeated this process several times. 

• Next, the patient did active plantar and dorsi flexion 20 times in each direction using a 

TheraBand for resistance. The patient used the band with the most strength. The 

TheraBand was placed on the plantar surface of the right foot. I asked the patient to 
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perform both movements in full. For dorsiflexion, I held the TheraBand against the 

movement and the patient held the band in plantar flexion. 

• Standing on the tiptoes of the right leg while the left leg is flexed. He kept this position 

for about 10 secs then relaxed (25 reps). He supported himself by holding on to the gym 

bars.  

• Repetition of the same SMT exercises from the last session with little modification. We 

turned the buso ball around and the patient stood on it. I asked him to put all his weight 

on one leg then change it to the other leg. And then he did the squats again with the 

turned around. 

• Laser- around the anterior Talocrural joint 

• Kinesiotaping around the ankle 

Results of today’s session: today was the last day of my therapy with the patient. Overall, the 

therapy has been very successful. The patient no longer has blockage in any joint, his pain level 

has reduced from 4 to 2 on the 10 scale. The circumference of his ankle has gone from 31cm t 

29cm (4 cm difference). Both I and the patient are happy with the therapy outcome. 
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Image 9: Patient standing on labile on posturomed 
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Image 10: Patient on wobble board  
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3.9 Final Kinesiological Examination (20th Jan. 2017) 

3.9.1 Postural Examination 

Posterior View 

The patient has a left thoracic scoliotic curve. The left shoulder is a bit higher than the right 

shoulder and the patient’s trunk is rotated to the left. 

Base of support Normal -about 4inch between heels 

Shape and contour of heel Both heels rounded and not flat 

Achilles tendon- shape and thickness In symmetry 

Knee joint- shape and position Mild degree of genu varum 

Popliteal line  In symmetry 

Subgluteal line In symmetry 

Hip joint The right iliac crest looks higher than the left 

Paravertebral muscles  Hypertrophy in lumbar region 

Spine curvature Left thoracic scoliotic curve 

Position of shoulders Medially rotated and Left shoulder is slightly 

higher than right. 

 

Position of scapula Adducted and elevated 

Upper limb position Bigger elbow flexion on the right arm 

compared to the left also, the thoracobrachial 

triangle on the right is bigger compared to the 

left. The left hand is more forward than the 

right. Palms are facing posteriorly. 
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Position of cervical spine Slightly extended 

Position of head No shift or tilt noticed 

Weight distribution Seems to be even 

Table 16 - Postural examination- posterior view 

 

Lateral View-Left  

Ankle Joint Optimal. No deviation noticed 

Knee joint Optimal. No increased hyperextension 

noticed 

Pelvis Slight anterior tilt 

Lumbar spine  Increased lordosis 

Thoracic spine  Normal curve 

Cervical spine Slightly extended 

Position of head Head is in protraction 

Table 17 - Postural examination- lateral (left side) 

 

Anterior View 

Base of support About 4inch between legs…optimal 

Feet position Swelling around right ankle 

Toes Hallux valgus. More on the left big toe 

Weight distribution Symmetry in both sides 

Knees position In symmetry 

Position of patella Optimal 

Position of pelvis Pelvic tilt to the right 
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Position of navel Seems to be in the middle 

Collar bone and supraclavicular hole The supraclavicular holes are not too deep. 

Optimal 

Shoulders  Asymmetry, higher on the left side. The left 

shoulder is more forward than the right. 

Upper limb Bigger triangle in right hand compared to the 

left and the left upper extremity is more 

forward than the right 

Head positon Protracted 

Table 18 -Postural examination- Anterior view 

 

Lateral view- Right  

Ankle Joint Optimal. No deviation noticed 

Knee joint Optimal. No increased hyperextension 

noticed 

Pelvis Slight anterior tilt 

Lumbar spine  Increased lordosis 

Thoracic spine  Normal curve 

Cervical spine Slightly extended 

Position of head Head is in protraction 

Table 19- Postural examination- lateral view (right side) 

 

 

Pelvis Palpation 
Iliac Crest: The iliac crest on the right side it higher than the crest on the left side 

Anterior Superior Iliac Spine: The right ASIS is a bit higher than the left ASIS 
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Posterior Superior Iliac Spine: The right side is a bit higher than the left side 

 

