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The purpose of this study was to investigate the effect of proprioceptive training in

basketba ll players with ankle instability . Twenty four Thai basketball players who play in Thai

association and have ankle joint- instab ility were proprioceptive training program. Twelve

subjects in control group (age 23.58±2.71 years) received conservative Physical Therapy

program. Twelve subjects in intervention group (age 23.75±1.22 years) received wobble

board training program. Two groups received training program for 6 week . All received joint

position sense test and ground reaction force measurement before and after training. An

alpha level of 0.05 was used to determine statistical sign ificant. Result: Post training , the

control and the intervention groups showed significant decrease in the error of joint position

sense (p< 0.05) in most degree of testing. Post training , the intervention group showed a

signif icant decrease in the error of joint position sense (p<0.05) in most degree of testing

when compare with the control group. In the part of center of pressure data , the area sway of

the post proprioceptive training in the control group and the intervention group decreased
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proprio cept ive training program, conse rvative and wobble board training can be increased

proprio ceptive sensation of the ankle joint. The proprioceptive training program can be

recommended for prevention and rehabilitation in basketball player who have recurrent ankle

sprain .
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CHAPTER I

INTRODUCTION

Ankle sprain is a common problem that occurs frequently dai ly accident in

sports competition or exercise. Ankle injuries constituted 15-20% (Boruta et al 1990) of

all sports-related injuries. Ankle sprain is usually recurrent after primary injury. One of

all reasons in recurren t ankle sprain is a loss of proprioception or defic ited of

proprioception in ankle joint.

Proprioception is an awareness of position and movement of a part of body,

like joints, with elimination of visual guidance (Janwantanakul P 2001). Proprioceptive

signal, about awareness of position and movement of a part of body, comes from

receptors ca lled "mechanoreceptor".

Injury to a joint may cause direct or indirect to the alterations in sensory

information prov ided by mechanoreceptors. Direct trauma may lead to ligament and

capsule tearing, leading to rupture of the nerve fibers because nerve fiber has less

tensile strength than collagen fiber. The consequent destruction of the messages from

the joint receptors then causes "deafferentation" and proprioceptive loss (Freeman et al

1965, Schutte et a11990, Decarlo et aI1986).

Recurrent ankle sprain may follow proprioceptive loss of the ankle joint and will

lead to chronic ankle instability or functional instability.

The two hypothesized causes of chron ic ankle instability consisted of

mechanical instabi lity and functional instability. Mechanical instability (MI) is defined as

ankle movement beyond the physiologic limit of the ankle range of motion. The term

"laxity" is often used synonymously with MI. Functional instability (FI) is defined as the

subjective feeling of ankle instability or recurrent, symptomatic ankle sprains (or both)

due to proprioceptive and neuromuscular deficits (Tropp H 2002).

Ankle sprain was found in all sports-related injuries with the incidence of 21%

to 53% in basketball injuries and 17% to 29% in soccer injuries when compare with all



2

injuries. The stability of ankle joint depended on the supporting ligamentous structures.

The lateral ankle ligaments (for detail see in Chapter II) which were responsible for

resistance against inversion and internal rotation stress , are the anterior talofibular

ligament (ATFL), the calcaneofibular ligament (CFL) and the posterior talofibular

ligament (PTFL). The medial supporting ligaments are the superficial and deep deltoid

ligaments , which are responsible for resistance to eversion and external rotation stress,

which are less commonly injured . Clinically, the most commonly sprained ankle

ligament is the ATFL, followed by the CFL. The PTFL is rarely injured. The selective

part of ligamentous injury was determined by the mechanism of injury and relative

ligamentous strength. The strength of the ankle ligaments from weakest to strongest is

the ATFL, PTFL, CFL and deltoid ligament. The nature of both basketball and soccer

has frequency jump landing. Then, ground reaction force across the ankle joint was

happened during jump landing. The analysis of mediolateral ankle force found increase

force on lateral side more than medial side in both healthy and ankle instability subjects.

In addition, ankle instability subjects have lateral force occurring earlier than healthy

subjects because of deficiency or loss of proprioception (Hockenbury et al 2001).

Proprioceptive training system utilizes the wobble board, which is the program

recommended by Konradsen (2002). Due to the wobble board's training dimin ished the

functional instability injured people rate. Moreover, it has more proprioceptive systems ,

balance control's and muscle reaction time's improvement (Gordon et al 2004, Victoria

et aI2005).

Research question is studying proprioception system and ground reaction

force from jump landing in basketball players who have ankle instability and receive

proprioceptive training for 6 weeks. This knowledge can apply to treatment and

prevention recurrent ankle sprain and ankle instability.

Goal of this study is verify the efficiency of proprioceptive training to improve

ankle stability which will be measure by using multiple equipments.
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Research question

Primary research question: Were the proprioceptive system different between

the wobble board training for basketball players who had ankle joint instability and the

conservative training.

Secondary research question: Had the basketball players. having the ankle

joint instability, who had been trained in proprioceptive program, the ground reaction

force from jump landing differently from those who had been post-trained in the same

program.

Objective

1. To study the effect of proprioceptive training on joint position sense in

ankle joint instability basketball players.

2. To study the effect of proprioceptive training to the ground reaction force

in ankle joint instability basketball players .

Hypothesis

1. The ankle joint instability basketball players who had proprioceptive

training had better proprioception. Which tested by joint posit ion sense.

2. There was a different of ground reaction force from jump landing in ankle

joint instability basketball players after proprioceptive training.

Conceptual Framework



Ankle Sprain

t

Proprioception loss or deficit

Proprioceptive Training

I

4

t

Increase proprioception

t

Preventing Reinjury

Recurrent Ankle Sprain

or Ankle Instability

Figure 1.1 Conceptual Framework

Scope of research

1. This study is an experimental research designs which Thai male

basketball players who have ankle joint instability.

2. The study approval was obtained from the University Ethics Committee.

Written inform consent was obta ined from each subject before the

experimental started
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Limitation

1. In this study, needs to work together among basketball players who will

be recruited following the inclusion criteria.

2. In this study, needs to work together between departments, which have

equipments for this study.

Key Words

Proprioception, Ground Reaction Force, Ankle Instabil ity, Ankle sprain,

Wobble board, Joint position sense

Operational Definition

Proprioception is an awareness of position and movement of a part of body

with elimination of visual guidance (For detail see in Chapter II page 8).

Ground Reaction Force (GRF) is basically the reaction to the force the body

exerts on the ground (For detail see in Chapter II page 28).

Ankle instability happened from development of recurrent ankle sprain. The 2

hypothes ized causes of chron ic ankle instability have been labeled a mechanical

instability and functional instability. Mechanical instability (MI) is defined as ankle

movement beyond the physiologic limit of the ankle's range of motion. The term "laxity"

is often used synonymously with MI. Functional instability (FI) is defined as the

subjective feeling of ankle instability or recurrent, symptomatic ankle sprains (or both)

due to proprioceptive and neuromuscular deficits. In this case study, the subjects are

functional instability. Therefore, they are capable to training program and basketball

match.

Wobble board is a piece of training equipment used to develop physical

balance . It is often used for rehabilitation purposes, although it can be very useful to

improve balance and reflexes . The top side , on which the individual stands, is flat and
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usually features a non-slippery cover. The bottom side, which goes on the ground. has

a hemisphere in the center. This allows the board 360 degrees of movement, usually

with 10 to 20 degrees of axial tilt.

Joint position test has been previously demonstrated, termed the

"repositioning test" . The repositioning test is generally used to evaluate pos ition sense

at various joints, such as the shoulder, elbow, wrist, hip, knee and ankle joints (For detail

see in Chapter III page 36).

Expected benefits and applications

1. Understanding the effect of proprioception from proprioceptive training

by wobble board in basketball players with ankle instability.

2. Understanding ground reaction force from proprioceptive training by

wobble board in basketball players with ankle instabil ity.

3. Providing recommendation for rehabilitate basketball players with ankle

instability.

4. Providing recommendation for prevent recurrent ankle sprain .

5. Providing the preliminary data for further research



CHAPTER II

Review of the Related Literatures

Ankle Sprains

Ankle sprains are due to an excessive inversion or eversion injury. Lateral

ankle sprains are more common than medial, as the ligaments are weaker on the lateral

side (Boyd and Bogdan 1993, Hollis et al 1995, Shapiro et al 1994). Ankle sprain can

classified to I, II and III grades upon pathology, function and instability.

GRADE I: when the ligament is stretched but not tom and the anterior

talofibular ligament is usually involved. The anterior draw test is negative.

GRADE II: is moderate sprains which usually result in partial tears of the

ligaments, primarily the anterior talofibular and possibly the calcaneofibular

ligament. Ligamentous laxity may be present and there is moderate swelling.

GRADE III: is classified as severe sprains and uncommon by occured. Grade

III sprains have significant swelling, marked instability due to complete rupture

of the ligament. The anterior draw test is positive and a fracture or rupture is

likely to be present. Problems occur in the grade III classification as more

than one ligament may be injured, or bony structures may be affected (Davis

and Trevino1995) .

In1eros.seotB taloclltareal
-"...;:;0' .n<.._ liglmeri

,~p,-o;;;::():rvblll!Jameri

Figure 2.1 Lateral (A) and syndesmotic (8) ligaments of the ankle (Hockenbury and

Sammarco 2001)
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Definition of Proprioception sense

Proprioceptive sensation has been recognized since 1557, when Julius

Caesar Scaliger described a "sensation of locomotion" (cited in Cohen 1957). In

general, there are two distinguish types of proprioception: First, position sensation or

static proprioception; the ability to detect the position of body parts. Second, movement

sensation or dynamic proprioception; the ability to detect the actual movement of the

limb which includes information about the velocity and direction of movement at which a

limb changes its position (Clark and Horch 1986, Hogervorst and Brand 1998, Lephart

and Henry 1996). However, some authers includes other sensory modalities as

components of proprioception, for example; sensations related to muscle force

including effort, tension, heaviness and stiffness as well as perception of timing of

muscle action (Clark and Horch 1986, Gandevia 1996, McCloskey 1987, Moberg 1983,

Newton 1982, Schmidt 1986).

According to Stedman's Medical Dictionary (2000), proprioception refers to

the sense or perception of the position and movement of the body, especially its limbs,

and is independent of vision whereas kinesthesia means the sense or perception of

movement. Consequently, the term "proprioception" is suitable for the porpose of this

study , used in order to refer the perception of joint position and movement

(Janwantanakul 2001).

Anatomy of Mechanoreceptors

Mechanoreceptors are located in skeletal muscles. joint capsule, tendons, and

ligaments and skin (Grigg 1994) (Figure 2.1) derives proprioceptive sensation

peripherally. They are stimulated by mechanical deformation of the receptors

themselves or of tissues adjacent to them. Then transform this mechanical deformation

into neural signals.
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Figure 2.2 Diagram of the origin of proprioceptive sensation (modified from Schm"dt

1986)

Proprioceptive information, also called "corollary discharge" (Gandevia 1996),

is a part of the command signals, destined for the muscles and gives feedback into the

perceptual regions in the brain (Sperry 1950).

Skeletal Muscle Mechanoreceptors

Voluntary muscles can be divided into two main kinds of muscle

mechanoreceptors. First, the muscle spindles (Figure 2.2) are typically found in skeletal

muscles (Barker 1974, Carpenter 1990). Second , Golgi Tendon Organs (GTOs) or

neurotendinous spindles are mostly situated at the musculo-tendinous or musculo­

aponeurot ic junctions of extrafusal muscle fibres with the rest in the tendon itself (Barker

1974, Moore 1984). The number, density and location of the muscle spindles and

GTOs vary extensively among and within muscles (Devanandan et al 1983, Gandevia

1996). Anatomical characteristics and actions of the muscle spindles and GTOs are

summarized in Table 2.1.
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Figure 2.3 Muscle spindle showing details of nerve connection of the nuclear bag and

nuclear chain fibres (Mitz and Winstein 1993)
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nuclear chain fibres

Ad P Rate

Receptor Area

ActivatioD

• Ia: ammlospiral ending
• IT: armuJospiral and f1ower'-spnly

endings

• Ia: mpidly adapting
• IT:slowly adapting

• central portionoftbe inIrafusal muscle
fibres

• lengtbeoingofthe whole muscle
• conbaction oftbe endportions ofthe

spindle's intrafusal fibres innervated by.,
motor nerve fibres

• none

• slowly adapting

• tendon mgan itself

• tensionproduced by cmItnIction
ofcxtrafusal muscle:fibres CD' by
exlema1force during passive
lIlOV1:Uleot

Table 2.1 Anatom ical characteristics and actions of the muscle spindles and GTOs

(Carpenter 1990, Gregory and Proske 1990, Guyton and Halls 1996)
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As the GTOs are only slowly adapting receptors, the muscle spindles, on the

other hand , consist of both slowly and rapidly adapting receptor components. Slowly

adapting receptors generate impulses and transmit them to the eNS as long as at the

time, they are stimulated. However, rapidly adapting receptors are the receptors that

generate impulses during the movement, and then stop after approaching the new

position cease within the first few seconds. Thus, slowly and rapidly adapting receptors

are expected to signal joint position and movement, respectively (Clark and Horch

1986, Lephart et al 1998b). However, this classification of receptors is only a rough

indicator that shows the type of proprioceptive information these receptors may provide.

They can relay information about joint position . Evenwhen a brief subtle muscle

contraction activates at an insufficient level to produce noticeable joint movement.

Transient signals plus a good memory of joint posit ion may serve well to provide

information about position of a joint (Clark and Horch 1986).

Articular Mechanoreceptors

Mechanoreceptors located in the capsule of joint, ligament and any intra­

articular structures also produce proprioceptive signals (Schutte and Happel 1990).

