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Abstract
Ankle fractures are common injuries that can significantly impact mobility and quality of life. Rehabilitation following ankle 
fracture treatment is crucial for recovery, yet adherence to regimens remains a challenge. Behaviour Change Techniques 
(BCTs) have been suggested to improve adherence, but their effectiveness in ankle fracture rehabilitation is not well estab-
lished. This review aimed to evaluate the effectiveness of BCTs in the rehabilitation of ankle fracture patients. We conducted 
a comprehensive search across multiple databases, including MEDLINE and EMBASE, focusing on Randomised Controlled 
Trials (RCTs) that incorporated BCTs into rehabilitation interventions. The effectiveness of BCTs on patient-reported out-
comes (PROMs), quality of life, and adverse events was analysed. Nine RCTs met the inclusion criteria, encompassing a 
range of interventions that employed BCTs, most commonly including goal setting and instruction on how to perform behav-
iours, specifically physiotherapy exercises. The review found limited evidence supporting their effectiveness in improving 
PROMs. Only one study showed a significant positive effect, but it was deemed at high risk of bias. The lack of integration 
of behavioural theory in the design of rehabilitation interventions and the varied nature of the BCTs employed across stud-
ies may contribute to these findings. The use of BCTs in ankle fracture rehabilitation is prevalent, but this review highlights 
a significant gap their role of enhancing patient outcomes. Future research should incorporate a theory-based approach to 
intervention design, utilising a broader range of BCTs, to fully evaluate their potential in improving rehabilitation adherence 
and outcomes following ankle fracture .

Keywords Ankle fracture · Rehabilitation · Behaviour Change Technique

Introduction

Background

The ankle joint represents a common fracture site of the 
lower extremity, accounting for 14% of fracture-related 
hospital admissions in the United Kingdom [1]. Around 
40% of ankle fractures are considered unstable, requiring 
surgical intervention to correct the deformity [2, 3]. Whilst 
most patients experience an 80–90% recovery of baseline 
ankle function following treatment, a sizeable proportion 
of patients continue to experience persistent pain and func-
tional deficits leading to prolonged work absence and, in the 
long-term, to post-traumatic osteoarthritis and psychological 
consequences [4–6].

Rehabilitation is an essential component of ankle frac-
ture care, enabling the patient to achieve a full recovery in 
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function following surgical fixation [7]. Post-operative reha-
bilitation is one of the most heavily researched aspects of 
ankle fracture care, focusing chiefly on comparing device, 
manual or exercise therapies, and weight bearing strate-
gies [8]. There is growing acknowledgement that promot-
ing self-management with ankle exercises and adherence to 
physiotherapy regimens may improve outcomes. A recent 
meta-analysis conducted by Smeeing 2015 [9] illustrated 
that initiation of active ankle exercises and early weight 
bearing in the post-operative period was associated with 
an accelerated return to work and daily activities compared 
to patients with prolonged immobilisation strategies. The 
central issue is that many perceive that physiotherapy treat-
ment only occurs during the physiotherapy clinic. The chal-
lenge remains to encourage patients to engage and continue 
physiotherapy regularly at home, for which there are various 
barriers such as anxiety, stress, and low self-efficacy [10].

Over the years, behaviour change theory has grown in 
popularity and a range of strategies have been developed to 
facilitate improved rehabilitation adherence in patients with 
ankle fractures [11, 12]. Michie et al. 2013 [13] developed 
the Behaviour Change Technique Taxonomy which consists 
of 93 distinct behavioural change techniques (BCT) clus-
tered into 16 different groups. BCT is defined as an observa-
ble and reproducible component of a wider intervention that 
aims to facilitate behaviour change [13]. These behavioural 
interventions are proposed in the form of active ingredients. 
Some examples of BCTs include goal setting (i.e. running 
1 mile everyday), problem solving (i.e. identifying barriers 
and creating strategies to overcome them), action planning 
(i.e. a plan of performing ankle exercises every day before 
going to work), and review of behaviour goals (i.e. assess-
ing performance in relation to initial goals and whether any 
behavioural changes are needed) [13]. BCTs are beginning 
to show efficacy in treating musculoskeletal conditions with 
studies illustrating improved mobility and exercise adher-
ence in patients with musculoskeletal disorders, but it has 
not been found to improve patient-reported outcomes. There 
has been limited investigation of behaviour change tech-
niques in traumatic injury rehabilitation and none looking 
at ankle fracture recovery [14].

Objectives

The primary aims of the systematic review are:

• To determine which behaviour change techniques (BCTs) 
have been most commonly used in studies comparing 
rehabilitation interventions after ankle fracture and deter-
mine which theories they are based on.

• To determine which BCTs are most effective in improv-
ing patient-reported outcomes after ankle fracture.

Methods

The systematic review is reported according to the Preferred 
Reporting Items for Systematic Reviews and Meta-analy-
ses (PRISMA) checklist [15]. A protocol for this system-
atic review was submitted to The International Prospective 
Register of Systematic Reviews (PROSPERO) on the 18th 
of March 2020 and was registered on the 9th June 2020 
(PROSPERO: CRD42020170462) [16]. Medline, EMBASE, 
CINAHL, PsycINFO, AMED, CENTRAL, PEDRO and 
clinicaltrials.gov were searched from inception, using a 
search strategy developed with an information specialist. 
Searches were conducted on May 18th 2020 and repeated 
on March 2nd 2024. The Medline search strategy is included 
in the supplementary information and was modified for the 
other databases under the direction of the information spe-
cialist. Reference lists of included studies were searched. 
Unpublished and grey literature were not searched due to the 
reporting detail required to accurately code BCTs.