3.9.2 Gait Analysis 

Front view 

• Width of support: optimal 

• Position of feet: Left foot is more internally rotated 

• Walking rhythm: Periodic 

• Walking speed: optimal 

• Stride length: optimal 

• Movement of the foot: 

o Heel strike:  both lateral part 

o Flat foot: no complete flatfoot. The patient extends his toes in both feet. 

o Loading response: optimal 

o Toe off: optimal 

o Knees: optimal 

• Position and movements of the pelvis: optimal tilt as the patient is walking 

• Position and movements of the trunk: optimal 

• Activity of abdomen muscles: no activity 

• Position and movements of the head: Head was not moving 

• Movements of the upper extremity: no movement. Patient was not swinging his arms 

• Stability of walking: no imbalance 

Posterior view 

• Width of support: optimal 

• Position of feet: optimal 

• Walking rhythm: Periodic 

• Walking speed: optimal 

• Movement of the foot: 

o Heel strike:  both lateral part 

o Heel off: optimal 

• Axial position of the lower limb: 

o Knees: optimal flexion 
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• Position and movements of the pelvis: optimal 

• Position and movements of the trunk: optimal 

• Activity of back muscles: optimal no asymmetry  

• position of shoulders: optimal 

• Position and movements of the head: optimal 

• Movements of the upper extremity: no movement. Patient was not swinging his arms 

• Stability of walking: no imbalance 

Right Side view 

• Walking rhythm: Periodic 

• Walking speed: optimal 

• Stride length: optimal 

• movement of the foot (heel strike, flat foot, loading response, heel-off, toe-off) 

o Heel strike:  both lateral part 

o Flat foot: no complete flatfoot. The patient extends his toes in both feet. 

o Loading response: optimal 

o Heel off: optimal 

o Toe off: optimal 

• movement and position of the knee and hip (extension): optimal 

• position and movements of the pelvis (compensatory anteversion, rotation, lateral tilt 

max. 4 cm): optimal 

• position and movements of the trunk (latero-flexion, rotation, max. Th7): optimal no 

increased lordosis 

• position and movements of the head: optimal 

• movements of the upper extremity: arms not swinging 

• stability of walking: stable 

Left Side view 

• Walking rhythm: Periodic 

• Walking speed: optimal  

• Stride length: optimal  

• movement of the foot (heel strike, flat foot, loading response, heel-off, toe-off) 

▪ Heel strike:  both lateral part 
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▪ Flat foot: no complete flatfoot. The patient extends his toes in both feet. 

▪ Loading response: optimal 

▪ Heel off: optimal 

▪ Toe off: optimal 

• movement and position of the knee and hip (extension): optimal 

• position and movements of the pelvis (compensatory anteversion, rotation, lateral tilt 

max. 4 cm): optimal 

• position and movements of the trunk (latero-flexion, rotation, max. Th7): optimal no 

increased lordosis 

• position and movements of the head: optimal 

• movements of the upper extremity: arm not swinging 

• stability of walking: optimal 

Gait Modification 

✓ Walking on narrow base: patient is stable 

✓ Walking on soft surface: there is stability 

✓ Walking with closed eyes: there is stability 

✓ Walking backwards: patient is able to walk in backward direction 

✓ Walking on tiptoes: patient is able to walk on tiptoes 

✓ Walking on heels: patient is able to walk on heels but experienced little pain around the 

right ankle  

✓ Squat walking: patient was able to move in squat positon. There was little pain around 

the right ankle 

✓ Walking with speed: there weren’t any noticeable deviations with speed walking  

 

 

3.9.3 Special Tests 

Standing on two scales 

Total weight: 82kg (the patients weight was checked on both scales and the value was the same) 

Right side: 41kg 

Left side: 41kg 
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Romberg Test 

Romberg I: Standing with normal base of support- Negative. The patient was stable. He wasn’t 

losing balance or having problem standing. 

Romberg II: standing with feet’s together- Negative. The patient was able to maintain balance. 

Romberg III: Standing with feet’s together and closed eyes- Negative.  

 

 

Single leg stance 

Right leg: Negative: the patient was able to maintain balance 

Left leg: negative (the patient didn’t lose balance) 

 

Trendelenburg’s sign 

Right leg: negative (there wasn’t shift or drop of pelvis noticed) but the patient was losing 

balance in this position. 