Four types of articular mechanoreceptors are identified: Ruffini corpuscle, Pacinian

corpuscle and GTO-like corpuscle are considered "true" articular mechanoreceptors

while free nerve endings are considered "pain receptors" (Newton 1982). Table 2.2

summarises the general anatomical characteristics and actions of each type of articular

mechanoreceptors.
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lbdIiDi PaciD.iaa GoIgl Teadoa FneNene
Corpuscle Corpusde 0rpD-like

CoI]MISde

8eDsory UBit • myeIiDaled • myelinated • myelinated • tbiDly
parent axon parent axon and parent axon and myelinated
and 2-6 1-5 cmpusdes 1 c:upuscle parent UOIl and
corpuscles terminal codiDgs

Seasory • group I andll • groupll • groupI • groupmandN
laaervatioa

Adaptiag Rate • slowly • rapidly adapting • slowly adapting • slowly adapting
adapting

'l'hrcshold To • low • low • high • high
Activatioa

Activatioa • stretch • compression • transverse • noxious stimuli
compression • deep presson:

• stIetch

Table 2.2 The general anatomical characteristics and actions of each type of articular

mechanoreceptors. (Grigg and Hoffman 1982, Newton 1982, Schaible and Schmidt

1983, Zimny 1988)

The slowly adapting receptors, which consist of Ruffini corpuscles and GTO

like corpuscle; have the potential to convey information about joint position. The rapidly

adapting receptors, signalling joint movement, are Pacinian corpuscles. Articular

mechanoreceptors are presumed to be able to provide information about joint position

and movement to the eNS. As a result, articular mechanoreceptors may play an

important role in transmitting any stress on the capsule-ligament structures as a joint

reaches its extremes of movement (Guanche et al 2000).

Cutaneous Mechanoreceptors

There are two types of skin mechanoreceptors, hairy skin and hairless one.

The hair-follicle receptors, tactile disks, Ruffini endings and Pacinian corpuscles are

identified in hairy skin (Carpenter 1990, Schimdt 1986). Their anatomical characteristics

and actions are summarised in Table 2.3. Hairy skin where a few free nerve endings

located mainly in, are sensitive to touch and pressure as well (Hamann 1995, Schmidt

1986).
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JIair., Tactile DisIm IbdIIaI
Recepton

Type • rapidly adapting • slowly adapting • SAtypell • FAtypell
(FA) type I (SA) type I

Location • in the papillae • lie in small • in the corium • intbcfidty
ofthe corium groups in the ofthe skin tmucof

lowest layer.; of sulw:ntaneous
the epidennis layers

• in the dennis

Receptive Field • large • small • large • large

8eDsory • A-beta • A-beta • A-beta • A-beta
laDenatio

'Ibeshold To • low • high • high • low
AdiYatlo

AdivatioA • movanentof • movanentof • stretdJiog of •
veryIight objects on the tbcskin mo of
objects over the surfiIce oflbe • pressure tbesJdn
surface ofthe body • vibration
skin • initial contact • tom:hpn:ssurc

• low-frequency with the body
vibration • pressure

Table 2.3 Anatomical characteristics and actions of each type of cutaneous

mechanoreceptors. (Guyton and Hall 1996, Schmidt 1986, Shepherd 1994)

In hairless or glabrous skin, four types of mechanoreceptors are identified,

namely the Meissner's corpuscles, Merkel's disks , Ruffini ending and Pacinian

corpuscles (Carpenter 1990, Schmidt 1986). The Meissner's corpuscles and Merkel's

disks in hairless skin are similar to the hair-follicle receptors and tactile disks in hairy

skin respectively (Schmidt 1986). The glabrous skin of the human hand has high

density of mechanoreceptors. However, no information exists regard ing the density of

cutaneous mechanoreceptors in any other skin areas (Schmidt 1986). Cutaneous

mechanoreceptors are both slowly and rapidly adapting receptors , which are capable

of signal ing information about joint position and movement.

Physiology of Mechanoreceptors

The contribution of muscle, articular and cutaneous mechanoreceptors on

proprioception is explored . According to neurophysiological and psychophysical

evidence, afferent signals from muscle, articular and cutaneous mechanoreceptors can



14

reach the cortical centres. There are reports on the occurrence of cerebral potentials

following the stimulation of muscle , articular and cutaneous mechanoreceptors

(Amassian and Berlin 1958, Faccini et al 1990, Gandevia and Burke 1988, Nakanishi et

al 1973, Oscarsson and Rosen 1963, Phillips et al 1971, Pitman et al 1992, Restuccia et

al 1999, Tibone et al 1997). Nevertheless physiologists still discuss the role of muscle,

articular and cutaneous mechanoreceptors in signaling position and movement sense is

still a source of ongoing debate among physiologist. In 1900, Sherrington suggested

sensation that involves the awareness of joint position and movement, coming mainly

from muscle receptors and some contributions from joint and skin receptors. In the mid­

twentieth century, According to an electrophysiological recording of articular receptors

'responses during movement imposed on joints, the concept of articular receptors as a

main source signaling proprioceptive information was favoured (Boyd and Roberts

1953, Geltan and Carter 1967, Merton 1964, Provins 1958, Skoglund 1956). In the early

1970s many neurophysiological experiments convincingly supported, the role of muscle

receptors, as important contributors to proprioceptive sensation, especially the muscle

spindles (Clark et al 1985, Craske 1977, Goodwin et al 1972, Matthews and Simmons

1974, McCloskey et al 1983). The current view is that, at most joint, mechanoreceptors

from muscles, joint and skin are all considered to be candidates for providing the CNS

with proprioceptive information (Gandevia 1996, Grigg 1994, McCloskey 1995).

Nevertheless, how each types of mechanoreceptors contributes to each - type of

proprioception (position and movement sense) is still an unresolved issue

(Janwantanakul 2001).

Contribution of Skeletal Muscle Mechanoreceptors

Muscle mechanoreceptors refer to the muscle spindles, which detect changes

and the rate of change in length of a muscle, and GTOs, which detect degree and rate

of change of tension in tendon (Crow 1997). The primary and secondary ending are

stimulated then generate neural signals as the receptor site of muscle spindle is

stretched. "Static response" of muscle spindles continues to transmit their impulses for

as long as the receptors themselves remain stretched. Consequently, the number and

frequency of discharges increase almost linearly in proportion to the degree of stretch of
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spindles at any moment (Carpenter 1990, McCloskey 1987, Vallbo 1974a) . The primary

endings in the muscle spindles are powerfully excited because they response to a rate

of change in the spindle length. As long as the spindles length increases, the primary

ending generates impulses at a high rate. When the rate of impulse discharge returns

to the level of the static response, the lengthening ceases (Carpenter 1990, Vallbo

1974a). This effect is called the "dynamic response" of muscle spindles (Carpenter

1990, Matthews 1988). As a result of their neurophysiological properties, the muscle

spindles are believed to be suitable candidates to signal both position and movement

sense.

The 8TOs also have both static and dynamic responses. When the tendon

fibre tension suddenly increases the 8TOs generate impulses. Their discharge settles

down to a lower level as soon as the tendon fibre tension has stopped increasing

(Guyton and Hall 1996). Increasing in the tension of tendon fibres during muscle

contraction help the 8TOs be stimulated more effectively then than slow passive

stretching (Gandevia 1996, Moore 1984, Stephens et al 1975, Stuart et al 1970). In

other word, the 8TOs are sensitive to changes in contractile force (Jami 1992).

Accordingly, the 8TOs are believed to have a predominant role in signaling the sense of

force or load, particularly that produced by contractile elements (Clark and Horch 1986,

Gandevia 1996, Matthews 1988, Proske et al 2000, Rymer and O'A1meida 1980).

To summarize, there are several experiments that support the importance of

muscle mechanoreceptors, especially the muscle spindles, in subserving

proprioceptive information, both position and movement sense. First, stimulation of

muscle mechanoreceptors by mechanical pull, vibration or electrical stimulation

induced the illusion of joint position and movement. Second , proprioceptive acuity is

reduced after the elimination of the contribution from muscles receptors by nerve block.

Third, tightening the muscle acting on the joint improves proprioceptive acuity. Last but

not least, the awareness of joint position and movement still remains after the elimination

of inputs from articular and cutaneous mechanoreceptors. The eNS relies on

proprioceptive information from the lengthening or antagonistic muscles in order to

detect joint position and movement (Janwantanakul 2001).
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Contribution of Articular Mechanoreceptors

Electrophysiological studies which observed discharges from articular

mechanoreceptors during movement at various joints in animals as well as finger joints

in human have showed that when a tested joint was moved towards the end ROM,

articular mechanoreceptors were primarily activated (Baxendale and Ferrell 1983, Burke

et al 1988, Clark et al 1989, Ferrell et a11986, Tracey 1979). According to Rossi and

Grigg (1982), the discharge of hip joint afferents in the eat's posterior articular nerve

(PAN) and medial articular nerve (MAN). The record show slowly adapting receptors in

the capsule of the hip joint only discharged when the joint was rotated into its limit of

movement. However, few studies also reported activities of joint receptors in the

intermediate ROM (Baxendale and Ferrell 1983, Ferrell 1980). In Ferrell (1980), the

discharge of knee joint afferents in the eat's PAN noted that during movement of the

knee joint at the intermediate ROM, a small number of slowly adapting joint receptors

were activated tonically. As a result, discharges recorded at the intermediate ROM are

considered likely to be derived from the muscle spindles.

In conclusion, articular mechanoreceptors, which are excited by tension

created in the joint capsule and ligaments, have the potential to signal proprioceptive

information when a joint approaches the limit of movement. Nonetheless, the

contribution of joint mechanoreceptors to proprioception, both position and movement

sense, is not entirely clear, largely due to the inability to isolate articular from cutaneous

afferent inputs. However, it is shown the combination of articular and cutaneous afferent

inputs can provide information about joint position, especially near the extremes of

movement. In addition, there is evidence suggesting that articular afferent inputs alone

can signal movement sense (Janwantanakul 2001).

Contribution of Cutaneous Mechanoreceptors

It has been long known that cutaneous mechanoreceptors have an

exteroceptive role (touch, light touch, pressure-touch, pain and temperature). The skin

is stretched on one side of the joint, and compressed or folded on the other , when a
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joint is moved. This may lead to stimulation of mechanoreceptors lying in cutaneous

tissue (Carpenter 1990, Clark and Horch 1986, Grigg 1994, Schmidt 1986).

Electrophysiological studies demonstrated that the sensation of vibration,

pressure and stress are induced by electrical stimulation of single cutaneous afferents

from the glabrous skin of the hand (Macefield et al 1990, Vallbo et at 1984). During

passive and active movements of the fingers, cutaneous mechanoreceptors of the

human hand discharged (Burke et al 1988, Edin 1992, Edin and Abbs 1991, Hulliger et

al 1979). This discharge response from cutaneous afferents during movement has also

been reported to be sustained during static conditions. From Hulliger et al (1979)

observation, when the finger joint was held in various physiological joint positions.

discharges in cutaneous afferents from glabrous skin. Slowly adapting receptors

sampled in the study derive these discharges predominantly. Edin (1992) discharges in

cutaneous afferents from the back of the hand while the skin was stretched in a manner

similar to the normally occurs during movements of the MPC joint of the index finger

were observed. In Edin (1992), cutaneous mechanoreceptors, particularly Ruffini

endings (slowly adapting receptors), responded prominently at first stretch, and then

lowered their response to a sustained discharge level when the skin was held in the

stretched position.

In summary, cutaneous mechanoreceptors play an important role in signaling

proprioception. Based on electrophysiological studies, during movements some

particularly slowly adapting receptors most cutaneous mechanoreceptors are activated

and response to static joint positioning. Recently, the perception of joint position and

movement are produce by electrical or mechanical stimulation of the skin around and

over the finger joints. Proprioceptive acuity is improved by the application of type or

brace, which is believed to be the result of enhanced cutaneous afferent inputs from an

excessive skin stretching and/or compression (Janwantanakul 2001).
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Factors Affecting Proprioception

Factors that may affect proprioceptive acuity at a test joint must be named and

also controlled both when recruiting subjects and in the experiment. Failure to control

factors potentially affecting proprioception may lead to a confounded outcome which, in

tum, is a threat to the internal validity of the study (Janwantanakul 2001).

1. Joint Hyperrnobility

General ligamentous laxity resulting in an increased ROM is called "joint

hypermobility" or "laxity" (Mallik et al 1994). Joint hypermobility is associated with

hereditary connective tissue syndromes, for example Ehlers-Danlos Syndrome, Familial

Articular Hypermobility Syndromes, Marfan's Syndrome, osteogenesis imperfecta,

Larsen Syndrome, Desbuquois' Syndrome, skeletal dysplasia with predominant joint

laxity, and dwarfing dysplasia with variable joint laxity (Beighton et al 1989). The

Beighton scoring system is the most common scoring system, ROM, using in evaluating

the joint hypermobility (Beighton et al 1973).

Joint hypermobility has been demonstrated to affect proprioception at various

joints (Barrack et al 1983a, Hall et al 1995, Mallik et al 1994). Two hypotheses have

been proposed for decreased proprioceptive acuity in a hypermobile joint. First, a

hypermobile joint may possess defects in the capsule-ligamentous structures and a

decrease in muscle tone leading to a disruption of proprioceptive signals into the eNS

(Allegrucci et al 1995, Hall et al 1995, Mallik et al 1994). Second , in proprioceptive

testing, hypermobile joints have more reduce tissue tension and, consequently, a

decrease in proprioceptive signal than those of non-hypermobile joint at the end ROM

(A1legrucci et al 1995, Blasier et aI1994, Mallik et aI1994).

2. Age

On proprioceptive acuity, they are two stages of the effect of age. To begin

with, before reaching maturity, there is an ongoing development of the nervous system.

Therefore, proprioceptive acuity, which is mediated through the nervous system, could

be hypothesized to change with progressive development. Ashton-Miller et al (1992)
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investigated trunk proprioception in subjects with ages ranging from 7-18 years using

the repositioning test. They found that with increasing age and were fully matured by

age 15-16 years, trunk proprioception improved progressively. A similar result has

been recently reported by Visser and Geuze (2000) has recently a similar result about

upper limb proprioceptive acuity in boys aged between 5-14 years.

After reaching maturity , sensory impairment such as diminished vision,

hearing, olfaction and taste occurs commonly with aging, which also affects the

somatosensory system. Advancing age has the potential to affect the function of

mechanoreceptors situated in neural tissues, muscles, skin and joint structures, thereby

altering proprioceptive acu ity. Indeed, a decline in proprioception with increasing age

has been shown in various joints (Attfield et al 1996, Ashton-Miller 2000, Barrack et al

1983c, Barrett et al 1991, Ferrell et al 1992, Hearn et al 1989, Hurley et al 1998, Kaplan

et al1985, Lord and Ward 1994, Pai et al1997, Petrella et al1997 , Skinner et aI1984).