Study selection

All titles and abstracts were imported to a reference manager 
database, and duplicates were removed. The remaining titles 
and abstracts were uploaded to Rayyan [17]. Two reviewers 
(CB and FT) independently screened the titles and abstracts 
against the inclusion criteria, scoring studies as "include", 
"exclude", or "maybe". All studies scored as "include" by 
either reviewer went forward for full-text review, and those 
scored as "maybe" were resolved by discussion. A third 
reviewer (XG) adjudicated any disagreement.

Eligibility criteria

Inclusion

• Prospective randomised control trials (RCT), including 
pilot studies, that evaluated the effectiveness of BCTs 
on operatively and non-operatively ankle or hindfoot 
fractures in adult participants (aged 18 years or over) 
were eligible. Studies comparing different rehabilitation 
regimes against each other or against "usual care" were 
included. The control group could include BCTs, but 
the intervention group needed to incorporate additional 
BCTs.

• The interventions were any rehabilitation method using 
BCTs to improve patient-reported functional outcomes 
after ankle fracture. Only BCTs that provided sufficient 
detail of the components to allow them to be identified 
from the BCT taxonomy were included [13]. Interven-
tions had to encourage active engagement for patients 
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to continue the behaviour and not rely on the continued 
physical presence of a trainer or healthcare professional. 
The continued presence of peers or family support was 
permitted.

Exclusion

• Non-randomised or quasi-randomised studies, protocols 
or feasibility studies not reporting outcomes by treatment 
group, observational studies, cross-sectional studies, case 
series, case reports, abstracts, commentaries, and expert 
opinion studies.

Outcome measures

The primary outcome was patient reported outcome meas-
ures (PROMs) of ankle or lower limb function. The second-
ary outcomes were quality of life and adverse events.

Information sources

Full texts were sought through multiple sources, including 
OVID, PubMed, Search Oxford Libraries Online (SOLO), 
Library Hub Discover and WorldCat. Full-text articles were 
reviewed against the inclusion criteria. The intervention 
descriptions were reviewed according to and after comple-
tion of the BCT taxonomy training package [13]. Supple-
mentary materials, protocols and intervention development 
papers were reviewed to look for underpinning behavioural 
theory and intervention descriptions for BCT coding. 
Authors were contacted via email to obtain missing data.

Risk of bias assessment

The risk of bias was assessed using the Cochrane risk of bias 
tool [18]. This included assessment of: sequence generation, 
concealment of allocation, blinding, incomplete outcome 
data, selective reporting, and other sources [18].

Analysis of studies

The review focused on describing the range of BCTs used 
and their effectiveness. Studies were summarised accord-
ing to fracture location, management (operative vs non-
operative treatment) and additional, non BCT interventions 
(e.g. immobilisation or weight-bearing restrictions). Studies 
were grouped based on the BCTs employed (according to the 
BCT taxonomy [13]) and where possible, their underlying 
behavioural theory.

Summary measures and meta‑analysis

Characteristics of studies were summarised as counts and 
percentages for categorical data and means and Standard 
Deviations (SDs) for continuous data. The Standardised 
Mean Difference (SMD) for included studies with available 
effect sizes and SDs were calculated and pooled using a 
random-effects model. Heterogeneity was investigated using 
I2, with an I2 of equal to or under 75% used as the cut-off 
for proceeding with meta-analysis [19]. Meta-analyses were 
undertaken using RevMan v.5.4 (Cochrane Collaboration, 
Vienna, Austria) and reported following PRISMA guidance.

A pre-planned sensitivity analysis included only studies 
at low risk of bias for the primary outcome. A further post-
hoc sensitivity analysis was conducted to examine the risk 
of adverse events in operatively treated ankle fractures only.

Certainty of evidence

The certainty of the evidence assessment was undertaken 
using the Grading of Recommendations, Assessment, Devel-
opment and Evaluation (GRADE) approach and summarised 
using GRADEpro GDT Software [20, 21].

Results

Study selection

The search results returned 33,814 items, with 20,356 
remaining after removing duplicates. After the abstract 
screening, 158 full-text articles were sought. Sixteen 
full-text articles were unavailable; in all cases, the items 
were titles only and may have been excluded earlier in the 
searches if abstracts were available for review. Fifteen of 
the 16 unavailable items were published in non-English-lan-
guage journals, and 14 of the 16 were published pre-1990. 
After exclusion criteria, nine studies remained and were 
included in the final review. Figure 1 shows a PRISMA flow 
diagram detailing the selection process, including reasons 
for exclusion at full-text review.

Included studies and characteristics

Population and setting

Nine studies were included, which enrolled a total of 1,437 
patients. Two took place in Australia [22, 23], two in Canada 
[24, 25], two in Sweden [26, 27], two in the UK [28, 29], 
and one in the Republic of Ireland [30]. Six studies focused 
only on operatively treated ankle fractures [24–27, 29, 30] 
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and three on non-operatively and operatively treated ankle 
fractures [22, 23, 28]. No studies of hindfoot fractures met 
the inclusion criteria.

Behavioural theory and interventions

No studies referenced behavioural theory in their interven-
tion design or description. Instead, BCTs were coded from 
the published articles and protocols as described in the 
methods section. The target behaviour in eight of the stud-
ies was ankle exercises [23–30]. In addition to the BCTs 
used, five studies had additional, non-BCT interventions. In 
four studies, the intervention group received some form of 
removable splint, and the control group were immobilised in 
a plaster cast [27–30]. In one study, the intervention group 
was permitted early weight-bearing in a removable splint 
and the control group had their weight-bearing restricted in 
a plaster cast [26].

Eight studies compared one intervention group to one 
control group [23–30]. One study, Moseley 2005 [22], con-
sisted of three groups: an exercise-only group, a short-dura-
tion stretch group (six minutes per day) and a long-duration 
stretch group (30 min per day). For the meta-analyses, just 
the long stretch group was compared to the control group 
due to data availability. A summary of study characteristics 
is provided in Table 2.