Left leg:  negative (there wasn’t shift or drop of pelvis noticed)  

 

Vele test 

Right leg: Grade 1 (normal) 

Left leg: Grade 2 (slightly pressed toes) 

 

Standing on heels 

The patient was able to stand on his heels for about 10s without losing balance but he was 

having around the ankle pain. He graded the pain a 1 on the 10 scale the test is negative 

Standing on tiptoes 

The patient was able to stand on his tiptoes but he felt a little pain on the right leg. He graded it 

a 1on the 10 scales. 
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Dynamic spine examination 
Flexion: the movement was performed fluently without pain. The patient’s fingers were 

touching the floor. The paravertebral muscles were prominent in the lumbar region. The lumbar 

region was flat. Spinal prominence was noticed in the thoracic and cervical region. 

Extension: The patient was able to perform the movement. There was no pain. There was great 

degree of scapula winging, the lumbar region was flat and the movement was made by the 

thoracic and cervical vertebras.  

Lateral flexion (right): the patient was able to perform the movement pain free but the trunk 

was rotated with the left side more anterior. The tip of the patient’s longest finger (3rd finger) 

was on the lateral side of the patella. There was movement in the upper thoracic and lumbar 

region with activity of the paravertebral muscles in those regions while the lower thoracic was 

flat and stiff.  

Lateral flexion (left): The patient was able to perform the movement without pain. His longest 

finger (3rd finger was touching the lateral side of the patella. The upper thoracic and lower part 

of the lumbar vertebra were stiff and flat, the bending was done by the lower thoracic and upper 

lumbar vertebras. 

 

3.9.4 Examination of Scar 

The patient has 2 scars from where the arthroscope and the cannula were inserted. The scars are 

30 days old. One of the scars is located on the anterior medial part of the ankle and the other is 

located on anterolateral side of the ankle. The scars are about 1cm long (size of a keyhole) and 

4cm apart from each other. 

Pressure touch on the scars resulted in pain but not too painful (1 on a scale of 10). Kibler fold 

was lost around the site of the scar. There was resistance when I tried to move with the scar and 

a little pain but not as much resistance or pain before the surgery. 

The temperature around the scar was the same as the res t of the body’s temperature. No 

erythema noticed around the scar. 
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3.9.5 Anthropometry 

Length of the lower extremity 

 Position right(cm) left(cm) 

Anatomical length  Standing 113 112 

Functional length Standing  122 122 

Length of thigh Standing 56 56 

Length of middle leg Standing 56 56 

Length of foot Standing 27 27 

Table 19- Length of lower extremity 

 

Circumference of lower extremity 

Circumference of Position Right (cm) Left (cm) 

Thigh  Standing 56 57 

Knee joint Standing 38 38 

Calf Standing 38 38 

Ankle  Standing 27 29 

Foot  Sitting 27 26 

Table 21 - Circumference of lower extremity 

 

 

Muscle Palpation 
Gluteal maximus Normal 

tonus  

Normal 

tonus  

Normal 

tonus 

Symmetry  Normal  

Biceps femoris Normal 

tonus  

Normal 

tonus  

Normal 

tonus 

Symmetry  Normal  
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Hamstrings  Normal 

tonus  

Normal 

tonus  

Normal 

tonus 

Symmetry  Normal  

Quadriceps femoris Normal 

tonus  

Normal 

tonus  

Normal 

tonus 

Symmetry  Normal  

Piriformis Normal Normal Normal Symmetry Normal 

Gastrocnemius  Normal 

tonus  

Normal 

tonus  

Normal 

tonus 

Symmetry  Normal  

Plantaris  Normal 

tonus  

Normal 

tonus  

Normal 

tonus 

Symmetry  Normal  

Soleus Normal 

tonus  

Normal 

tonus  

Normal 

tonus 

Symmetry  Normal  

Extensor Halluces 

Longus 

Normal 

tonus  

Normal 

tonus  

Normal 

tonus 

Symmetry  Normal  

Extensor digitorum 

longus 

Normal 

tonus  

Normal 

tonus  

Normal 

tonus 

Symmetry  Normal  

Table 20- Muscle Palpation 

 

 

3.9.6 Muscle strength test 

Muscle Position Right Left 

Gluteus Maximus Prone 5 5 

Iliopsoas Supine 5 5 

Sartorius Supine 5 5 

Tensor fasciae lata Supine 5 5 
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Gluteus minimus Side lying 5 5 