There is a research supporting the effect of aging on proprioception, showed

proprioceptive deterioration in osteoarthritic (OA) joints, a condition which occurs

commonly in the elderly (Barrack et al 1983c, Barrett et al 1991, Garsden and Bullock­

Saxton 1999, Hurley et al 1997, Koralewicz and Engh 2000, Marks et al1993, Sharma

et al 1997). To explain proprioceptive impairment in the OA joint, several hypotheses

have been proposed. Proprioceptive deficit in the OA joint may be a result of

destruction of articular receptors in joint structures (Barrack et al 1983c) or may be due

to laxity of the joint capsule and ligaments caused by loss of cartilage and bone height

(Barrett et al 1991). Another hypothesis has attributed proprioceptive impairment in the

OA joint to a decline in muscle spindle sensitivity (Hurley et al 1997). This hypothesis

proposes that abnormal sensory inputs to the eNS which, in tum, inhibit 0- and V­
motoneurone activation may come from articular damage, which is result of muscle

weakness and poor proprioceptive acuity. This phenomenon would result in muscle

weakness and poor proprioceptive acuity, respectively. In summary, previous studies is

that aging point out likely to have a significant effect on proprioception.



20

3. Hand Dominance

The right and left sides of the brain stem and spinal cord control physical

asymmetry between the right and left hemispheres (Koff et al a986). The specialization

between the right and left limb may come from asymmetry of the eNS. The right side of

the body is controlled from the left hemisphere, which is superior of complex motor

operation such as speech, fine temporo-sequential motor activities. The left side of

body controlled from the right hemisphere, which is superior for the processing of visuo­

spatial-perceptual information (Bradshaw and Nettleton 1983, Tucker and Williamson

1984). Shimoyama et al 1990, Todor and Kyprie 1980, Van Emden 1994 showed the

example, performance of a simple motor task such as fast tapping is superior with the

right limb than with the left limb.

No difference in proprioceptive acuity between the right and left limbs has

been found in the previous studies .

4. Ethnicity

The transmission properties of the nervous system are not affected by

difference in ethnic backgrounds. For example, there is no difference has been found

in the nerve conduction velocity between black and white subjects (Buschbacher and

Koch 1999). As a result, before a final conclusion regarding the effect of ethnicity,

research involving a large sample size is required.

5. Gender

Some controversy remains whether gender affects proprioceptive acuity and

evidence for the effect of gender on proprioceptive acuity is far from conclusive. No

difference from several previous proprioceptive studies at the knee joint were reported

in proprioception between males and females (Barrack et al 1984, Barrett et al 1991,

Friden et al 1996, Hall et al 1995, Jerosch et al 1996a). Therefore, the effect of gender

of proprioception still remains to be elucidated.
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6. Exercise

A number of researchers in various groups of athletes have examined the

effect of regular exercise on proprioception. Several studies have reported

enhancement of knee proprioceptive acuity in athletes or following regular exercises

(Euzet and Gahery 1995, Lephart et al 1996, Petrella et al 1997). In Petrella et al

(1997), an improvement in knee proprioception, measured by the reposi tioning test, in

active elderly subjects compared with sedentary controls has been found. Their

findings of greater proprioceptive acuity following exercise to a number of factors have

been attributed. First, competitive athletes with innate superior proprioception may be

selected (Allegrucci et al1995, Euzet and Gahery 1995, Lephart et al 1996). Second ,

exerc ise causes not only short-term adaptations of contraction muscles, which the

muscle spindles and GTOs may be more excitable to stretching following exercise

(Hutton and Atwater 1992), but also a long-term, which may allow the development

(hypertrophy) of extrafusal as well as intrafusal muscle fibres (Euzet and Gahery 1995,

Maier et al 1972). Last but not least, neuromuscular may be enchancement exercise.

The neuromuscular control via both central and peripheral mechanisms may lead to

improvement in neurosensory pathways (Euzet and Gahery 1995, Lephart et al 1996,

Petrella et al 1997).

7. Muscle Fatigue

Musc le fatigue is a reduction of muscle force or power that occurs with

exercise (Taylor et al 2000). A number of simultaneous mechanisms, causing fatigue

include: the eNS drive to motor neurons, neuromuscular propagation, exc itation­

contraction coupling and the availability of metabolic substrates

There are investigations of the effect of muscle fatigue on at various joints .

Deterioration of proprioceptive acuity following fatiguing contractions have been

reported in a number of experiments (Lattanzio et al 1997, Marks 1994, Skinner et al

1986a, Taimela et al 1999), although some studies have not found such a change

(Marks and Quinney 1993, Sharpe and Miles 1993). Variation in the findings may partly
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lead to the difference of proprioceptive tests used, fatigue protocol, joint tasted and

sample size.

To explain the effect of muscle fatigue on proprioception, a number of

hypotheses have been used forward in an attempt. Not only are the contractile

elements of muscles but also intramuscular receptors that lie within the fatigued muscle

possibly affected by muscle fatigue. Fatigue has been shown to cause a reduction in

muscle spindle discharge and a decline in responsiveness to stretch of GTOs (Hutton

and Nelson 1986, Macefield et aI1991).

Fatigue may cause the desensitization of intramuscular receptors to muscle

tension is another hypothesis for a decrease in discharges from intramuscular receptors

after fatigue . Consequently, intramuscular receptors may become less sensitive to the

stimuli; this may lead to a decrease in discharges from intramuscular receptors

(Lattanzio et al 1997, Voight et al 1996).

Fatigue, followed with proprioceptive impairment also may relate to increased

joint laxity. Muscle fatigue has been shown to increase joint laxity (Sakai et al 1992,

Skinner et al 1986b, Weisman et al 1980). "Central fatigue " or changes within the CNS

are also caused by fatigue and defined as a failure of voluntary activation of muscle,

thereby decreasing maximal voluntary force or power (Gandevia et al 1995). Changes

within the CNS due to fatigue can occur at multiple levels in the motor pathway,

including supraspinal and spinal levels.

8. Joint Pathology

8.1 Damage to mechanoreceptor sites

Both joint structures (capsule and ligaments) and muscles around the joint

may be damaged by pathology to a joint. Afferent discharges from damaged structures

may be altered and/or interrupted, possibly resulting in proprioceptive disturbance. It

has been clearly demonstrated in previous works that at several joints pathologies were

associated with proprioceptive deficits.
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A relationship between joint instability and proprioceptive deficit has been

proposed in the literature (Figure 2.3). Mechanical instability is the result of traumatic or

repetitive injury to passive retrains (ioint capsule and ligaments).

...... 1
Joint Iojury

I~l MrcltapiraJ InstabiIitJ

II1mc:tioW bsbIhiIitJ

+ t

t I DaJIIa&e to MedwIorecepton I I tDyDamlc 8J*m1

+ t
.J. Ne1II'OJa1ISaIJa COJl1nlJ ·1 Proprioceptire DefIcit I'" Made,.. e 1

I•J JaDty

Figure 2.4 Paradigm depicting the relationship of instability and proprioceptive

impairment (modifier from Lephart and Henry 1992)

8.2 Conditions associated with joint pathology

Joint pathology is commonly associated with pain, inflammation, effusion and

joint immobilization, which may cause changes in the somatosensory system, both

peripherally and centrally. A painful conditi(:m may lead to altered movement patterns

which in tum may result in altered proprioceptive input into the eNS. In normal

circumstances, inflammation often accompanies pain. It has been demonstrated that

inflammation and pain cause changes in the proprioceptive system as well (Mense and

Skeppar 1991, Schaible and Schmidt 1985, Yamashita et a11993).



24

8.3 Changes in neural tissue

Joint pathology may also alter nerve conduction velocity . In Nitz et al (1985),

a high incidence of peroneal and posterior tibial neurapraxia (causing local conduction

block) in grade III ankle sprains was recorded. Kleinrensink et al (1994) also found that

deep and superficial peroneal nerve conduction velocity was slower following grade II

or III inversion ankle sprain at 4 to 8 days post-injury. Neural tract ion during injury and

ankle effusion after injury were attributed in these findings. The outcome of the

proprioceptive tests may be affected by alteration of nerve conduction velocity following

pathology.

According to Grigg (1994), when the normal ankle joint is moved , its

associated ligaments joint capsule, muscles, tendons and skin deform, thus activat ing

populations of sensory neurons located in these tissues. Provided cortical pathways

are intact. the ensuring sensory or proprioceptive input are implicated in mediating the

cognitive experiences of ankle joint motion and/or joint position that influence joint

function . The excitation of proprioceptors in the ankle joint tissues is also thought to

evoke reflex responses at the brainstem and spinal cord levels, which protect the joint.

Hence, an ankle injury, which may involve damage to one or more joint tissues and their

sensory receptors, may not only have the potential for impairing the precision of joint

motion and/or joint position sensibility, but also for influencing reflexly mediated

protective neuron responses . Boyle and Negus (1998) studied proprioception in 25

subjects with recurrent ankle sprains compare to 67 uninjured subjects. Proprioception

tested was using pedal goniometer. They were found greater errors passive

repositional sense in the injured group, and active position sense at 30 percent position

was also worse in injured groups. Glencross and Thornton (1981) studied 24 subjects

(age<25 years old) with history ankle injury of at least 8 month duration, subject were

devided to 3 groups on basis of severity, and compared to 9 healthy subjects.

Goniometer measured proprioception in this study. There was a linear trend between

the degree of injury error of repositional sense and range of motion. The injured group

showed better positional sense compare to unaffected side. The error was greatest for

the most severely injured group. Gross (1987) measured positional sense by cybex II
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isokinetic dynamometer in 14 subjects with unilateral ankle sprain were compared to

subjects with "normal" ankle. He found no significant differences. 23 subjects, median

aged 29 years (22-37 years) , scheduled for ankle stabilizing operations-studied and

compared to none injured controls by Konradsen and Magnusson (2000). They

measured by using torsion goniometer. The result showed that the absolute error was

significantly greater for the affected ankle in the unstable group compared to the control

group. But, numerically this difference was less than 1 degree. Bullock and Saxton

(1995) found that the stance time on the injured leg was 5.7second less on the injured

side than on the uninjured side in 20 men with unilateral ankle injuries compared to 11

healthy men. Payne et al (1997) studied 31 female and 11 male basketball players'

ages 18-22 years with no ankle injury history. They used biodex isokinetic

dynamometer for joint measurement. The result showed that ankle pos ition sense

deficits could predict ankle injury and right inversion proprioception was better in the

injured than the uninjured subjects. Am S. N. Fu et al (2005) studied 20 healthy male

basketball players and 19 male basketball players who had suffered bilateral ankle

sprains within the past 2 years. They found ankle repositioning errors and postural sway

in stance increased in basketball players with multiple ankle sprains. A positive

relationship was found between these 2 variables. Willems et al (2002) studied

proprioception loss in 87 patients who had ankle sprain (44 male and 43 female, median

age 18 years) . They measured proprioception by biodex isokinetic dynamometer. They

found that ankle instability groups had decreased positional sense and eversion muscle

groups had decreased strength when compared with control groups.

Ankle instability may caused by proprioceptive loss. Ankle instability occurred

after recurrent ankle sprain and it affected to both systems of ankle joint , it has been

considered to be the mechanical instability and funct ional instability.

Ryan (1994) found that functional instability (FI) of the ankle joint or a tendency

for the foot to repeatedly sprain or give way, was as a late complication of between 10%

and 30% of acute ankle sprains. Caulfield (2000) found the associated between

disordered strength of ankle musculature, decreased proprioception, less of balance

and ligamentous laxity. Freeman et al (1965) postulated that functional instability could
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result from delayed reflex responses to stress on ankle ligaments as a result of damage

to ankle joint receptors at the time of the initial injury. Konradsen et al (1997) found that

dynamic control of ankle stability is achieved by feed-forward mechanism of the central

neNOUS system rather than by means of feedback affected by peripheral reflexes.

After ankle injury and ankle instability if the patient did not have correct

rehabilitation , the instability would lead to repeated ankle sprain, called "recurrent ankle

sprain". Proprioceptive training is necessary for rehabilitation program in ankle sprain

which has the ankle instability. Proprioceptive training may be different up to

researchers. However, the result of training is usually measured in 3 methods. The first

method is Joint Position Sense which is measured errors of position in ankle joint; active

joint position sense and passive joint position sense. The second one is muscle

reaction time. It was measured by electromyography when muscles were activated.

The third one is postural sway. It tested standing balance, composed of the visual

input, vestibular input and somatosensory.

Tropp et al (1985) demonstrated 80% improvement of stabilometry and also

reduced injury rate in previously 65 injured soccer players given a to-weeks treatment

program with ankle disk training when compared with control group, without ankle disk

training. Wester et al (1996) studied effected of wobble board training. They

demonstrated the reduction injury of by 50% in intervention group when compared with

control group. Gauffin et al (1988) reported effect of ankle disk training on postural

control in patients with functional instability of the ankle joint. The researcher found

increased postural sway in men with functional instability. The researcher found

improvement of postural control after ankle disk training as shown by stabilometry.

Bernier and Perrin (1998) studied determined the effects of a 6-week coordination and

balance training program on proprioception of subjects with functional ankle instability.

The result suggested that balance and coordination training can improve some

measures of postural sway. It is still unclear if joint position sense can be improved in

the functionally unstable ankle . Julie N. Bernier et al (1998) studied effected of

proprioceptive training and balance coordination training in ankle instability group for 6­

weeks . The researcher found improved proprioception and decreased postural sway.
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Eils E. And Rosenbaum D. (2001) investigated the effects of a 6-wk multi-station

proprioceptive exercise program in 30 patients with chronic ankle instability with 48

unstable feet. The result suggested that a multi-station proprioceptive exercise program

can be recommended for prevention and rehabilitation of recurrent ankle inversion

injuries. Sheth P. et al (1997) investigated the effects of ankle disk training on the

contraction pattern of the anterior tibialis, posterior tibialis, peroneus longus , and flexor

digitorum longus muscles in a simulated ankle sprain. The experimental group

underwent ankle disk training for 8 weeks between the pretraining and posttra ining

tests. In the pretraining test, four muscles started to contract simultaneously. In the

posttra ining test , the contractions of the anterior and posterior tibial is muscles were

delayed. The results may explain why such training can help protect against ankle

sprains . Osborne MD. et al (2001) studies whether 8 weeks of ankle disk training alters

ankle muscle onset latency of patients with a history of lateral ankle sprain. Ankle

inversion perturbations monitored by fine-wire electromyography were performed in four

lower extremity muscles (anterior tibialis, posterior tibialis. peroneus longus, and flexor

digitorum longus) of all subjects on both the injured (experimental) and noninjured

(control) legs. These findings indicate that muscle onset latency decreases in specific

ankle muscle groups after ankle disk training in previously injured ankles. Shmidt R. et

al (2005) assessed the outcome of physical therapy based on both subjective patient's

satisfaction and objective measurement of peroneal reaction time in patients with

chron ic ankle in a 6 week-long program with muscle strengthening and coordination

exercises. They found decreased reaction time in peroneal muscle group.
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Ground reaction force

1. Ground reaction force

For every action, according to Newton's 3rd Law of Motion (Law of Reaction) is

an equal and opposite react ion. Due to the gravity, we constantly maintain contact with

the ground, and in this process, there occur interactions between the body and the

ground. The react ion force supplied by the ground is specifically called the ground

reaction force (GRF), which is basically the reaction to the force the body exerts on the

ground. The GRF, along with the weight, is an important external force . The GRF is

normally measured by a force-plate.