Behaviour change techniques

A total of 34 BCTs were coded throughout the nine included 
studies, which included eight unique behaviour change tech-
niques. In six studies [24, 25, 27–30], "4.1 instruction on 
how to perform a behaviour" was coded as the intervention 
referring to a verbal or written instruction to perform ankle 
exercises. Four studies [24, 28–30] combined this instruc-
tion with a specific, numeric daily exercise repetition goal 

Full-text articles excluded

(n = 149)

Not Available 16

Abstract 4

Commentary 7

Duplicate 5

Wrong

Population

5

Wrong Study 5

No Control 9

Feasibility Study 1

Protocol Study 56

Wrong Outcome 5

Not BCT 36

Records identified through

database searching

(n = 33,813)

Additional records identified

through other sources

(n = 1)

Duplicates removed

(n = 13,458)

Records screened

(n = 20,356)
Records excluded

(n = 20,198)

Full-text articles assessed for

eligibility

(n = 158)

Studies included

(n = 9)

Fig. 1  PRISMA flow diagram of study selection
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and thus, "1.1 goal setting (behaviour)" was coded in addi-
tion. Furthermore, two studies [24, 30] reported that these 
instructions were delivered by a dedicated physiotherapist 
and so “9.1 credible source” was coded. Mayich 2013 [25] 
also provided a leaflet with educational advice coded as “5.1 
information about health consequences”. In Moseley 2015 
[23], the control group received an exercise and advice leaf-
let provided by a physiotherapist in fracture clinic; accord-
ingly, the BCTs coded were "1.1 goal setting (behaviour)", 
"4.1 instruction on how to perform a behaviour", and "9.1 
credible source". The intervention group in addition under-
took a supervised physiotherapy programme. The additional 
BCTs coded in the intervention group were "8.1 behavioural 
practise/ rehearsal", "8.6 generalisation of target behaviour" 
and "8.7 graded tasks". The coded BCTs in Moseley 2005 
[22] include "1.1 goal setting (behaviour)", "4.1 instruction 
on how to perform a behaviour", "8.1 behavioural prac-
tise/ rehearsal", "8.6 generalisation of target behaviour", 
"8.7 graded tasks" and "9.1 credible source". In Nilsson 
2009 [26], a physiotherapist-led training programme cen-
tred around ankle exercises led to BCT coding of "1.1 goal 
setting (behaviour)", "4.1 instruction on how to perform a 
behaviour", "8.1 behavioural practise/ rehearsal", "8.6 gen-
eralisation of target behaviour", "8.7 graded tasks" and "9.1 
credible source". Additionally, "1.2 goal setting (outcome)" 
and “5.1 information about health consequences” were also 
coded for this study. Table 1 shows the most commonly 
coded BCTs, with percentages corresponding to the pro-
portion of all studies using the stated BCT.

Risk of bias

A summary risk of bias table for all nine included studies is 
provided in Fig. 2. Kearney 2021 [28], Moseley 2005 [22] 
and Moseley 2015 [23] were judged as a low risk of selec-
tion and allocation bias. Nilsson 2009 [26] and Tropp 1995 
[27] provided insufficient information and were therefore 

judged as an unclear risk of bias. Dehghan 2016 [24] and 
Dogra 1999 [29] were also judged as a low risk of selection 
bias but did not describe the sequence generation process 
and therefore were deemed as unclear risk. Mayich 2013 
[25] and Vioreanu 2007 [30] incurred a high risk of selec-
tion and allocation bias as it used the odd / even hospital 
number and date of birth method respectively for allocation. 
All studies were judged as low risk of bias for blinding of 
participants and personnel because it was determined that 
the interventions (exercises and stretching) were unable to 
be blinded. Dogra 1996 [29], Kearney 2021 [28], Mose-
ley 2005 [22], Moseley 2015 [23] and Nilsson 2009 [26] 
were deemed at low risk of detection bias. On the contrary, 
Dehghan 2016 [24], Dogra 1999 [29] and Tropp 1995 [27] 
did not state who assessed outcomes and were deemed as 
unclear risk, and Vioreanua 2007 [30] stated that "one of 

Table 1  Summary of coded behaviour change techniques in included 
studies

Behaviour Change Technique (BCT) N (%1)

4.1 Instruction on how to perform behaviour [22–30] 9 (100%)
1.1 Goal setting (behaviour) [22–26, 28, 29] 8 (89%)
9.1 Credible source [22–24, 26, 30] 5 (56%)
8.1 Behavioural practice / rehearsal [22, 23, 26] 3 (33%)
8.6 Generalisation of target behaviour [22, 23, 26] 3 (33%)
8.7 Graded tasks [22, 23, 26] 3 (33%)
5.1 Information about health consequences [25, 26] 2 (22%)
1.2 Goal setting (outcome) [26] 1 (11%)
1% of all included studies using this BCT: they are not mutually 

exclusive

Fig. 2  Risk of bias summary
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the authors" assessed clinical outcomes, so this was judged 
to be at high risk of bias. Furthermore, Dehghan 2016 [24], 
Dogra 1999 [29], Mayich 2013 [25], Moseley 2005 [22] 
and Nilsson 2009 [26] had similar rates of dropout between 
groups and > 85% follow-up rates and so were judged as low 
risk of bias for outcome data. Tropp 1995 [27] and Viore-
anua 2007 [30] did not clearly report the completeness of 
outcome data and so were judged as unclear risk of bias. 
Moseley 2015 [23] and Kearney 2021 [28] were deemed as 
low risk of bias for selective reporting, whilst the remaining 
studies had an unclear risk. Kearney 2021 [28], Moseley 
2005 [22] and Moseley 2015 [23] were judged as low risk 
as no other important sources of bias were identified. While 
Nilsson 2009 [26] had uncertainty around the randomisa-
tion process, there was adequate detail in the methods and 
reporting to judge the study as low risk of other sources of 
bias. The remaining studies were judged as unclear risk as 
there was limited reporting of baseline characteristics and 
outcomes to enable assessment.