Gluteus medius  side lying 5 5 

Quadriceps femoris Sitting 5 5 

Hip flexors (group) Sitting 5 5 

Hip adductors (group) Side lying 5 5 

Lateral rotators (group) Sitting 5 5 

Medial rotators (group) Sitting 5 5 

Medial hamstrings Prone 5 5 

Biceps femoris Prone 5 5 

Popliteus  Sitting 5 5 

Ankle plantar flexors Standing 4+ 5 

Tibialis anterior Sitting 4+ 5 

Tibialis posterior  Supine 5 5 

Extensor halluces 

longus 

Sitting 4+ 5 

Extensor digitorum 

longus and brevis 

Sitting 5 5 

Flexor halluces longus Sitting 5 5 

Flexor halluces brevis Sitting 5 5 

Flexor digitorum 

longus 

Sitting 5 5 

Flexor digitorum brevis Sitting 5 5 

Adductor halluces Sitting 5 5 
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Abductor halluces  Sitting 5 5 

Table 22- muscle strength test 

 

3.9.7 Muscle length test 

Muscle Author  Position  Result (right) Result (left) 

Plantar flexors 

One-joint 

Two joints 

Janda  Supine  

Grade 0 

 

Grade 0 

Hip flexors  Kendall  Sitting- supine Normal Normal 

Hip adductors  Janda  Supine with  Grade 0 Grade 0 

Hamstrings Kendall  Supine Normal Normal 

Piriformis  Janda  Supine Grade 0 Grade 0 

Table 23- Muscle length test 

 

3.9.8 Joint Play examination 

Tests Results 

Patrick’s sign Same on both leg. No restriction found 

tibiofibular joint Moveable in both legs in all direction 

Patella Moveable in both legs in all direction 

Choparts joint Same on both leg. No restriction found 

Lisfranc Joint Same on both leg. No restriction found 

Talocrural Joint There was springing on the both legs but with 

pain on the right leg. 
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Subtalar Joint The joint is free in both legs 

Navicular and cuboid The joint is free in both legs 

Talocalcaneonavicular joint Same on both leg. No restriction found 

Metatarsal joints No restriction found on any on this joints in 

both legs 

IP Joints All IP joints were free on both legs in all 

direction 

Table 24- Examination of joint play in lower extremity 

 

 

3.9.9 ROM Lower Extremity 

Joint Right Left Position 

Hip  S=25-0-110 S=27-0-111 Supine and prone 

 F=50-0-20 F=50-0-20 Supine 

 Rs90◦=35-0-40 R s90◦=35-0-40 Sitting 

    

Knees S=3-0-125 S=5-0-120 Supine and prone 

    

Ankle S s90◦=20-0-40 S s90◦=20-0-40 Sitting 

 R s90◦=20-0-40 R s90◦=20-0-40 Sitting 

Table 25- ROM Measurement 

NOTE: The patient felt pain during the measurement of ROM of dorsiflexion, plantar flexion 

and inversion of the right leg. He described the pain as needle piercing in the anteromedial part 

of the knee. On a scale of 10 with 10 extreme pain and 0 no pain, he said the pain was 1. The 

end feel was hard 
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3.9.10 Neurological exams 

Deep tendon reflex 

Knee (L2-l4): Reflex was present on both knees 

S1 (L5-S1):  

right leg- Reflex was present  

left leg-  Reflex present 

Position sense: The patient was able to tell which finger I was holding and the movements I did 

with the finger. 

Sensation 

Light touch 

Right leg: sensation was present 

Left leg: sensation was Present 

Pain:  

Right leg: Sensation present 

Left leg: Sensation present 

 

 

3.9.11 Conclusion of Final Kinesiological Examinations: From the values above and 

the results in daily therapy, we can see an improvement in the patient’s condition. 

Circumference of the ankle has gone from 31cm to 29 cm which is 2cm more than the left ankle 

(27cm). 

The blockage in the Lisfranc and Talocrural join has been released, standing on the toes and 

heel does not provoke as much pain as it did before and now the patient is able to stand on 

heels. 