Figure 2.5a shows the reference frame of the force-plate, with the Z- axis

being the vertical. The interaction between the body and the ground occurs through the

foot as shown in Figures 2.5b, which shows the reaction force vectors acting on small

areas. A force-plate normally has four tri-axial force sensors, embedded that measure

the force acting between the foot and the ground in 3 axes: transverse (X),

anteroposterior (Y), and vertical (Z). Figure 2.5c show the 4 reaction force vectors

measured by the sensors. The sum of all the reactions from the ground shown in Figure

2.5b is equivalent to the sum of the four forces measured by the sensors (F1, F2 , F3, &

F..) shown in Figure 2.5c. Thus, system (b) is equivalent to system (c).

Figure 2.5d shows a single force, F (F1 + F2 + F3 + F4), and a torque, Tz. F

here is the ground reaction force. Tz shown in the figure is the so-called free torque and

has the vertical (Z) component only. The free torque is caused by the coupling effects

of the forces about the vert ical axis. System (d), F + Tz' is again equivalent to system

(c). The ground reaction force has three components: Fx: Fy & r, Among these, r, is
,

along the direction of the motion which reflects the propulsive or braking force . Fz

always thrusts the body upward (Young-Hoc Kwon 1998).
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(a)

(e)

(b)

Figure 2.5 Frame of the force-plate

2. Center of Pressure (GRF Application Point)

As shown in Figure 2.5, all the forces acting between the foot and the ground

can be summed to yield a single ground reaction force vector (F) and a free torque

vector (TJ The point of application of the ground reaction force on the plate is the

center of pressure (CP). All the small reaction forces collectively exert on the surface of

the plate at the CP (Young-Hoo Kwon 1998).

3. Plate Padding

When one adds a pad to the surface of the plate, the CP coordinates need to

be corrected. Figure 2.6 shows the relationship between the force plate reference

frame (X'Y'Z' system) and the pad reference frame (XYZ system). F is the ground

reaction force vector. Note that the coordinate system used in the figure is reaction­

oriented rather than action-oriented. The Yaxis is the direction of motion (Young-Hoo

Kwon 1998).
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Figure 2.6 Plate Padding

Point P shown in the figure is where the GRF is applied to the plate. In other

words , the CP coordinates reported by the force plate software is the coordinates of

point P in the X'Y'Z' system. But if the investigator wants to use the pad reference

frame (XYZ system), the coordinates of point P in the XYZ system must be obtained as

the CP coordinates. Since the pad plane is where the interaction between the body and

the environment occurs, it is likely that one wants to use the pad reference frame

instead of the plate reference frame. Point P is the intersection of vector F and the pad

surface. Since points P and P are on the line of action of vector F, using P instead of P

as the CP does not affect the moment produced by F (Young-Hoo Kwon 1998).

There are numerous factors and mechanisms that are thought to contribute to

this increased ankle sprain occurrence (Lentell et al. 1995). One of these factors is the

inability to accurately position the foot prior to touchdown. Once the foot has touched

the ground in a potential ankle sprain situation, it is questionable whether the ankle

pronating muscles can react quickly enough to prevent an injury-causing excessive

supination (Isakov et al. 1986). However, the position of the foot as it "first touches the

ground may influence the sprain frequency. If the foot is already supinated at

touchdown, the ground reaction force moment arm about the subtalar joint may be

greater, caus ing excessive supination (Figure 2.7). Furthermore, if the foot is

plantarflexed at touchdown, it may also increase the ground reaction force moment arm

about the subtalar joint (Figure 2.8) (Barrett and Bilisko 1995, Shapiro et al. 1994). This
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inappropriate foot positioning prior to touchdown has been hypothesized to be a

fundamental cause of ankle sprains
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Figure 2.7 A view of the foot and ankle from behind at touchdown when performing a

cutt ing or side-shuffle movement. The moment arm of the ground reaction force about

the subtalar joint when the foot is flat (left) is much smaller than the moment arm when

the foot is supinated (right) .
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Figure 2.8 A view of the foot and ankle in the sagittal plane at touchdown when

performing a cutting or side-shuffle movement. The moment arm of the horizontal

component of the ground reaction force about the subtalar joint when first contact is

made with the heel (left) is much smaller than the moment arm when the foot is

plantarflexed and first contact is made at the toe (right) .

Caulfield B. and Garrett M. (2004) observed changes in ground react ion force

during jump land ing in subjects with functional instability of the ankle joint. Fourteen

subjects with unstable ankles and 10 age, sex and activity matched controls performed

five single leg jumps onto a force platform whilst ground reaction forces were sampled.
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The disordered force pattems observed in subjects with functional instability are likely to

result in repeated injury due to significant increase in stress on ankle joint structures

during jump landing. They suggested that subjects are most likely to result from deficits

in feed-forward motor control. Nyska M. et al (2003) examined changes in the pattem

of force transfer between the foot and the floor associated with chronically sprained

ankles by measuring the peak forces and their timing under several regions of the feet

during level walking. Twelve young male subjects with recurrent ankle sprains were

studied. Twelve healthy men served as a control group. In patients with chronic ankle

instability, there was a slowing down of weight transfer from heel strike to toe off, a

reduced impact at the beginning and end of the stance phase, and a lateral shift of

body weight. Becker HP. at al (1996) studied patients with longstanding chronic ankle

instability to demonstrate whether dynamic measurement of plantar pressure distribution

could identify patients with functional ankle instability. Sixty five patients were measured

and calculated intraindividually, compared with a group of 100 healthy subjects. Plantar

pressure patterns were measured during gait using a capacitive platform. Dynamic

measurement of plantar pressure could identify a group of patients walking on the

lateral side of the unstable foot when compared with the stable foot. This finding

explained the deficit of peroneal strength during stance phase based on a

proprioceptive defect after trauma. Simpson K. J. and Jiang P. (1998) determined foot

landing position influenced on the ground reaction forces of two coordinate systems

during gait. Thirty females were assigned to a foot landing group: toe-out, toe-in or

neutral. Each participant walked 10 trials across a force platform while three­

dimensional motion was captured. For toe-out participants. greater media-lateral

ground reaction forces of the room coordinate system indicate excessive forces are

generated by toe-out participants that do not contribute to moving the participant

forward. Furthennore, mediolateral loading on the foot increases proportionally with the

degree of toe-out.

In previous study, patients with ankle instability or abnorma l foot would have

abnormal ground reaction force when compared with normal foot. Addition, they had

reaction time less than normal foot.
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The basketball players had ankle instability because of the ankle sprain .

Ankle sprain caused proprioceptive signal deficit and it also caused ground reaction

force which came from jump landing.

These stud ies showed that proprioceptive training will improve patients

function by decrease rate of the occurrence of ankle instability. We are interested in

applying proprioceptive training for rehabilitation program in injured basketball players

with ankle instability. We would like to study the effect of proprioceptive training,

especially with ankle disc, by measuring proprioception and ground reaction force in

ankle injured basketball players with instability program compare to traditional training .



CHAPTER III

Research Methodology

Research design

This study is an experimental research which aims to examine the effect of

proprioceptive training on basketball players and ankle instability.

Research methodology

Population and Sample

In this study, the target population was Thai basketball players who play in

basketball association and have ankle joint-instability in age 18-30 years old. The

samples were Thai basketball players who play in the association and have ankle joint­

instability in age 18-30 years old who were recruiting by following the inclusion criteria.

Inclusion Criteria

Being Thai male basketball players who play in association and

have experience at least 3 years.

Have history of inversion ankle sprain more than 2 times in 6 month.

Have ankle instability or feel give way (Anterior Drawer Test:

positive)

Exclusion Criteria

Have history of ankle joint fracture or operate of ankle joint

Have muscles weakness around ankle joint

Have limit range of movement in ankle joint

Have pain when move ankle joint
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Sample size

Volunteers were chosen from the basketball association. The volunteers had to

pass the inclusion and exclusion criteria.

Sample size calculation

Sample sizes were calculated from the study of Eils E (2001). They

investigated the effects of a 6-wk multi-station proprioceptive exercise program in 30

patients with chronic ankle instability with 48 unstable feet. In this study, the mean error

of joint position sense before training was 2.0 ± 0.6 and after was 1.5 ± 0.4. And the

sample size was calculated below.

n=

(20-1) (0.6)2 + (20-1) (0.4)2

20+20-2

a = 0.05 (two-sided), Za = 1.96

~ =0.20 (two-sided), Z~ =1.28

o =differences of mean needed to be test

2 2 2
Sp = (n, - 1) S1 + (n2- 1) S2 =

"1 + ~-2

Sp2 = 0.26

Substistute to n = (1.96 + 1.28)2 (0.26)

(0.5)2

n = 10.92

n for each group will be 11 persons. To prevent drop out rate during the

experimental and detect more reliability, subjects will add for more 10%. So, total

subjects are 12 persons for each group.

Instruments

1. Case record form

2. Information form
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3. Weighing machine (Hae Chang, China)

4. Altimeter (Figg®)

5. Wobble board (Diameter: 32 ern, Height: 9.5 cm) (Figure 3.7)

6. Isokinetic (CYBEX NORM, HUMAC NORM testing & rehabilitation

system, Stoughton, Massachusetts, USA) (Figure 3.1)

7. Force plate size 46.4 x 50.8 cm (AMTI's model OR6-5, Advanced

Mechanical Technology Inc. , Watertown, MA) (Figure 3.4)

Assessment of the Ability to Perceive Joint Position

The assessment of the ability to perceive joint position is a test that

quantitatively examines the ability of an individual to replicate a predetermined (target)

joint position that has been previously demonstrated, termed the "repositioning test".

The repositioning test is generally used to evaluate position sense at various joints, such

as the shoulder, elbow, wrist , hip, knee and ankle joints (Beynnon et al 2000, Borsa et

al 1994, Friden et al 1996, Gandevia 1996, Hogervorst and Brand 1998, Jerosch and

Prymka 1996, Lephart et al 1997, McCloskey 1978). The testing procedure involves

two separate steps . First, an examiner presents a target position to a subject. Second,

a subject indicates the joint position perceived (Clark and Horch 1986). In previous

studies, the angular difference (in degrees) between the target and perceived joint

positions has been normally used to represent position sense acuity.

Active/passive movement

Active/passive movement refers to the manner by which the limb or body part

is moved to the target and perceived joint positions. For "passive positioning" to a

target position , a limb is usually secured and supported by an apparatus. The relaxed

limb is moved passively from a starting position to a target position either by an

examiner or apparatus at a constant speed. For "active positioning" to a target position ,

a subject, instead of an examiner or apparatus, actively moves their limb or body part
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from a starting position to a target position at either a controlled or uncontrolled speed.

A subject moves the limb until either told to stop or a mechanical stop is reached. After

reaching the target position, a subject is asked to remember the position while the limb

is sustained in the position for a period of time. After that, the limb is moved away either

actively or passively from the target position to the either starting position or a random

position . To indicate a perceive position for "passive repositioning", the limb is

passively moved toward the target position. A subject is then instrumented to inform an

examiner or manipulate a switch to stop a mechanical arm when they feel the limb has

regained the target position. For "active repositioning", a subject actively moves the

limb back to the target position (Janwantanakul P. 2001). Lephart et al (1997) claimed

that the repositioning test with passive movement maximally evaluates the contribution

of joint mechanoreceptors to proprioceptive acuity while the repositioning test with

active movement provides a more functional assessment of proprioceptive acuity.

Functional activities are normally performed with active movement or muscle

contraction. Therefore, testing with active movement may be more functionally relevant.

However, the statement that testing with passive movement would maximally evaluate

the proprioceptive contribution of joint receptors should be viewed with caution

(Janwantanakul P. 2001).

Figure 3.1 Isokinetic (CYBEX NORM)
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Data collected from Force-plate

Force-plate is the instrument for measure force from body action. In this study,

force-plate is AMTl's brand and transducer of force-plate is strain gauge type . It can

measure force in X, Y and Z axis and moment X, Y and Z around axis (Figure 3.4).

Force and moment are stimulating electrical signal from 4 transducers in 4 corners of

plate . Transducer is necessary to calibrate metal plate or its call "Beam" for data 's

collect. Beam is assign to magnitude of force with vary of plate 's figures. Beam is

transform to digital signal and transfer to computer or CPU.

Force-plate is connecting to computer and analyzed by ELITE System program;

analyze movement, from data (Figure 3.2, 3.3). ELITE System program can call data

from force-plate ; coordinates X data (Anteroposterior) and coordinates Y data

(Med iolateral) , which calculated from ground reaction force of center of pressure (COP)

to display. That is calculating of distance sway and area sway.

Figure 3.2 Computer for collect data

Figure 3.3 Computer analyzed by ELITE System program



39

Figure 3.4 Force-plate

Procedure

Twenty-four Thai male basketball players between the age of 18 and 30 years

were recruited concerning the basketball teams' conclusion criteria from Thai basketball

association. There are divided twenty-four subjects into two groups; twelve subjects'

control and twelve subjects' intervention group. All received conventional Physical

Therapy program for 6-weeks, which intervention group underwent supervised wobble

board training. Furthermore, all received joint position sense test and ground reaction

force meas,urement occurred before and after training for two sides of ankles.

1. Joint position test

Experimental were setup for the passive and the active ankle joint repositioning

test. Subjects lay prone, with the ankle in the neutral position of 90° of dorsiflexion and

the forefoot strapped to the footplate of a Cyber Norm dynamometer (Figure 3.5).

Target position was set as 10°. 20° dorsiflexion and 15°. 30° plantarflexion. The foot

was moved at a constant speed 5 deg/ sec.