Synthesis of results

Patient‑reported outcomes

Six studies used a PROM of lower limb function as the 
primary outcome. The primary outcome used by Moseley 
2005 [22] and Moseley 2015 [23] was the Lower Extremity 
Functional Scale (LEFS) at three months post-injury. The 
primary outcome for Kearney 2021 [28], Nilsson 2009 [26], 
Tropp 1995 [27] and Vioreanu 2007 [30] was the Olerud and 
Molander Ankle Score (OMAS) at 16 weeks, six months, 
12 months and 12 weeks, respectively.

The primary outcome for Dehghan 2016 [24] was return 
to work, for Mayich 2013 [25] it was satisfaction with staff 
and for Dogra 1999 [29] the primary outcome was not 
stated. Dehghan 2016 [24] reported OMAS at six weeks 
and three, six and 12 months postoperatively. Dogra 1999 
[29] and Mayich 2013 [25] reported OMAS at 12 weeks and 
three months post-operatively, respectively. Only Vioreanu 
2007 [30] found a statistically significant difference in the 
patient-reported outcome measurements, favouring the BCT 
intervention group.

Meta‑analysis of patient‑reported functional outcomes

Four studies reported sufficient results to include and cal-
culate SMDs for patient-reported functional outcomes. 
After contacting all authors, data for two further stud-
ies was obtained, bringing the total number of studies 
included in the meta-analysis to six. Heterogeneity was 
considerable, but within threshold when including all six 
studies (I2 = 75%). When removing Vioreauna 2007 [30], 
which was judged as high risk of bias, heterogeneity was 

reduced substantially (I2 = 0%). Of note, the mean OMAS 
in both treatment groups in Vioreanu 2007 [30] was con-
siderably higher and the SD substantially lower than in 
other published studies in this population [28, 31]. This 
can be seen in Table 2. This may indicate that the patient 
populations or conduct of the study were atypical.

The pooled SMD for Dehghan 2016 [24], Kearney 
2021 [28], Moseley 2005 [22], Moseley 2015 [23], Nils-
son 2009, [26] and Vioreanu 2007 [30] was 0.22 (CI -0.06 
to 0.49), favouring the BCT group (non-significant). A 
forest plot is included in Fig. 3. There remained an insig-
nificant difference between the BCT (intervention) and 
non-BCT (control) groups when Vioreanu 2007 [30] was 
excluded: 0.07 (CI -0.06 to 0.20) in favour of the BCT 
group (non-significant).

Meta‑analysis of quality of life

Two studies reported a global quality of life score [23, 
28]. Kearney 2021 [28] reported the EQ-5D-5L [32] at 
16 weeks and Moseley 2015 [23] reported the Assessment 
of Quality of Life Instrument [33] at three months. Three 
studies [24, 26, 30] reported the Short-Form 36 (SF-36); 
this is split into a Mental and Physical component, and 
combining them into a global score for meta-analysis is 
not advised [34]. No significant differences were found 
in the studies that reported SF-36, and only Nilsson 2009 
[26] reported the mean scores with SDs in each group 
(at 6 months) to enable inclusion in the meta-analysis. 
For the purposes of the meta-analysis, the physical com-
ponent of the SF-36 was included, as physical quality of 
life was prioritised for this review. The remaining studies 
did not report a quality-of-life score [22, 25, 27, 29]. The 
pooled standardised mean difference for Kearney 2021 
[28], Moseley 2015 [23] and Nilsson 2009 [26] was 0.12 
(CI -0.02 to 0.26) in favour of the BCT group (non-sig-
nificant). Figure 4 shows the forest plot for quality of life.

Meta‑analysis of adverse events—all

Complications were noted in eight studies, with Moseley 
2005 [22] finding no complications in study participants. 
Dogra 1999 [29] reported a superficial wound infection, but 
it was not specified which treatment group this occurred 
in, so it was excluded from the meta-analysis. Commonly 
reported complications throughout the studies included Deep 
Vein Thrombosis (DVT) or Pulmonary Embolus (PE), infec-
tion or wound healing complications and re-operation. The 
results of all complications are displayed in Fig. 5, reporting 
a non-statistically significant risk ratio (RR) favouring the 
control group of 1.11 (CI 0.89 to 1.40).
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Post‑hoc analysis: meta‑analysis of adverse events—
operatively treated

On inspection of the complications in all studies (excluding 
numbness), 94/136 (69.1%) were complications unique to 
surgery, including infection, wound healing problems and re-
operation. Kearney 2021 [28] reported complications unique 
to the surgical group, and so a revised meta-analysis includ-
ing only surgical complications from this study is provided 
in Fig. 6 (which also excludes Moseley 2015 [23], which 
reported operatively and non-operatively treated patients 
together). Other complications that can occur in operatively 
treated and non-operatively treated patients were not included 
in the reporting. This is important to consider as these could 
have a higher incidence in the control group. However, these 
were similar in the BCT and non-BCT groups in Kearney 2021 
[28], with identical rates of DVT, PE and complex regional 

pain syndrome (CRPS), with one extra non-union in the BCT 
group and four extra pressure sores in the non-BCT group. In 
the revised meta-analysis, the RR for a complication occur-
ring was 1.70 (CI 1.16 to 2.50, p = 0.007) for patients in the 
BCT group.

Certainty of evidence

Figure 7 provides an assessment of the certainty of the evi-
dence for the reported outcomes using the GRADE approach 
[21].