Also, there was great improvement in stability during the SMT, at the beginning the patient was 

very stable but at the end the patient was able to do all exercises and maintain balance. 
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3.10 Evaluation of the effect of therapy 

From the results of the final kinesiological examination, there was a great improvement in the 

condition of the patient. At the beginning of the therapy session, the main changes we found 

were pain around the ankle during walking, dorsiflexion, palpation and sometimes pain just 

starts without any activity. Also, there was increased swelling around the right ankle compared 

to the left. The patient had surgery scars on the right leg and some blockages were found on the 

left leg. By the end of all our therapy sessions, were able to achieve the following results: 

1. The circumference of the ankle was 31cm and during the course of the therapy it kept 

reducing. At the end of my practice, the circumference of the ankle was 29cm which is 

2cm less. The circumference of the healthy ankle is 27cm. Therefore, we can say that 

there was a great improvement.  

Before (right side) Healthy side (left side) After (right side) 

31cm 27cm 29cm 

 

What helped achieved this result was the soft tissue technique we did at the beginning of 

each therapy session, this helped to improve the circulation of blood around the ankle and 

also helped improve the lymphatic drainage. 

Also from the first part, we saw that the one of the therapeutic use of Kinesiotaping in 

postsurgical therapy is to improve lymphatic drainage [15]. Therefore, this may have also 

helped in the treatment of increased circumference around the patient’s ankle. 

Overall, we can say the therapy was useful in reducing the edema around the right ankle. 

 

2. At the beginning of the session, the level of pain the patient was having was a 4 out of 

10 (on the 0 to 10 scale with 0 being pain free and 10 very painful). At the end of the 

therapy, the patients pain level was a 1 out of 10.  

This shows that the laser application was effective. From the general part, we saw that 

laser has analgesic effects and is able to relieve pain [3]. 

Also, application of Kinesiotaping also has mechanism of pain control [19] and this was 

proven by the patient because immediately after the application of the kinesiotape, the 

patient said he already feel relieved. 
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3. At the beginning, the patient was losing balance while standing on the heels and during 

the single leg stance. After 5 sessions of therapy, the patient had more balance on his 

heels and on one leg.  

This indicates that the sensorimotor training was effective. Reason being that, there is 

evidence proprioception plays a role in maintaining balance and proper function of the 

lower extremity and in limiting the risk for injury. When it comes to improving muscle 

reaction, neuromuscular exercises have been shown to be more effective than isolated 

strengthening exercises. SMT has also been shown to improve 

muscle balance and strength significantly more than strengthening exercises alone [19]. 

This training improves movement coordination and therefore promotes ideal 

mechanical loading. 

SMT has been shown repeatedly to improve proprioception, postural stability, and 

strength [19]. 

 

4. Another changed noticed was at the muscle strength test, at the beginning, the patient 

had a grade 4 in the ankle and dorsiflexion muscle strength test. At the end of the 

practice there was a slight increase in the muscle strength to 4+. The muscle strength is 

still not as strong as seen on the healthy leg but there was improvement. 

I like to believe that the strength training we did with the patient using Thera band for 

resistance helped to strengthen the muscle from a grade 4 to grade 4+. 

5. At the beginning, we found blockage in the Lisfranc and subtalar joint of the left leg. 

After 3 therapy sessions, the blockage was gone and the joints were free.  

6. For treatment of blockage, we used the mobilized the joint according lewit and from all 

indication this therapy was successful. 

7. Another positive effect of the therapy is the mobility of the scar. Although the changes 

weren’t much, Pressure touch on the scars resulted in pain but not too painful (1 on a 

scale of 10). Kibler fold was lost around the site of the scar. There was resistance when 

I tried to move with the scar and a little pain but not as much resistance or pain before 

the surgery. 
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At the beginning of the therapy sessions, the pain level of the scar was for on a scale of 

10 and the at the end the pain level decreased to 1. Also, the mobility of the improved. 

There was less resistance when I tried to perform the Kibler fold. 

 

Overall, we can see positive feedback and effect of the therapy. From the beginning to the end 

of therapy, the patient did not have any relapse. His situation kept improving.  

One new thing that I learn was the effect of the Kinesiotaping. It was great to see it give 

immediate relief to the patient. 

In terms of the prognosis mentioned earlier according to Rolf (2007), we can say that the course 

of treatment was right for the patient because of the positive outcome. 

 

3.11 Conclusion 

The overall achievement of the therapy sessions was satisfying. Both my supervisor and patient 

were happy with the results of the therapy. This indicates that the chosen treatments were right 

for the patient.  