1.1 passive joint position tests

The ankle was passively moved to 10° of dorsiflexion at a peak velocity of

5 deg/ s. It was held for 2 seconds once the target position was reached . The

ankle was then returned to the neutral position and was again moved passively

toward the target position at the same speed of 5 deg/ s. When the subject

perceived that the ankle had regained the previous target position, an examiner
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was a switch to stop a mechanical arm. To test 3 times in 1 target position and

all test 4 target positions.

1.2 active joint position tests

The ankle was passively moved to 10° of dorsiflexion at a peak velocity of

5 deg/ s. It was held for 2 seconds once the target position was reached. The

ankle was then returned to the neut ral position and was act ively moved the limb

back to the target position at the same speed of 5 deg/ s. To test 3 times in 1

target position and all test 4 target positions.

Figure 3.5 Jo int position tests

2. Ground reaction force

Subjects. who remained barefoot during test ing, were firstly introduced to the

required jumping technique (Figure 3.6). This entailed standing on a 40 em high

platform in front of a force-plate with the test leg relaxed and non-weight bearing. The

subject then used the contralateral limb to propel himself from the platform and landed

on the test leg on the centre of the force-plate. Each subject performed 5 single leg

jumps onto the force-plate. None of the subjects involved in the study reported any

subjective difficulty with the jumping technique or discomfort during testing.
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Figure 3.6 Jumping technique

Proprioceptive training

Intervention groups were trained by 6-weeks wobble board, which had an effect

on accuracy of judging ankle inversion movements. The training session lasted 15-20

minutes per session for three sessions per week. An examiner explained and

demonstrated details of the wobble board training (For detail see in Appendix E).

Figure 3.7 wobble board
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Figure 3.8 procedure

Data analysis

All results were expressed as the mean ± SO. The Wilcoxon signed-rank test

were to detect the differences of the error in ankle joint repositioning and ground

reaction force between before and after training group. The Mann-Whitney Test

Statistics was to detect the differences of the error in ankle joint repos itioning and

ground react ion force between control and intervention group.

An alpha level of 0.05 was used to determine statistical signi ficant. All analyses

were performed on the Statistical Package for the Social Sciences version 11.5 (SPSS,

Chicago , IL, USA).



CHAPTER IV

RESULTS

Characteristics of the subjects

Twenty-four Thai basketball players who play in association and have ankle

joint-instability participated as subjects ranging in age for control from 20-28 years and

22-25 years for intervention. They are members of Thai national basketball team (SEA

Game and Universiade).

Baseline characteristics of the subjects both in control and intervention group

were summarized in Table 4.1. Ages of the 12 control subjects ranged from 20-28

years, mean age for this group were 23.6±2.7 years and the 12 intervention subjects

aged from 22-25 years, mean age for this group were 23.8±1.2 years.

Table 4.1 Baseline characteristics of the subjects.

Group
Characteristics

Control Group Intervention Group

Age (years) 23.58 ± 2.71 23.75± 1.22

Weight (kg.) 75.50 ± 9.32 84.42±15.14

Height (em.) 180.21 ± 4.74 187.13 ± 6.09

Ankle side injuries L3 I R9 L5 I R7

Joint position sense

L = Left ankle R = Right ankle

Passive joint position sense

Baseline passive joint positional sense was tested in both groups. There was

no statistical difference of passive joint positional sense between the two groups (Table

4.2). Therefore, the results of the post training positional sense of the two groups can

be compared. Table 4.3 and Table 4.4 summarized p-value and the mean error

passive joint position sense of injured and non-injured ankle between control and
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intervention group. P-value was less than 0.05 when compared between control and

intervention group at 10° dorsiflexion, 15° plantarflexion and 30° plantarflexion. The

mean error passive joint position senses of non-injured were decrease and p-value was

less than 0.05 only at 10° dorsiflexion.

Table 4.2 The mean error passive joint position sense of pre-test between control and

intervention group.

Degree control intervention P-value

Injured ankle dorsiflexion 10" 2.26 ± 0.90 1.69 ± 0.55 0.085

Injured ankle dorsiflexion 20" 1.86 ± 0.71 1.75 ± 0.63 0.661

Injured ankle plantarflexion 15" 3.05 ± 1.09 1.99 ± 0.62 0.009*

Injured ankle plantarflexion 30" 3.08 ± 1.23 2.30 ± 1.20 0.061

Non-injured ankle dorsiflexion 10" 2.12 ± 0.88 1.75 ± 0.65 0.145

Non-injured ankle dorsiflexion 20" 1.93 ± 0.84 1.35 ± 0.41 0.126

Non-injured ankle plantarflexion 15" 2.43 ± 0.55 2.17 ± 1.07 0.291

Non-injured ankle plantarflexion 30" 2.80 ± 0.89 2.78 ± 1.24 0.977

Compared between control and intervention group using Mann-Whitney Test Statistics.

* Significant difference between both phases . P<0.05.

Table 4.3 The mean error passive joint position sense of injured ankle between control

and intervention group.

Degrees of Error (0 )
Posttest of injured ankle

Mean

Control Intervention
P-value

(passive)
differences

n =12 n =12

10° dorsiflexion 1.61±0.74 0.81 ± 0.47 0.80 ±0.99 0.005*

20° dorsiflexion 1.26 ± 0.47 1.00 ± 0.46 0.26 ± 0.76 0.215

15° plantarflexion 2.02 ± 0.97 1.07 ± 0.48 0.95 ± 0.91 0.007*

30° plantarflexion 2.32 ± 0.96 1.22 ± 0.82 1.10 ±1.29 0.008*

Compared between control and intervention group using Mann-Whitney Test Statistics.

* Significant difference between both phases , P<0.05.
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Table 4.4 The mean error passive joint position sense of non-injured ankle between

control and intervention group.

.Posttest of non-injured ankle

Degrees of Error (0 ) Mean
P-value

Control Intervention differences
(passive)

n = 12 n = 12

10° dorsiflexion 1.73 ± 0.53 1.14±0.59 0.58 ± 0.93 0.014*

20° dorsiflexion 1.43 ± 0.59 0.97 ± 0.57 0.46 ± 1.02 0.053

15° plantarflexion 1.55 ± 0.85 1.29 ± 0.79 0.26 ± 1.29 0.374

30° plantarflexion 1.83 ± 0.77 1.45 ± 0.84 0.38 ± 0.99 0.270

Compared between control and intervention group using Mann-Whitney Test Statistics.

* Significant difference between both phases, P<0.05.

In the passive joint reposition sense test, both groups improved joint reposition

sense after 6 week of training. But there was no statistical difference at 10° dorsiflexion

of control group and 20° dorsiflexion in non-injured ankle of intervention group. When

compared training effected with injured ankle and non-injured ankle, the training injured

ankle improved passive reposition sense better than the non-injured ankle, especially at

10° and 20° dorsiflexion but no statistical difference. For post training of intervention

group, injured ankle group was more improvement in 10° dorsiflexion, 15° plantarflexion

and 30° plantarflexion when compared with non-injured ankle group but no statistical

difference. (For detail see in Appendix E)

Active joint position sense

Baseline active joint positional sense was tested in both groups. There was no

statistical difference of active joint positional sense between the two groups (Table 4.5).

Therefore, the results of the post training active joint positional sense of the two groups

can be compared. Table 4.6 and 4.7 summarized p-value and the mean error active

joint position sense of injury and non-injury ankle between control and intervention
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group. P-value was less than joint positional sense between control and intervention

group at 10° and 20° dorsiflexion. Post test of non-injured were improvement (except

10° dorsiflexion) and p-value was less than 0.05 only at 20° dorsiflexion.

Table 4.5 The mean error active joint position sense of pre-test between control and

intervention group.

Degree control intervention P-value

Injured ankle dorsiflexion 10° 2.16 ± 0.91 1.92±1 .98 0.146

Injured ankle dorsiflexion 20° 2.07 ± 0.93 1.65±1.02 0.379

Injured ankle plantarflexion 15° 3.00 ± 1.40 4.19 ± 4.54 0.505

Injured ankle plantarflexion 30° 2.91 ± 1.39 3.58 ± 2.15 0.400

Non-injured ankle dorsiflexion 10° 1.77 ± 0.74 1.98±1.38 0.953

Non-injured ankle dorsiflexion 20° 2.54 ± 1.24 2.13 ± 1.32 0.234

Non-injured ankle plantarflexion 15° 2.78 ± 1.36 2.20 ± 1.00 0.232

Non-injured ankle plantarflexion 30° 2.98 ± 1.09 2.88 ± 1.62 0.486

Compared between control and intervention group using Mann-Whitney Test Statistics .

* Significant difference between both phases , P<0.05.

Table 4.6 The mean error active joint pos ition sense of injured ankle between control

and intervention group.

Pasttest of injured ankle

Degrees of Error (0 )
Mean

P-value

(active)
Control Intervention differences

n = 12 n = 12

10° dorsiflexion 1.46±0.72 0.83 ± 0.30 0.63 ± 0.91 0.015*

20° dorsiflexion 1.14 ± 0.62 0.80 ± 0.34 0.34 ± 0.45 0.284

15° plantarflexion 2.03 ± 1.10 1.63 ± 1.20 0.39 ± 1.37 0.305

30° plantarflexion 1.99 ± 1.15 1.92 ± 1.33 .075 ± 1.58 0.770

Compared between control and intervention group using Mann-Whitney Test Statistics.

* Significant difference between both phases, P<0.05.
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Table 4.7 The mean error active joint position sense of non-injury ankle between control

and intervention group.

Postlest of non-injury ankle

Degrees of Error (0 ) Mean
P-value

(active) Control Intervention differences

n = 12 n = 12

10° dorsiflexion 1.28 ± 0.55 1.38 ± 1.24 -0.10 ± 1.20 0.342

20° dorsiflexion 1.84 ± 0.72 1.25 ± 0.50 0.59 ± 0.97 0.049*

15° plantarflexion 1.93 ± 1.16 1.39 ± 0.70 0.53 ± 1.40 0.207

30° plantarflexion 2.12±0.74 1.82 ± 1.24 0.30 ± 1.04 0.211

Compared between control and intervention group using Mann-Whitney Test Statistics.

* Significant difference between both phases , P<0.05.

In the active joint reposition sense test, both group improved joint reposition sense

after 6 week of training. But there was no statistical difference at 100 dorsiflexion in

injured ankle of intervention group and 100 dorsiflexion in non-injured ankle of control

group. When compared training effected with injured ankle and non-injured ankle, the

training injured ankle improved active reposition sense better than the non-injured ankle,

especially at 20° dorsiflexion was less than 0.05 and 300 plantarflexion but no statistical

difference. For post test of intervention group, injury ankle group was more

improvement in 10° dorsiflexion but no significant and 200 dorsiflexion with significant

when compared with non-injury ankle group but no significant. (For detail see in

Appendix E)

Center of Pressure data

After the subjects had been tested by performing 5 sing le leg jumps onto the

force-plate, center of pressure (COP) was calculated to determine X and Y co-ordinates.

Range of movement (ROM) of maximum X and Y co-ordinates were determ ined by

subtracting minimum from maximum values. Average ROM of maximum X and Y co-
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ordinates were averaged from 5 trials, and then average ROM of maximum X and Y co­

ordinates was averaged among subjects in the group. Area of sway was calculated by

multiplying maximum ROM of X-axis and Y-axis. Table 4.8 and Table 4.9 showed ROM

of maximum X and Y axis. Center of pressure data from individuals were displayed in

Appendix E.

Table 4.8 Center of pressure sway in injury foot from jump landing.

Mean contact area of injury Foot

Pretest Posltest

Groups
Transverse Longitudinal Area sway Transverse Longitudinal Area sway

(em) (em) (em
2

) (em) (em) (ern')

Control 3.44 ± 0 .71 11.63 ± 1.45 39.62 ±10..29 2.88 ± 0.52 10.05 ± 1.34 29.05 ± 6.88

lnterventlcn 3.85 ± 1.09 13.18±1.78 38.43 ±13 .49 3.24 ± 0.81 11.10 ± 1.50 28.76 ± 8.46

Table 4.9 Center of pressure sway in non-injury foot from jump landing.

Mean contact area of non-injury Foot

Pretest Posttest

Groups
Transverse Longitudinal Area sway Transverse Longitudinal Area sway

(em) (em) (em
2

) (em) (em) (em
2

)

Control 3.21 ± 0.95 11.91 ± 1.33 51.39 ±18 .22 2.78 ± 0.68 10.24 ± 1.45 35.56 ± 8.23

Intervention 3.83 ± 0.91 15.23 ± 8.64 58.07 ±31.50 3.19 ± 0.62 10.86 ± 1.43 34.94 ±923



CHAPTER V

DISCUSSION AND CONCLUSION

The aim of this study is that whether the current study was to investigate the

effect of proprioceptive training in basketball players with ankle instability, we expected

that this program would lead to an improvement of proprioceptive capabilities in the

intervention group and would therefore improve functional stability. At last, it would

decrease in the frequency of recurrent ankle sprains .

Joint position sense

In the current investigation, the error of joint position sense was examined .

The researcher found an improvement of proprioception in all injury ankle sides of both

control and intervention groups. The intervention group was more improvement than

control group. For the passive test, 100 dorsiflexion, 150 plantarftexion, and 300

plantarflexion of the intervention group had a great significant improvement as

compared with the controlling group. As well as part of active test, 100 dorsiflexion of

intervention group had a great significant improvement as compared with controlling

group.

All non-injury ankle sides of intervention group were more improvement of

proprioception as compared with controlling group, except 100 dorsiflexion of active

test, but it was not significant. For the passive test, 100 dorsiflexion of the intervention

group had a great significant improvement as compared with the controlling group. As

well as part of active test, 200 dorsiflexion of intervention group had a great significant

improvement as compared with controlling group.

From the data of the joint position sense test, it showed almost every the error

joint position sense from plantarflexion direction has more than the error joint position

sense from dorsiflexion direction. It was affected from Anterior Talofibular Ligament

(ATFL) tear after ankle sprain had occurred.
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Active and passive's joint position sense test are both different. The active

joint position sense test has skeletal muscle mechanoreceptors process combined with

articular mechanoreceptors. Owing to, subjects having ankle joint movement are

controlled by the muscle control. In case of the passive joint position sense test,

researcher has themselves ankle joint movement, as a consequence, occurring signal

comes from articular mechanoreceptors. Thus, pass ive joint posit ion sense test tums

out more accurately the proprioceptive system than active joint position sense test.