Fig. 3  A forest plot comparing patient-reported functional outcomes

Fig. 4  A forest plot comparing quality of life

Fig. 5  A forest plot showing the risk of adverse events



 MUSCULOSKELETAL SURGERY

Discussion

There was low-certainty evidence from six studies [22, 23, 
26, 28] that the use of BCTs did not significantly impact 
patient-reported functional outcomes after ankle fracture. 
Two of these studies [23, 28] also found that the use of 
BCTs did not significantly impact participant’s quality of 
life after ankle fracture. Nilsson 2009 [26] reported that 
subjects under 40 years in the intervention group scored a 
higher OMAS score than those above 40 years (P = 0.028). 
The typical physiotherapy interventions applied in ankle 
fracture rehabilitation are generally not adapted towards 
the needs of older adults [35]. It is not uncommon for 
elderly patients to suffer from mobility and balance prob-
lems and tailoring physiotherapy interventions towards 

these limitations, as opposed to routine ankle rehabilitation 
exercises, can enhance their functional capacity [35–37]. 
This represents a wider issue across the current studies 
assessing physiotherapy as a rehabilitative intervention, 
and formulating an individualised regimen for each patient 
based on their needs may lead to improved recovery out-
comes. Moreover, a statistically significant proportion of 
patients in the control groups of Nilsson 2009 [26] and 
Moseley 2015 [23] engaged in physiotherapy regimens, 
independently of the trial, possibly interfering with the 
aforementioned outcomes. However, post-hoc sensitivity 
analysis by Moseley 2015 [23] revealed that control group 
engagement in physiotherapy had no significant effect on 
the overall effect.

The review demonstrated a lack of behavioural theory 
used in the design of rehabilitation interventions after ankle 

Fig. 6  A forest plot showing the risk of adverse events for operatively treated ankle fractures only

Fig. 7  GRADE summary of findings
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fracture. Instead, the existing use of BCTs in this area cen-
tred around conventional methods of physiotherapy delivery: 
instruction and encouragement to perform ankle exercises. 
When developing a complex intervention, using a theory-
based approach can enhance outcomes as it allows for the 
identification of the causal factors driving a particular behav-
iour, and this insight can subsequently be utilised to develop 
interventions that target the aforementioned [38]. Studies 
have highlighted variables such as low mood, low self-
efficacy, and inadequate social support are associated with 
poor outcomes following surgery including chronic pain, 
long-term unemployment, and ultimately a worse quality of 
life [10, 39, 40]. Developing interventions that incorporate 
BCTs focusing on these areas, for example, may enhance 
their overall functional recovery, in comparison to exclu-
sively implementing physiotherapy interventions where, 
as this review has found, effectiveness is unclear. Nonethe-
less, these conventional BCTs are also being used in current 
musculoskeletal interventional studies [35, 41], reinforcing 
their likely acceptability and indicating they could form the 
baseline level of therapy in the design of future interventions 
in this area. Ankle fracture rehabilitation could seek to build 
on these and include a broader range of BCTs, which have 
proven efficacious in non-acute musculoskeletal conditions 
[42, 43].

Six studies [24–28, 30] demonstrated that the use of 
BCTs significantly increased the risk of an adverse event 
after operatively-treated ankle fracture (RR 1.7 (CI 1.16 to 
2.49)). This equates to 72 more complications per 1,000 
patients treated (16 to 153). However, this is unlikely to 
represent an issue with BCTs because the studies had sub-
stantial non-BCT components, and five studies [24–27, 30] 
were at unclear or high risk of bias, thereby hindering the 
certainty of the observed outcomes. A systematic review 
by Sernandez 2021 [44] illustrated that early initiation of 
weight bearing and rehabilitation following operative ankle 
fractures is safe as it was not associated with a significant 
increase in complications in comparison to a delayed weight 
bearing approach. However, immediate mobilisation of the 
ankle may interfere with wound healing, and subsequently 
increase the risk of wound-related complications [44]. 
Nonetheless, it does highlight a broader consideration for 
the rehabilitation of patients after ankle fracture surgery. 
There is a trend toward promoting earlier movement and 
weight-bearing after ankle fracture surgery, with evidence 
suggesting this leads to an earlier return to work and hobbies 
[7, 24]. These early functional improvements may obscure 
an increased rate of complications, particularly wound heal-
ing problems and infection. Most studies have been powered 
to detect a change in PROMs, not complications [24, 35]. 
Thus, they may be insufficiently powered to detect signifi-
cant differences in adverse events. One study comparing 
different immobilisation and weight-bearing strategies even 

stopped recruitment early due to superior PROMs in the 
early movement and weight-bearing group [45]. The largest 
single study in this area inadvertently masked this issue by 
combining operative and non-operatively treated populations 
[24]. Future studies using BCTs to promote early movement 
should look carefully at the risk of wound healing compli-
cations and consider including additional BCTs to enable 
monitoring, detection and avoidance of these complications.

The systematic review has used a comprehensive tax-
onomy to identify and code BCTs [13]. This will enable 
faithful replication of the behavioural components of the 
interventions for other researchers in the future. The broad 
search strategy also provides confidence that all relevant 
studies, including a wide spectrum of possible rehabilita-
tion interventions, have been included.

The central limitation of this review is that it has been 
unable to answer the research questions due to the lack of 
behavioural theory used in the design of the included study 
interventions, as discussed previously. This limitation is 
the primary reason there is low certainty evidence for the 
outcomes examined: there were substantial non-BCT com-
ponents testing different physiotherapy, immobilisation and 
weight-bearing strategies rather than discrete, theory-based 
BCTs. The interventions were designed to simply provide 
instructions rather than influence the psychological motiva-
tions of participants to engage with the behaviours.

Conclusion

There were a range of BCTs identified in the rehabilitation 
interventions of patients with ankle fractures. The most 
commonly coded BCTs were: 4.1 instructions on how to 
perform a behaviour and 1.1 goal setting (behaviour), both 
of which are centred around the delivery of physiotherapy 
exercises. The use of BCTs did not significantly improve 
patient-reported outcomes in all studies, but one, which was 
found to have a high risk of bias. The lack of behavioural 
theory used in the design of rehabilitation interventions after 
ankle fracture has limited the usefulness of this review to 
meet the objectives. It highlights the need for more studies to 
incorporate behavioural theory into interventions to improve 
their effectiveness, and ultimately assess the true potential of 
BCTs in the rehabilitation stage of ankle fractures.
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tary material available at https:// doi. org/ 10. 1007/ s12306- 024- 00845-x.