I was also happy with the results of the therapy and my practice in CLPA, I learnt a lot during 

the 2 weeks I spent in the hospital and was also able practice a lot of things that I learnt during 

my studies in FTVS. The support I got from my supervisor was overwhelming and I will forever 

be grateful to him. He corrected me where I was wrong and made sure I learnt more from him. 

He made me work hard which helped me to gain experience and perfect my skills. 

Also, I was able to learn a lot during my research and more things became clear to me as I read 

on them. And I’m more motivated now and looking forward to my career as a physiotherapist.  

Also, I was more than happy to see the results of my efforts. I was happy to see that I could 

help the patient recover from his illness and the patient made me happier when he was happy 

with the result of the therapy. 

From the results of the therapy, I can say the patient just needs to continue with the treatment 

plan we started and he will be better in no time. The progress we saw at the final kinesiological 

examination will prove that we are on the right tract.  
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Note: I used some of the class presentations for the Theoretical part (27-31) 
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Supplement 2 – List of Pictures 

Figure 1- Ankle Joint 

Figure 2- Talus Bone 

Figure 3- Ankle Ligaments 

Figure 4- Muscles of the Leg 

Figure 5- Patient standing on Labile on posturomed 

Figure 6- Patient on wobble board 

 

Supplement 3- Abbreviations 

AAI- Anterior Ankle Impingement 

AKA- Also known as 

AROM- Active Range of Motion 

AITFL- Anterior Inferior talofibular Ligament 

ATFL- Anterior talofibular Ligament  

CFL- Calcaneofibular Ligament 

PITFL- Posterior inferior talofibular Ligament 

P. – Page 

PROM- Passive Range of Motion 

ROM- Range of Motion 

SMT- Sensomotoric Training 

STM- Soft tissue method 

STT- Soft tissue technique 
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Supplement 5- Informed Consent 

 

INFORMOVANÝ SOUHLAS  

Vážená paní, vážený pane,  

v souladu se Všeobecnou deklarací lidských práv, zákonem č. 101/2000 Sb., o 

ochraně osobních údajů a o změně některých zákonů, ve znění pozdějších předpisů, 

Helsinskou deklarací, přijatou 18. Světovým zdravotnickým shromážděním v roce 

1964 ve znění pozdějších změn (Fortaleza, Brazílie, 2013) a dalšími obecně 

závaznými právními předpisy Vás žádám o souhlas s prezentováním a uveřejněním 

výsledků vyšetření a průběhu terapie prováděné v rámci praxe na 

………………….………………………., kde Vás příslušně kvalifikovaná osoba 

seznámila s Vaším vyšetřením a následnou terapií. Výsledky Vašeho vyšetření a 

průběh Vaší terapie bude publikován v rámci bakalářské práce na UK FTVS, s 

názvem …………………  

Cílem této bakalářské práce je 

……..............................................................................  

Získané údaje, fotodokumentace, průběh a výsledky terapie budou uveřejněny v 

bakalářské práci v anonymizované podobě. Osobní data nebudou uvedena a budou 

uchována v anonymní podobě. V maximální možné míře zabezpečím, aby získaná 

data nebyla zneužita.  

Jméno a příjmení řešitele ........................................................................ 

Podpis:........................  

Jméno a příjmení osoby, která provedla poučení.................................. 

Podpis:........................  

Prohlašuji a svým níže uvedeným vlastnoručním podpisem potvrzuji, že dobrovolně 

souhlasím s prezentováním a uveřejněním výsledků vyšetření a průběhu terapie ve 



výše uvedené bakalářské práci, a že mi osoba, která provedla poučení, osobně vše 

podrobně vysvětlila, a že jsem měl(a) možnost si řádně a v dostatečném čase zvážit 

všechny relevantní informace, zeptat se na vše podstatné a že jsem dostal(a) jasné a 

srozumitelné odpovědi na své dotazy. Byl(a) jsem poučen(a) o právu odmítnout 

prezentování a uveřejnění výsledků vyšetření a průběhu terapie v bakalářské práci 

nebo svůj souhlas kdykoli odvolat bez represí, a to písemně zasláním Etické komisi 

UK FTVS, která bude následně informovat řešitele.  

Místo, datum ....................  

Jméno a příjmení pacienta .............................................. Podpis pacienta: 

..............................  

Jméno a příjmení zákonného zástupce .........................................…..  

Vztah zákonného zástupce k pacientovi .................................... Podpis: 

............................. 

 