In the current investigation, a post test of control and intervention group was

the improvement for the errors of joint position sense test. It was consisted of passive

and active test. This investigation was differed from the other studies. Most controlling

groups in the other studies were not sign ificant improvement for testing position; none

decreased error of pass ive and active joint position sense. Thereby controlling group in

the other studies was normal or healthy subject groups. However the best intervention

or exercise groups in the other studies were accordance with this study, which was

improvement for passive and active position test. For instance, Elis E and Rosenbaum

o (2001) studied a multi-station proprioceptive exercise program in ankle instability

patients which compared with healthy. The results tumed out a large number of

significant improvement in joint position sense and postural sway in the exercise group.

The results of Glencross and Thornton (1981) were that they compared the injured and

the noninjured legs in 24 subjects using an active angle reproduction test. Finally, they

found an increased error on the injured side. There were differences between the

injured and the noninjured side becoming greater as the increased plantarflexion.

For evaluation of the joint position sense of the ankle, an angle reproduction

test was used in previous studies. Jerosch et al (1994) applied an active test design to

distinguish between healthy and unstable subjects. They reported that it was.
significantly better joint pos ition sense for inversion in the healthy group than the

unstab le group. Bernier and Perrin (1998) measured the active and pass ive joint

posit ion sense for inversion and eversion before and after a 6-week exerc ise program .

They found no significant improvements after the exercise program in passive and

act ive angle reproduction.
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In this study, the result showed up that there were no differences in statistics

between the intervention group contro ls. Because of all groups were exercise group

which the controlling group was obtained conservative training program. The

intervention group was obtained wobble board training program. Nevertheless, it had

no differences in statistics; the intervention group had more decrease error of passive

and active joint position sense than the control ling group every degree tests.

On the contrary, it points out that the angle reproduction test is suited to

dist inguish between healthy and unstable patients, between injured and noninjured legs ,

and to measure an effect of proprioceptive exercise program in chronically unstable

patients .

In conclusion, the current results indicate that proprioception improved in all

conservative training and wobble board training or it is called "rehabilitation program".

It showed necessary training or exercise for proprioceptive improvement. The

rehabilitation was necessary process for rehabil itating recurrent ankle sprain and

decreasing rate of recurrent ankle sprain.

Center of Pressure

In the current investigation, data's contact areas from Transverse axis have

decreased in post-test after proprioceptive training of control and intervention groups in

both ankles when compared with pre-test, except data from post-test of control group in

injury ankle that has only increased. In transverse axis, data should be decreased after

proprioceptive training . Because of proprioceptive training will have more awareness of

joint position and more decrease body shift weight to lateral side . Body shift weight to

lateral side is to lead to ankle sprain and develops recurrent ankle sprain. When

recurrent ankle sprain is happened, it affects on ankle instability and loss of

proprioception (The proprioception is the joint position awareness). Hence, the

proprioception loss will be affected on increasing foot contact area. Whether the ankle

instability has proprioceptive training, it will be decreased the risk at recurrent ankle

sprain and protection .
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In a part of longitudinal axis, data have decreased in post-test after

proprioceptive training control and intervention groups in both ankles when compared

with pre-test. In longitudinal axis, data should be decreased after proprioceptive

training. Because of the body balance control from jump landing should be controlled

by the body center of gravity in order to protect falling or injuries. From ground

react ion force study, a deficit in position sense during the period prior to ground impact

is likely to result in a failure to adopt the optimal position of the foot as it absorbs force

during landing (Konradsen 2002). We can measure ground reaction force in difference.

Most of measurements are magnitude of peak force, timing of peak force and reaction

time. Some measurements of ground reaction force are measure in plantar contact

surface area pattern.

Caulfield B. and Garrett M. (2004) were identified changes in ground reaction

force during jump landing in subjects with functional instability of the ankle joint. The

disordered force patterns observed in subjects with functional instability are likely to

result in repeated injury due to significant increase of the ankle joint structures stress on

during jump landing. They suggest that subjects are most likely to result from deficits in

feed-forward motor control. Nyska M. et al (2003) examined changes in the pattern of

force transfer between the foot and the floor , associated with chronically sprained ankles

by measuring the peak forces and their timing under several regions of the feet during

level walking . For chronic ankle instability patients, there is a lateral shift of body weight.

A treadmill is used which was developed to overcome limitations of regular methods for

the analysis of spatio-temporal gait parameters and ground reaction forces during

walking and running by Verkerke GJ. et al (2005). The centre position of pressure

shows an error (SD) of 6mm in the lateral direction and 7mm in the for/aft direction,

which allows accurate measuring of gait parameters. Gravante G. et al (2003)

determ ine whether centre of pressure location, plantar surface areas, or plantar

pressures differ from obese and control young adults during quiet standing. Although

centre of pressure location was unaffected by obes ity, these young obese individuals

showed significantly increased plantar contact areas and pressures .
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In the current investigation, data of plantar contact surface area are expla ined

on descript ive data . Because of data from plantar contact surface area are not totally

complete. All of these , subjects do not measure plantar contact surface area after

suddenly proprioceptive training. It will be affected to proprioception and data from

plantar contact surface area.

Conclusion

If a disorder of pre-programmed motor control is the cause of altered patterns of

GRF in ankle instability subjects it has implications for rehabilitation. Restoration of safer

landing from jumping during sports activity demands relearning a motor task . The

behaviour of skilled motor relies on the brain learning to control the body and to predict

the consequences of this control. The therapeutic goal should rather be retrain correct

sensory feed back to motor commands when landing from a jump. One method is to

use the wobble board to promote pre-programming of motor control re-education using

a theoretical basis which is different offered by Freeman et al. (1965). Recent motor

control theory indicates that learning the dynamics of an object or task is essential for

retraining force and control in a motor learning task. Re-educating the ankle muscles to

control bodyweight in tasks required for landing from a jump allows the patient to relearn

the body dynamics involved. Biofeedback from computer-assisted goniometry and GRF

from force plates may be an accomplishing assistance in this task.

Proprioceptive training program in this study: conservative training in the control

group and wobble board training in the intervention group. can improve proprioceptive

system and strengthening of muscle groups around ankle joint. Proprioceptive training

program effect to improve proprioceptive signal from skeletal muscle mechanoreceptors

and articular mechanoreceptors, it was deficit when ankle sprain occurred. It can

measure by joint position sense test.

On view of the subm ission that has an effect on proprioceptive training,

conservative and wobble board training led to the significant improvements of

proprioceptive capabilities in chronically unstable basketball players. The main

advantage compared pre-test and post-test is the relative to home program; the
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performance possibility of this exercise room training after training program in every

day. The evaluation of subjective feedback rate of recurrent injuries should be collected

on data from them . The objective parameters evaluation and the subjective feedback of

the basketball players allowed the recommendation of such a proprioceptive exercise

program in the recurrent inversion injuries treatment.

Limitation & Recommendation

Proprioceptive training system for athletes' ankle instabilities called home

program practice. Thus, it is not be able to be controlled it directly regarding the

training 's amount and time . It also has an effect on Proprioceptive training system

needed be tested. It hence leads to solve problems which are to set up the training

program to the daily training program. Besides this program, it is supposed to separate

the train ing between the injured athletes and normal athletes. In other words, this

program should be setting up in weight training program. An advantage of this program

is that the athletes' ankle instabilities would be practiced occasionally by proprioceptive

system.

Nowadays. Thai athletes ' training is always not organized to separate the

training program between the injured athletes and the normal athletes. It brings about

the chronic injured symptom or simply called chronic stage. Furthermore, it diminishes

the athletes' performances.
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APPENDIX C
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tiiiOflUNfl Proprioceptive
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APPENDIX D

Table I The mean error passive joint position sense of injury ankle between pre-test

and post-test

Degrees of Error Control Group Intervention

(0 )
p-value

group
p-value

in left ankle Pretest Posttest Pretest Posttest

10° dorsiflexion 2.26 ± 0.90 1.61 ± 0.74 0.014* 1.69 ± 0.55 0.81 ± 0.47 0.002*

20° dorsiflexion 1.86±0.71 1.26 ± 0.47 0.005* 1.75 ± 0.63 1.00 ± 0.46 0.011*

15°plantarflexion 3.05 ± 1.09 2.02 ± 0.97 0.003* 1.99 ± 0.62 1.07 ± 0.48 0.002*

300plantarflexion 3.08 ± 1.23 2.32 ± 0.96 0.010* 2.30 ± 1.20 1.22 ± 0.82 0.002*

Compared between control and intervention group using Wilcoxon signed-rank test.

* Significant difference between both phases, P<O.05 .

Table II The mean error passive joint position sense of non-injury ankle between

pre-test and post-test

Control Group Intervention
Degrees of Error (0 )

p-value
group

p-value

in right ankle
Pretest Posttest Pretest Posttest

10° dorsiflexion 2.12 ± 0.88 1.73 ± 0.53 0.126 1.75 ± 0.64 1.14 ± 0.59 0.024*

20° dorsiflexion 1.93 ± 0.84 1.43 ± 0.59 0.018* 1.35 ± 0.41 0.97 ± 0.57 0.096

15° plantarflexion 2.43 ± 0.55 1.55 ± 0.85 0.003* 2.17 ± 1.07 1.29 ± 0.79 0.023*

30° plantarflexion 2.80 ± 0.89 1.83 ± 0.77 0.003* 2.78 ± 1.24 1.45 ± 0.84 0.003*

Compared between control and intervention group using Wilcoxon signed-rank test.

* Significant difference between both phases. P<O.05.
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Table III The mean error active joint position sense of injury ankle between pre-test

and post-test

Control Group Intervention
Degrees of Error (0 )

p-value
group

p-value

in right ankle
Pretest Posttest Pretest Posttest

10° dorsiflexion 2.16 ± 0.91 1.46 ± 0.72 0.009* 1.92±1 .98 0.83 ±0.30 0.055

20° dorsiflexion 2.07 ± 0.93 1.14 ± 0.62 0.003* 1.65 ± 1.02 0.80 ± 0.34 0.018*

15° plantarflexion 3.00 ± 1.40 2.03 ± 1.11 0.004* 4.19 ± 4.54 1.63 ± 1.20 0.002*

30° plantarflexion 2.91 ± 1.39 1.99±1.15 0.002* 3.58 ± 2.15 1.92 ± 1.33 0.002*

Compared between control and intervention group using Wilcoxon signed-rank test.

* Significant difference between both phases. P<O.05.

Table IV The mean error active joint position sense of non-injury ankle between

pre-test and post-test

Degrees of Error (0 )
Control Group Intervention

p-value
group

p-value

in right ankle
Pretest Posttest Pretest Posttest

10° dorsiflexion 1.77 ± 0.74 1.28 ± 0.55 0.055 1.98±1.38 1.38 ± 1.24 0.024*

20° dorsiflexion 2.54 ± 1.24 1.84 ± 0.72 0.015* 2.13 ± 1.32 1.25 ± 0.50 0.022*

15° plantarflexion 2.78 ± 1.36 1.93±1.16 0.003* 2.20 ± 1.00 1.39 ± 0.70 0.040*

30° plantarflexion 2.98 ± 1.09 2.12±0.74 0.002* 2.88 ± 1.62 1.82 ± 1.24 0.028*

Compared between control and intervention group using Wilcoxon signed-rank test.

* Significant difference between both phases, P<O.05 .
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Data's error passive joint position sense of injury ankle
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dpdl0 cipodl0 clpd20 dpod20 dpp15 cIpop15 dpp30 dpop3O

1 2.70 1.00 2.70 1.30 4.30 1.00 2.30 1.00
2 2.00 2.00 1.00 .70 3.00 2.70 3.00 2.70
3 2.70 1.30 1.30 1.30 2.70 2.30 4.70 3.70
4 2.00 1.30 1.30 1.30 4.30 3.30 2.30 2.70
5 3.70 3.30 1.70 1.30 4.00 3.30 5.00 3.70
6 1.30 .70 2.30 .70 .70 1.00 1.00 1.00
7 .70 .70 1.00 .70 2.30 1.30 2 .30 1.70

8 3.00 1.70 2.70 1.70 3.30 2.00 4.70 3.00
9 3.00 1.30 2.30 1.70 3.00 2.00 3.30 3.00

10 1.70 2.00 2.70 1.70 2.70 1.30 3.70 2.00

11 1.30 1.70 1.00 .70 2.00 .70 2.30 1.30
12 3.00 2.30 2.30 2.00 4.30 3.30 2.30 2.00

Ilpdl0 Ilpodl0 Iipd20 Ilpod20 ipp15 Ilpop15 lIppJO IlpopJO

1 2.30 1.00 2.00 1.30 3.00 1.30 3.00 1.00
2 1.30 1.00 .70 1.70 2.30 2.00 5.00 3.00
3 1.30 .30 1.70 1.30 2.00 .70 2.00 .70
4 1.00 .00 1.30 .30 2.00 .70 2.00 .30
5 2.00 .70 3.30 1.70 2.30 2.00 2.00 1.00
6 1.70 1.30 2.00 1.00 1.30 1.00 1.30 1.00
7 2.30 1.70 2.00 1.00 1.30 .70 2.30 2.00
8 1.30 .70 2.00 .70 2.70 1.00 4.00 2.30
9 2.70 1.00 1.30 1.00 1.30 .70 .70 .30

10 1.00 .30 1.30 1.00 1.30 1.00 1.70 1.00
11 1.70 .70 1.70 .70 1.70 .70 2.30 1.30
12 1.70 1.00 1.70 .30 2.70 1.00 1.30 .70

Data's error passive joint position sense of non-injury ankle

cnpdl0 cnpodl0 cnpd20 cnpod20 cnpp15 cnpop15 cnpp30 cnp0p30

1 .70 1.70 1.00 .70 2.30 .70 2.30 1.30

2 2.30 2.00 3.00 2.70 2.70 2.30 3.00 2.30
3 2.70 2.30 2.70 2.00 3.70 3.30 3.30 3.00
4 1.00 2.00 1.30 1.30 230 2.00 2.00 1.70
5 2.30 2.00 .70 1.30 2.30 2.00 UIO 1.00

6 .70 .70 1.00 .70 2.30 .30 2.30 1.00
7 1.70 .70 1.70 .70 2.00 1.00 2.70 1.00
8 3.00 2.00 2.70 1.70 2.00 1.00 4.00 2.30
9 3.00 2.00 2.70 1.70 2.00 1.00 4.00 2.30