Acknowledgements This research was supported by Queen Mary Uni-
versity of London and the NIHR Barts Biomedical Research Centre 
(NIHR203330). We would like to thank Neal Thurley (information 
specialist, university of Oxford) for his contribution to designing the 
search strategy.

https://doi.org/10.1007/s12306-024-00845-x


 MUSCULOSKELETAL SURGERY

Author Contributions C.P. Bretherton—Conceptualised study, Protocol 
writing, collected data, analysed data, authored manuscript.

Ahmed Al-Saadawi—Collected data, analysed data, authored 
manuscript.

Fraser Thomson—Collected data, analysed data.
Harbinder Sandhu—Conceptualised study, protocol writing, edit-

ing manuscript.
Janis Baird—Conceptualised study, protocol writing, editing 

manuscript.
X.L. Griffin—Conceptualised study, protocol writing, editing 

manuscript.

Declarations 

Conflict of Interests HS is a Director of Health Psychology Services 
Ltd, providing Psychological and wellbeing services.
CPB, AA, FT, JB, XG declare no conflicts of interests.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

6. References

 1. Jennison T, Brinsden M (2019) Fracture admission trends in Eng-
land over a ten-year period. Ann R Coll Surg Engl 101(3):208

 2. Collaborative B (2019) Weight-bearing in ankle fractures: An 
audit of UK practice. Foot (Edinb) 39:28–36. https:// doi. org/ 10. 
1016/j. foot. 2019. 02. 005

 3. Russo A, Reginelli A, Zappia M et al (2013) Ankle fracture: radio-
graphic approach according to the Lauge-Hansen classification. 
Musculoskelet Surg 97(Suppl 2):155–160. https:// doi. org/ 10. 
1007/ s12306- 013- 0284-x

 4. McPhail SM, Dunstan J, Canning J, Haines TP (2012) Life impact 
of ankle fractures: qualitative analysis of patient and clinician 
experiences. BMC Musculoskelet Disord 13:224. https:// doi. org/ 
10. 1186/ 1471- 2474- 13- 224

 5. Van der Sluis CK, Eisma WH, Groothoff JW, ten Duis HJ (1998) 
Long- term physical, psychological and social consequences of a 
fracture of the ankle. Injury 29:277–280. https:// doi. org/ 10. 1016/ 
s0020- 1383(97) 00198-8

 6. Faldini C (2023) Osteoarthritis after an ankle fracture: we can’t 
really avoid it. Musculoskelet Surg 107:375–378. https:// doi. org/ 
10. 1007/ s12306- 023- 00802-0

 7. Ahl T, Dalen N, Selvik G (1988) Mobilization after operation of 
ankle fractures Good results of early motion and weight bearing. 
Acta Orthop Scand 59(3):302–306

 8. Lin C-WC et al (2012) Rehabilitation for ankle fractures in adults. 
The Cochrane Database of Systematic Reviews, Chichester, UK

 9. Smeeing DPJ, Houwert RM, Briet JP, Kelder JC, Segers MJM 
et al (2015) Weight-bearing and mobilization in the postoperative 
care of ankle fractures: a systematic review and meta-analysis 

of randomized controlled trials and cohort studies. PLoS ONE 
10(2):e0118320. https:// doi. org/ 10. 1371/ journ al. pone. 01183 20

 10. Jack K, McLean SM, Moffett JK, Gardiner E (2010) Barriers to 
treatment adherence in physiotherapy outpatient clinics: a system-
atic review. Man Ther 15(3):220–228. https:// doi. org/ 10. 1016/j. 
math. 2009. 12. 004

 11. Willett M et al (2019) Effectiveness of behaviour change tech-
niques in physio- therapy interventions to promote physical activ-
ity adherence in lower limb osteoarthritis patients: a systematic 
review. PLoS ONE 14:e0219482. https:// doi. org/ 10. 1371/ journ al. 
pone. 02194 82

 12. Williamson E et al (2022) The clinical effectiveness of a physi-
otherapy delivered physical and psychological group intervention 
for older adults with neuro- genic claudication: the boost ran-
domised controlled trial. J Gerontol A Biol Sci Med Sci. https:// 
doi. org/ 10. 1093/ gerona/ glac0 63

 13. Michie S et al (2013) The behavior change technique taxonomy 
(v1) of 93 hierarchically clustered techniques: building an inter-
national consensus for the reporting of behavior change interven-
tions. Ann Behav Medi Publ Soc Behav Medi 46:81–95. https:// 
doi. org/ 10. 1007/ s12160- 013- 9486-6

 14. Taylor NF et al (2022) Behaviour change interventions to increase 
physical activity in hospitalised patients: a systematic review, 
meta-analysis and meta- regression. Age Ageing. https:// doi. org/ 
10. 1093/ ageing/ afab1 54

 15. Moher D et al (2009) Preferred reporting items for systematic 
reviews and meta-analyses: the PRISMA statement. Ann Intern 
Med 151(4):264–269

 16. Bretherton, C. et al. (2020). A protocol for a systematic review 
of the effectiveness of behaviour change in rehabilitation inter-
ventions to improve functional recov- ery after lower limb frac-
ture. PROSPERO International prospective register of systematic 
reviews. CRD42020170462.

 17. Ouzzani M, Hammady H, Fedorowicz Z, Elmagarmid AR (2016) 
A web and mobile app for systematic reviews. Syst Rev 5:210

 18. Higgins JPT et al (2011) The Cochrane Collaboration’s tool for 
assessing risk of bias in randomised trials. BMJ (Clinical research 
ed) 343:d5928. https:// doi. org/ 10. 1136/ bmj. d5928

 19. Deeks JJ, Higgins JP, Altman DG (2019) Cochrane Handbook for 
Systematic Reviews of Interventions. Wiley

 20. Chandler J, Cumpston M, Li T, Page MJ, Welch VJHW (2019) 
Cochrane Handbook for Systematic Reviews of Interventions. 
Wiley, Hoboken

 21. GRADEpro GDT: GRADEpro Guideline Development Tool 
[Software] (2021). Mc-Master University and Evidence Prime. 
Available from: gradepro.org.

 22. Moseley AM et al (2005) Passive stretching does not enhance 
outcomes in patients with plantarflexion contracture after cast 
immobilization for ankle fracture: a randomized controlled trial. 
Arch Phys Med Rehabil 86(6):1118–1126. https:// doi. org/ 10. 
1016/j. apmr. 2004. 11. 017

 23. Moseley AM et al (2015) rehabilitation after immobilization 
for ankle fracture: the EXACT randomized clinical trial. JAMA 
314:1376–1385. https:// doi. org/ 10. 1001/ jama. 2015. 12180

 24. Dehghan N et al (2016) early weightbearing and range of motion 
versus non- weightbearing and immobilization after open reduc-
tion and internal fixation of unstable ankle fractures: a randomized 
controlled trial. J Orthop Trauma 30:345–352. https:// doi. org/ 10. 
1097/ BOT. 00000 00000 000572

 25. Mayich DJ, Tieszer C, Lawendy A, McCormick W, Sanders D 
(2013) Role of patient information handouts following operative 
treatment of ankle fractures: a prospective randomized study. Foot 
Ankle Int 34:2–7. https:// doi. org/ 10. 1177/ 10711 00712 460229

 26. Nilsson GM, Jonsson K, Ekdahl CS, Eneroth M (2009) Effects 
of a training program after surgically treated ankle fracture: a 

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/j.foot.2019.02.005
https://doi.org/10.1016/j.foot.2019.02.005
https://doi.org/10.1007/s12306-013-0284-x
https://doi.org/10.1007/s12306-013-0284-x
https://doi.org/10.1186/1471-2474-13-224
https://doi.org/10.1186/1471-2474-13-224
https://doi.org/10.1016/s0020-1383(97)00198-8
https://doi.org/10.1016/s0020-1383(97)00198-8
https://doi.org/10.1007/s12306-023-00802-0
https://doi.org/10.1007/s12306-023-00802-0
https://doi.org/10.1371/journal.pone.0118320
https://doi.org/10.1016/j.math.2009.12.004
https://doi.org/10.1016/j.math.2009.12.004
https://doi.org/10.1371/journal.pone.0219482
https://doi.org/10.1371/journal.pone.0219482
https://doi.org/10.1093/gerona/glac063
https://doi.org/10.1093/gerona/glac063
https://doi.org/10.1007/s12160-013-9486-6
https://doi.org/10.1007/s12160-013-9486-6
https://doi.org/10.1093/ageing/afab154
https://doi.org/10.1093/ageing/afab154
https://doi.org/10.1136/bmj.d5928
https://doi.org/10.1016/j.apmr.2004.11.017
https://doi.org/10.1016/j.apmr.2004.11.017
https://doi.org/10.1001/jama.2015.12180
https://doi.org/10.1097/BOT.0000000000000572
https://doi.org/10.1097/BOT.0000000000000572
https://doi.org/10.1177/1071100712460229


MUSCULOSKELETAL SURGERY 

prospective randomised controlled trial. BMC Musculoskelet 
Disord 10:118. https:// doi. org/ 10. 1186/ 1471- 2474- 10- 118

 27. Tropp H, Norlin R (1995) Ankle performance after ankle fracture: 
a randomized study of early mobilization. Foot Ankle 16:79–83. 
https:// doi. org/ 10. 1177/ 10711 00795 01600 205

 28. Kearney R et al (2001) Use of cast immobilisation versus remova-
ble brace in adults with an ankle fracture: multicentre randomised 
controlled trial. BMJ (Clinical research ed) 374:n1506. https:// doi. 
org/ 10. 1136/ bmj. n1506

 29. Dogra A, Rangan A (1999) Early mobilisation versus immobili-
sation of surgically treated ankle fractures. Prospect randomised 
control trial Inj 30:417–419. https:// doi. org/ 10. 1016/ s0020- 
1383(99) 00110-2

 30. Vioreanu M et al (2007) Early mobilization in a removable cast 
compared with immobilization in a cast after operative treatment 
of ankle fractures: a pro- spective randomized study. Foot Ankle 
Int 28:13–19. https:// doi. org/ 10. 3113/ FAI. 2007. 0003

 31. Keene DJ et al (2016) The Ankle Injury Management (AIM) trial: 
a pragmatic, multicentre, equivalence randomised controlled trial 
and economic evaluation comparing close contact casting with 
open surgical reduction and internal fixation in the treatment of 
unstable ankle fractures in patients aged over 60 years. Health 
Technol Assess 20:1–158. https:// doi. org/ 10. 3310/ hta20 750

 32. Brooks R (1996) EuroQol: the current state of play. Health Policy 
(Amsterdam, Netherlands) 37:53–72. https:// doi. org/ 10. 1016/ 
0168- 8510(96) 00822-6

 33. Hawthorne G, Richardson J, Osborne R (1999) The Assessment 
of Quality of Life (AQoL) instrument: a psychometric measure of 
health-related quality of life. Quality of Life Research: An Interna-
tional Journal of Quality of Life Aspects of Treatment, Care and 
Rehabilitation 8:209–224. https:// doi. org/ 10. 1023/a: 10088 15005 
736