10 2.70 2.00 2.30 1.70 2.00 2.00 3.70 3.00
11 3.00 1.30 2.70 1.30 3.30 1.00 2.30 1.00
12 2.30 2.00 1.30 1.30 2.30 2.00 3.00 2.00

Inpdl0 Inpodl0 Inpd20 Inpod20 Inpp15 Inpop15 Inpp30 inpopJO

1 2.70 1.70 1.00 2.30 1.30 2.70 4.00 2.00
2 2.00 2.00 1.30 .00 3.30 2.30 4.70 2.70
3 1.70 .30 1.70 1.00 1.30 .70 2.70 .70
4 1.00 1.00 .70 .70 2.70 1.00 1.70 .70
5 2.00 1.70 1.30 1.30 1.70 1.00 4.00 1.70
6 1.30 1.70 1.00 1.00 1.00 .70 .70 .30
7 2.30 1.30 1.70 1.00 4.00 2.00 2.00 1.10
8 30 1.00 .70 1.00 .70 .70 1.30 1.30
9 1.70 1.00 1.70 1.30 3.70 2.30 2.30 2.00

10 2.00 1.00 1.70 1.00 2.00 .70 4.00 2.70
11 2.30 1.00 1.70 .30 2.00 .70 3.30 1.30
12 1.70 .00 1.70 .70 2.30 .70 2.10 .30



Data's error active joint position sense of injury ankle
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dpdl0 cipodl0 dpd20 clpod20 dpp15 dpop15 dpp30 dpop3O

1 1.30 .30 3.70 1.00 3.00 .70 2.30 1.10
2 2.30 2.00 2.70 2.30 6.00 ".00 2.00 1.30
3 1.30 1.30 1.30 1.00 .. .30 3.70 1.30 1.00
4 3.70 2.30 1.70 1.00 2.00 2.30 2.30 1.00
5 2.00 2.30 2.30 2.00 5.00 3.30 6.30 4.70
6 1.30 .30 1.70 .30 3.00 1.30 1.70 .70
7 2.00 1.00 1.30 .70 1.70 1.00 4.00 2.70
8 2.00 1.70 2.30 1.00 1.70 1.00 3.00 2.70
9 3.00 1.70 3.70 2.00 2.00 1.30 4.00 2.70

10 2.30 1.30 1.70 1.00 3.00 2.00 3.70 2.70
11 1.00 1.00 .70 .70 2.30 1.70 2.00 1.70
12 3.70 2.30 1.70 .70 2.00 2.00 2.30 1.00

lipdl0 Opodl0 lipd20 1lpod20 Bpp15 l1pop15 ippJO 1Ip0p30
1 .30 1.30 3.00 1.00 3.30 2.00 2.70 1.00
2 7.70 .30 3.00 1.30 18.30 5.00 9.30 5.00
3 1.00 1.00 2.70 .70 1.70 .30 1.00 .00
4 1.30 1.00 .30 1.00 4.30 1.00 3.70 2.30
5 3.00 .70 .70 1.00 3.70 1.30 4.00 2.30
6 1.30 1.00 .30 .30 2.70 2.00 2.30 1.70
7 .30 1.00 1.30 1.00 3.30 2.00 5.30 3.00
8 1.70 .70 2.70 .70 1.00 .70 3.30 2.70
9 .70 .30 1.70 1.00 2.30 1.00 3.00 2.30

10 1.70 .70 1.70 1.00 ".00 2.00 1.30 1.00
11 2.30 1.00 1.70 .30 3.00 1.00 3.30 1.00
12 1.70 1.00 .70 .30 2.70 1.30 3.70 .70

Data's erro active joint position sense of non-injury ankle

OlpdlO OIpod10 OIpd20 OIpod20 O1pp15 O1pop15 OIppJO cnpop3O

1 1.00 1.00 .70 .70 1.70 1.00 2.00 1.70
2 1.30 1.30 2.00 2.00 2.30 2.00 3.00 2.30
3 2.30 2.00 1.70 1.70 .70 1.00 1.30 1.00
4 1.00 2.00 4.00 3.00 5.00 3.70 3.30 3.00
5 1.00 UIO 2.00 1.70 4.00 3.70 2.30 2.00
6 1.00 1.00 .30 .70 1.30 .30 1.70 1.00
7 2.00 1.00 2.70 1.30 3.00 1.70 2.30 1.30
8 3.00 1.70 2.70 2.00 3.00 1.70 4.30 3.00
9 2.70 .70 3.00 2.00 3.00 1.70 4.30 2.70

10 2.30 1.30 3.70 2.00 2.00 1.30 4.70 2.70
11 1.30 .30 3.70 2.00 2.30 1.30 330 2.QO

12 2.30 2.00 4.00 3.00 5.00 3.70 3.30 2.70

Inpdl0 Inpodl0 lnpd20 inpod20 Inpp15 inpop15 inppJO InpopJO
1 1.70 1.(10 2.00 2.30 1.30 130 1.70 1.00
2 1.70 2.30 5.70 1.30 2.70 3.00 2.30 4.70
3 2.30 .70 1.00 1.00 2.00 1.00 3.00 .70
4 1.00 1.70 2.00 1.70 1.70 2.00 6.70 2.70
5 .30 1.00 1.00 1.30 4.70 1.00 2.70 1.30
6 2.00 1.00 .70 1.00 2.30 2.00 1.00 .70
7 1.70 1.00 2.30 1.00 1.70 2.00 2.00 1.70
8 6.00 5.00 1.70 1.00 2.30 1.00 4.70 3.30
9 1.30 .70 3.00 2.00 .70 .70 2.70 1.70

10 2.00 .70 2.70 1.00 1.70 1.00 4.30 2.30
11 1.70 .70 1.70 .70 2.30 1.00 1.70 .70
12 2.00 .70 1.70 .70 3.00 .70 1.70 1.00



Center of pressure data

Pre-test injury ankle

Trial 1 Trial 2 Trial 3 Trial 4 Trial 5
Group

T(mm) L(mm) A (mm) T(mm) L (mm) A (mm) T(mm) L (mm) A (mm) T(mm) L (mm) A (mm) T(mm) L (mm) A (mm)

Control 1 32.47 136.37 4427.93 27.78 113.94 3165.25 34.67 117.33 4067.83 24.80 145.80 3615.84 30.62 130.26 3988.56

Control 2 28.90 123.36 3565.10 30.82 115.48 3559.09 30.00 113.98 3419,40 27.78 126.53 3487.22 21 .20 128.81 2717.89

Control 3 25.58 140.28 3588.36 26.36 103.28 2722.46 20.12 130.36 2622.84 20.05 106.4 2133.32 27.64 118.43 3273.41

Control 4 27.13 110.8 3006,00 28.32 137.34 3889.47 25.40 125.91 3198.11 30.63 110,52 3385,23 33.17 135.72 4501.83

Control 5 32.97 82.44 2718.05 42.24 63.62 2687.31 33.75 92.87 3134.36 27.68 88.59 2443.31 30.61 72.68 2224.74

Control 6 58.47 123.68 7231 .57 36.11 123.68 4466.09 50.11 128.21 6423.32 61 .66 121.47 7489.84 51.60 114.81 5924.20

Control? 26.42 100.78 2662.61 22,75 123.23 2803.48 27.35 117.64 3214.72 29,96 93,54 2802.46 60,63 106,76 6594,12

Control B 48.64 102.26 4963.70 30.64 82.57 2529.95 42.44 92.79 3938.01 34.67 125.38 4346.93 34.59 107.62 3722,58

Control 9 28.69 139,87 4012.87 36.54 110.23 4027.80 35.23 122.50 4315.68 37.01 132.76 4913.45 37.08 137.09 5083,30

Control 10 41.21 103,69 4273.07 32.26 125.52 4049.28 37.74 113.36 4278,21 43.03 114.48 4926.07 43.86 170.60 7478,13

Control 11 42.87 111,23 4768.43 30.18 107.62 3247.97 25,09 117,94 2959.12 31.62 94.61 2988.41 34.29 106.80 3662.17

Control 12 34.91 140.80 4916.33 39.33 122.38 4813.21 41.21 114.69 4726.38 29.13 119.75 3488.32 47.47 135.33 6424.12 ce
I\J



Post-test injury ankle

Trial 1 Trial 2 Trial 3 Trial 4 Trial 5
Group

T(mm) L(mm) A (mm) T(mm) L(mm) A(mm) T (mm) L(mm) A (mm) T(mm) L(mm) A (mm) T(mm) L(mm) A (mm)

Control 1 23.76 126.46 3004.69 24.93 112.56 2806.12 22.44 134.61 3020.65 37.57 123.26 4630.88 27.20 115.94 3153.57

Control 2 26.14 106.69 2788.68 23.09 97.16 2243.42 22.16 81 .76 1811 .80 28.39 104.48 2966.19 23.22 97.51 2264.18

Control 3 33.64 120.34 4048.24 37.53 92.29 3463.64 27.51 83.80 2305.34 19.05 128.25 2443.16 25.36 79.97 2028.04

Control 4 20.20 126.31 2551.46 20.79 86.24 1772.14 23.08 86.48 1995.96 24.44 90.81 2219.40 22.14 98.24 2175.03

Control 5 40.76 85.52 3465.80 34.19 87.54 2992.99 39.18 73.35 2873.85 35.05 66.93 2346.90 43.77 77.41 3382.82

Control 6 21 .50 81.59 1754.19 19.05 122.11 2326.20 29.04 99.25 2882.22 25.55 73.79 1885.34 20.86 84.61 1764.97

Control 7 36.47 70.07 2555.45 20.06 93.66 1878.82 28.41 119.30 3389.31 29.88 67.44 2015.11 24.03 79.23 1903.90

Control B 21 .70 98.42 2135.71 28.86 92.41 2666.95 24.45 75.52 1846.46 21 .69 86.76 1881.82 24.20 90.79 2197.12

Control 9 36.67 123.37 4523.98 32.18 107.79 3468.68 24.44 99.99 2443.76 30.11 102.68 3091.70 26.95 122.22 3293.83

Control 10 30.03 120.12 3607.20 28.75 104.51 3004.66 39.98 99.81 3990.40 34.12 102.36 3492.52 43.27 119.20 6167.78

Control 11 22.51 138.53 3118.31 19.36 116.20 2230.27 33.40 106.90 3570.46 39.62 74.65 2957.63 30.76 85.87 2641.36

Control 12 35.05 122.05 4277.86 29.81 111.21 3315.17 32.41 107.62 2487.96 27.99 126.64 2544.65 20.39 127.38 2697.28
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Pre-test non-Injury ankle

Trial 1 Trial 2 Trial 3 Trial 4 Trial 5
Group

T (mm) L(mm) A (mm) T(mm) L(mm) A(mm) T(mm) L(mm) A(mm) T(mm) L(mm) A(mm) T (mm) L(mm) A(mm)

Control 1 47.06 160.98 7575.72 35.68 131.89 4705.84 40.13 148.00 5939.24 35.19 122.29 4303.38 45.90 126.41 5802.22

Control 2 30.37 128.19 3893.13 15.12 156.53 2366.73 15.34 92.15 1413.58 20.15 125.87 2536.28 20.42 125.36 2559.85

Control 3 24.76 120.24 2977.14 30.19 124.26 3751.41 20.88 106.25 2218.50 24.38 114.04 2780.30 25.04 140.65 3521.88

Control 4 26.67 103.29 2754.74 25.27 126.70 3201.71 26.5 124.78 3306.67 40.00 129.63 5185.20 38.96 121 .10 4718.06

Control 5 25.68 73.56 1889.02 36.51 76.05 2776.59 44.44 110.34 4903.51 29.40 87.67 2577.50 34.02 85.63 2913.13

Control 6 55.95 121 .82 6815.83 44.45 133.78 5946.52 55.51 123.27 6842.72 48.27 111.29 5371.97 55.67 144.28 8032.07

Control 7 16.64 115.55 1922.75 15.81 115.10 1819.73 14.05 112.60 1582.03 16.16 112.61 1819.78 15.69 113.99 1788.50

Control 8 45.94 120.79 5549.09 33.63 118.10 3971.70 23.16 124.44 2882.03 24.31 108.42 2635.69 23.31 117.95 2749.42

Control 9 28.56 110.28 3149.60 30.18 108.29 3268.19 27.45 97.51 2676.65 36.72 102.36 3758.66 37.69 108.86 4102.93

Control 10 29.95 123.35 3694.33 32.23 103.32 3330.00 40.11 130.27 5225.13 30.97 101.11 3131.07 34.84 116.80 4069.31

Control 11 28.93 122.57 3545.95 27.23 133.13 3625.13 39.41 120.38 4744.18 29.81 138.05 4115.27 25.02 128.67 3219.32

Control 12 38.76 136.56 5293.07 40.05 112.25 4495.61 28.79 121.78 3506.05 42.78 119.75 5122.91 47.27 155.16 7334.41

~



Post-test non-injury ankle

Trial 1 Trial 2 Trial 3 Trial 4 Trial 5
Group

T(mm) L(mm) A (mm) T (mm) L(mm) A(mm) T (mm) L(mm) A (mm) T(mm) L(mm) A(mm) T(mm) L(mm) A(mm)

Control 1 26.69 130.09 3472.10 19.24 117.68 2264.16 27.08 126.23 3472.47 21 .21 116.16 2463.75 37.51 135.07 5066.46

Control 2 15.81 113.31 1791.43 23.19 70.35 1631.42 22.27 87.46 1948.18 16.15 79.12 1277.79 19.33 87.69 1693.12

Control 3 20.00 102.5 2050.00 15.08 71.96 1065.16 18.80 96.29 1610.25 22.52 121.25 2730.56 20.40 60.54 1644.04

Control 4 24.99 115.84 2894.64 27.56 105.07 2895.73 27.19 95.96 2609.70 32.38 104.44 3361.77 24.73 103.32 2555.10

Control 5 40.65 93.23 3789.80 35.71 85.66 3058.92 32.28 74.29 2398.08 36.68 70.18 2574.20 41.93 80.34 3368.66

Controle 24.42 123.68 3020.27 38.58 96.70 3730.69 33.70 120.44 4058.83 40.55 91.64 3724.11 23.41 108.09 2530.39

Control? 37.92 83.91 3181 .87 27.87 79.39 2212.60 25.43 116.17 2954.20 29.17 92.66 2702.89 29.86 103.17 3080.66

Control B 15.44 73.49 1134.69 15.78 82.55 1302.64 13.51 100.39 1356.27 17.31 75.61 1308.81 16.86 83.76 1412.19