 34. Lins L, Carvalho FM (2016) SF-36 total score as a single measure 
of health- related quality of life: Scoping review. SAGE Open 
Medicine 4:2050312116671725. https:// doi. org/ 10. 1177/ 20503 
12116 671725

 35. Dudek K, Drużbicki M, Przysada G, Śpiewak D (2014) Assess-
ment of standing balance in patients after ankle fractures. Acta 
Bioeng Biomech 16(4):59–65

 36. Keene DJ, Costa ML, Tutton E, Hopewell S, Barber VS, Dut-
ton SJ, Redmond AC, Willett K, Lamb SE (2019) Progressive 
functional exercise versus best practice advice for adults aged 50 
years or over after ankle fracture: protocol for a pilot randomised 
controlled trial in the UK - the Ankle Fracture Treatment: Enhanc-
ing Rehabilitation (AFTER) study. BMJ Open 9(11):e030877

 37. Ebrahim S, Adamson J, Ayis S, Beswick A, Gooberman-Hill R 
(2008) Locomotor disability: meaning, causes and effects of inter-
ventions. J Health Serv Res Policy 13(3):38–46

 38. Michie S, Carey RN, Johnston M, Rothman AJ, de Bruin M, Kelly 
MP, Connell LE (2018) From theory-inspired to theory-based 
Interventions: a protocol for developing and testing a methodol-
ogy for linking behaviour change techniques to theoretical mecha-
nisms of action. Ann Behav Med 52(6):501–512. https:// doi. org/ 
10. 1007/ s12160- 016- 9816-6

 39. The COPE Investigators (2022) Cognitive Behavioural Therapy 
to Optimize Post-Operative Fracture Recovery (COPE): protocol 
for a randomized controlled trial. Trials 23:894. https:// doi. org/ 
10. 1186/ s13063- 022- 06835-3

 40. MacKenzie EJ et al (2006) Early predictors of long-term work 
disability after major limb trauma. J Trauma: Inj, Infect Crit Care 
61(3):688–694. https:// doi. org/ 10. 1097/ 01. ta. 00001 95985. 56153. 
68

 41. Smith TO et al (2020) Behaviour change physiotherapy interven-
tion to increase physical activity following hip and knee replace-
ment (PEP-TALK): study protocol for a pragmatic randomised 
controlled trial. BMJ Open 10:e035014. https:// doi. org/ 10. 1136/ 
bmjop en- 2019- 035014

 42. Room J, Hannink E, Dawes H, Barker K (2017) What interven-
tions are used to improve exercise adherence in older people and 
what behavioural techniques are they based on? syst rev. BMJ 
Open 7:e019221. https:// doi. org/ 10. 1136/ bmjop en- 2017- 019221

 43. Lamb SE et al (2010) A multicentred randomised controlled trial 
of a primary care-based cognitive behavioural programme for low 
back pain. Health Technology Assessment, The Back Skills Train-
ing (BeST) trial. https:// doi. org/ 10. 3310/ hta14 410

 44. Sernandez H et al (2021) Do Early Weight-Bearing and Range 
of Motion Affect Outcomes in Operatively Treated Ankle Frac-
tures: A Systematic Review and Meta-Analysis. J Orthop Trauma 
35(8):408–413. https:// doi. org/ 10. 1097/ BOT. 00000 00000 002046

 45. Smeeing DPJ et al (2018) Weight-bearing or non-weight-bearing 
after surgical treatment of ankle fractures: a multicenter rand-
omized controlled trial. Eur J Trauma Emerg Surg. https:// doi. 
org/ 10. 1007/ s00068- 018- 1016-6

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1186/1471-2474-10-118
https://doi.org/10.1177/107110079501600205
https://doi.org/10.1136/bmj.n1506
https://doi.org/10.1136/bmj.n1506
https://doi.org/10.1016/s0020-1383(99)00110-2
https://doi.org/10.1016/s0020-1383(99)00110-2
https://doi.org/10.3113/FAI.2007.0003
https://doi.org/10.3310/hta20750
https://doi.org/10.1016/0168-8510(96)00822-6
https://doi.org/10.1016/0168-8510(96)00822-6
https://doi.org/10.1023/a:1008815005736
https://doi.org/10.1023/a:1008815005736
https://doi.org/10.1177/2050312116671725
https://doi.org/10.1177/2050312116671725
https://doi.org/10.1007/s12160-016-9816-6
https://doi.org/10.1007/s12160-016-9816-6
https://doi.org/10.1186/s13063-022-06835-3
https://doi.org/10.1186/s13063-022-06835-3
https://doi.org/10.1097/01.ta.0000195985.56153.68
https://doi.org/10.1097/01.ta.0000195985.56153.68
https://doi.org/10.1136/bmjopen-2019-035014
https://doi.org/10.1136/bmjopen-2019-035014
https://doi.org/10.1136/bmjopen-2017-019221
https://doi.org/10.3310/hta14410
https://doi.org/10.1097/BOT.0000000000002046
https://doi.org/10.1007/s00068-018-1016-6
https://doi.org/10.1007/s00068-018-1016-6

	Effectiveness of behavior change in rehabilitation interventions to improve functional recovery after lower limb fracture: a systematic review
	Abstract
	Introduction
	Background
	Objectives

	Methods
	Study selection
	Eligibility criteria
	Inclusion
	Exclusion

	Outcome measures
	Information sources
	Risk of bias assessment
	Analysis of studies

	Summary measures and meta-analysis
	Certainty of evidence

	Results
	Study selection
	Included studies and characteristics
	Population and setting
	Behavioural theory and interventions
	Behaviour change techniques

	Risk of bias
	Synthesis of results
	Patient-reported outcomes
	Meta-analysis of patient-reported functional outcomes
	Meta-analysis of quality of life
	Meta-analysis of adverse events—all
	Post-hoc analysis: meta-analysis of adverse events—operatively treated
	Certainty of evidence


	Discussion
	Conclusion
	Acknowledgements 
	References