Control g 27.75 121.25 3364.69 34.53 103.78 3583.52 29.01 114.93 3334.12 36.56 109.65 4008.80 42.00 101.29 4254.18

Control 10 34.59 112.23 3882.04 25.02 93.13 2330.11 26.76 122.08 3266.86 37.79 99.78 3770.69 21.34 102.53 2187.99

Control 11 36.67 123.53 4529.85 22.13 106.78 2340.91 29.93 120.17 3596.69 27.74 127.28 3530.75 19.23 128.29 2370.87

COntrol 12 36.28 123.38 4352.85 28.93 138.53 4007.67 30.07 101 .07 3039.16 41.21 100.01 4121.41 43.16 101 .77 4392.39
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Pre-test Injury ankle

Trial 1 Trial 2 TI1al3 Trial 4 Trial 5
Group

T(mm) L(mm) A(mm) T (mm) L(mm) A (mm) T (mm) L(mm) A (mm) T (mm) L(mm) A (mm) T(mm) L(mm) A (mm)

Intervention 1 34.80 118.06 4108.49 63.19 150.67 9520.84 36.38 142.77 5193.97 50.64 124.61 6310.25 29.24 129.52 3787.17

Intervenllon 2 53.67 120.96 6493.00 43.82 124.25 5444.64 69.80 170.50 11900.9 55.82 151 .53 8456.41 55.79 141.84 7913.26

Intervenllon 3 41 .30 113.35 4661 .36 43.40 156.67 6606.16 33.53 94.01 3152.16 37.59 116.26 4370.21 41.23 131 .41 5416.03

Intervention4 29.76 126.79 3832.79 26.22 120.68 3169.47 32.21 142.51 4590.25 25.69 173.32 4452.69 26.06 137.54 3584.29

Intervention 5 69.75 132.95 7943.76 50.56 123.45 6241.63 37.79 125.94 4759.27 23.67 131.39 3110.00 34.26 126.26 4326.19

Intervention 6 43.37 243.40 10656.26 70.27 142.37 10004.34 56.59 127.93 7495.42 52.52 109.00 5724.66 57.55 106.01 6100.68

Intervention 7 38.72 163.76 5643.66 63.66 132.42 8416.62 49.59 143.44 7113.19 30.03 149.25 4481.98 45.35 113.74 5166.11

Intervantlon8 22.92 103.03 2361.45 25.62 101 .71 2605.81 36.95 100.67 3727.15 33.75 95.24 3214.35 29.61 99.10 2954.17

Intervention9 46.50 158.50 7370.25 32.32 127.46 4119.51 35.62 165.38 5690.84 24.61 180.47 4441 .37 34.75 194.99 3639.55

Intervention 10 45.34 136.61 6148.56 25.43 86.15 2190.80 23.09 89.39 2064.02 36.78 111.98 4006.64 32.41 105.77 3428.01

Intervention 11 32.02 129.89 4159.08 31 .73 154.54 4903.55 28.47 142.22 4049.00 28.79 137.96 3971.87 35.71 139.39 4977.62

Intervention 12 20.02 111.21 2226.42 22.44 123.37 2766.42 26.08 128.09 3212.50 23.56 120.88 2847.93 21.45 120.90 2593.31
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Post-test injury ankle

Trial 1 Trial 2 Trial 3 Trial 4 Trial 5
Group

T (mm) L(mm) A(mm) T (mm) L(mm) A(mm) T(mm) L(mm) A(mm) T (mm) L(mm) A(mm) T(mm) L(mm) A (mm)

Interventlon 1 37.66 237.18 8932.20 59.06 139.99 8270.61 53.33 147.93 7889.11 60.62 175.76 10669.72 52.13 181.19 9445.44

Intervention 2 41.31 134.48 5555.37 68.71 241.32 14167.90 62.10 171.66 14111.35 43.13 157.42 6789.53 44.08 173.32 7639.95

Interventlon 3 30.08 108.20 3254.66 38.64 94.05 3624.69 29.68 93.58 2777.46 27.12 108.30 2937.10 46.38 90.93 4399.19

Intervention 4 24.98 138.82 3467.72 21.35 132.32 2825.03 23.53 92.81 2183.82 28.55 114.16 3259.27 37.74 95.34 3598.13

Intervention 6 45.83 86.48 3917.65 51 .17 81 .07 4148.35 37.36 120.00 4483.20 49.90 87.62 4372.24 36.36 77.16 2806.27

Interventlon 6 38.03 113.95 4333.62 49.86 127.4 6352.16 42.13 121.95 5137.75 30,19 100.0 3019.00 40.04 112.66 4511.71

Intervention 7 21.92 132.78 2910.54 31.96 103.24 3299.55 24,32 109.42 2661.09 29.18 82.16 2397.43 53.33 106.90 5700.98

Intervention e 24.15 110.66 2670.99 22.01 93.60 2060.14 21.80 62.99 1373.18 20.30 125.04 2538.31 22.49 75.42 1696.20

Intervention 9 21.07 160.51 3171.26 20.74 133.33 2765.26 22.73 176.06 4047.30 22.55 166.66 3758.18 20.46 105.38 2156.08

Intervention 10 35.43 99.29 3517.85 45.52 119.42 5436.00 46.16 111.23 5134.38 33.65 89.26 3003.60 45.24 104.80 4741.15

Intervention 11 25.64 118.92 3049.11 25.89 122.50 3171.53 21.62 124.61 2694.07 22.63 118.52 2682.11 28.63 125.70 3598.79

Intervention 12 19.51 102.22 1994.31 37.27 96.49 3670.72 23.64 117.14 2757.48 19.57 102.40 2003.97 22.30 106.67 2376.74
(Xl
--J



Pre-test non-injury ankle

Trial 1 Trial 2 TI1al3 TI1al4 Trial 5
Group

T (mm) L (mm) A(mm) T (mm) L(mm) A (mm) T (mm) L(mm) A(mml T(mm) L(mm) A (mm) T(mm) L(mm) A (mm)

Intetvent/on 1 43.47 106.44 4626.95 41.27 96.64 3988.33 40.02 111 .84 4475.84 40.88 103.27 4221 .68 52.44 149.73 7851 .84

Intetventlon 2 69.00 156.95 10829.55 31 .92 153.36 4895.25 37.05 117.34 4347.45 39.25 119.30 4682.53 38.39 136.75 5249.83

Intetventlon 3 39.20 114.60 4492.32 27.56 124.00 3419.92 23.34 101.68 2373.21 39.53 151 .72 5997.49 32.40 93.72 3036.53

Intetventlon 4 55.58 155.20 8626.02 35.06 165.95 5818.21 28.98 148.98 4317.44 37.21 178.28 6633.80 64.41 167.04 9088.65

Inletven1lon 5 31.84 115.52 3678.16 27.97 166.56 4715.18 36.45 177.04 6463.11 29.00 111 .10 3221.90 36.96 135.66 5013.99

Intetventlon 6 62.04 126.36 6623.73 39.40 136.44 5375.74 31 .10 149.87 4660.96 52.13 189.46 9876.03 36.24 150.28 5446.16

Intervention 7 36.03 112.59 4056.62 58.29 99.70 6811.51 57.22 100,48 5749.47 42.49 122.33 5197.80 47.98 100,11 4803.28

Intervention8 22.76 106.50 2423.94 21 .64 127.30 2754.11 35.86 96.47 3459.41 23.42 177.41 4154.94 26.41 96.95 2560.45

Interventlon 9 43.26 188.29 8145.43 40.52 138.31 5604.32 47.89 147.27 7052.76 51 .33 154.16 7913.03 41.75 157.02 6555.59

lntervarnlon 10 27.59 137.53 3794.45 24.19 148.18 3584.47 31.34 121 .45 3806.24 28.57 132.09 3773.81 21 .81 134.80 2939.99

Intervention 11 36.08 93.90 3387.91 35.68 83.14 2958.12 47.08 102.35 4818.64 33.01 124.80 4119.66 27.45 102.35 2809.51

Intetventlon 12 32.85 91.62 3009.72 28.32 85.19 2412.58 27.34 82.78 2263.21 26.63 106.31 3967.40 29.75 107.30 3192.18
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Post-test'non-lnlory ankle

Trtal1 Trial 2 TI1al3 Trial 4 TI1al5
Group

T(mm) L(mm) A (mm) T (mm) L(mm) A(mm) T(mm) L(mm) A(mm) T(mm) L(mm) A(mm) T(mm) L(mm) A(mm)

Intervention1 37.73 124.64 4702.67 54.02 180.66 9759.25 46.05 191.02 8796.47 33.74 139.29 4699.65 42.91 226.66 9725.98

Intervention 2 54.70 150.18 8214.85 50.12 139.59 6996.25 48.78 128.62 6274.08 56.75 159.75 9065.81 45.65 92.76 4234.49

Intervention3 28.96 96.26 2787.69 20.50 127.07 2604.94 27.71 92.74 2569.83 37.96 103.51 4157.00 18.25 116.06 2118.10

Intervention 4 31 .73 126.10 4001.15 44.91 95.84 4304.17 33.09 132.47 4383.43 29.84 84.02 2507.16 28.37 87.30 2476.70

Intervention 5 44.44 126.25 5610.55 29.63 129.87 3848.05 26.52 96.70 2564.48 40.72 100.40 4088.29 52.67 122.21 6436.80

Intervention 6 44.90 149.72 6722.43 25.87 105.29 2723.85 65.45 117.15 7667.47 30.65 97.26 2981 .02 41.73 117.38 4898.27

Intervention7 28.75 85.46 2456.98 24.16 98.08 2369.61 21.91 79.42 1740.09 23.47 140.61 3300.12 24.56 100.88 2477.61

Intervention 8 30.19 76.15 2298.97 27.08 114.73 3106.89 30,77 122.91 3781.94 34.68 85.40 2961.67 26.24 89.91 2359.24

Intervention 9 28.56 134.77 3849.03 38.39 155.67 5976.17 26.13 157.95 4127.23 28.74 138.25 3973.31 29.30 135.78 3978.35

Intervention 10 17.14 76.94 1318.75 33.26 74.86 2489.84 19.74 108.93 2150.28 21 .61 96.06 2075.86 22.95 139.17 3193.95

Intervention 11 37.31 129.76 4841.35 32.00 119.99 3839.68 21.47 116.42 2499.54 44.41 109.80 4876.22 29.44 112.22 3299.27

Intervention 12 28.71 86.77 2491 .17 30.26 108.34 3278.37 28.42 102.09 2901.40 28.36 75.73 2147.70 28.95 109.16 3160.18
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inappropriate foot positioning prior to touchdown has been hypothesized to be a

fundamental cause of ankle spra ins

~bla1:Jr
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Figure 2.7 A view of the foot and ankle from behind at touchdown when performing a

cutting or side-shuffle movement. The moment arm of the ground reaction force about

the subtalar joint when the foot is flat (left) is much smaller than the moment arm when

the foot is supinated (right).
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Figure 2.8 A view of the foot and ankle in the sagittal plane at touchdown when

performing a cutting or side-shuffle movement. The moment arm of the horizontal

component of the ground reaction force about the subtalar joint when first contact is

made with the heel (left) is much smaller than the moment arm when the foot is

plantarflexed and first contact is made at the toe (right).

Caulfield B. and Garrett M. (2004) observed changes in ground react ion force

during jump landing in subjects with functional instability of the ankle joint. Fourteen

subjects with unstable ankles and 10 age, sex and activity matched controls performed

five single leg jumps onto a force platform whilst ground reaction forces were sampled.
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The disordered force pattems observed in subjects with functional instability are likely to

result in repeated injury due to significant increase in stress on ankle joint structures

during jump landing. They suggested that subjects are most likely to result from deficits

in feed-forward motor control. Nyska M. et al (2003) examined changes in the pattem

of force transfer between the foot and the floor associated with chronically sprained

ankles by measuring the peak forces and their timing under several regions of the feet

during level walking. Twelve young male subjects with recurrent ankle sprains were

studied. Twelve healthy men served as a control group. In patients with chronic ankle

instability, there was a slowing down of weight transfer from heel strike to toe off, a

reduced impact at the beginning and end of the stance phase, and a lateral shift of

body weight. Becker HP. at al (1996) studied patients with longstanding chronic ankle

instability to demonstrate whether dynamic measurement of plantar pressure distribution

could identify patients with functional ankle instability. Sixty five patients were measured

and calculated intraindividually, compared with a group of 100 healthy subjects. Plantar

pressure patterns were measured during gait using a capacitive platform. Dynamic

measurement of plantar pressure could identify a group of patients walking on the

lateral side of the unstable foot when compared with the stable foot. This finding

explained the deficit of peroneal strength during stance phase based on a

proprioceptive defect after trauma. Simpson K. J. and Jiang P. (1998) determined foot

landing position influenced on the ground reaction forces of two coordinate systems

during gait. Thirty females were assigned to a foot landing group: toe-out, toe-in or

neutral. Each participant walked 10 trials across a force platform while three­

dimensional motion was captured. For toe-out participants. greater media-lateral

ground reaction forces of the room coordinate system indicate excessive forces are

generated by toe-out participants that do not contribute to moving the participant

forward. Furthennore, mediolateral loading on the foot increases proportionally with the

degree of toe-out.

In previous study, patients with ankle instability or abnorma l foot would have

abnormal ground reaction force when compared with normal foot. Addition, they had

reaction time less than normal foot.
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The basketball players had ankle instability because of the ankle sprain .

Ankle sprain caused proprioceptive signal deficit and it also caused ground reaction

force which came from jump landing.

These stud ies showed that proprioceptive training will improve patients

function by decrease rate of the occurrence of ankle instability. We are interested in

applying proprioceptive training for rehabilitation program in injured basketball players

with ankle instability. We would like to study the effect of proprioceptive training,

especially with ankle disc, by measuring proprioception and ground reaction force in

ankle injured basketball players with instability program compare to traditional training .



CHAPTER III

Research Methodology

Research design

This study is an experimental research which aims to examine the effect of

proprioceptive training on basketball players and ankle instability.

Research methodology

Population and Sample

In this study, the target population was Thai basketball players who play in

basketball association and have ankle joint-instability in age 18-30 years old. The

samp les were Thai basketball players who play in the assoc iation and have ankle joint­

instability in age 18-30 years old who were recruiting by following the inclusion criteria.

Inclusion Criteria

Being Thai male basketball players who play in assoc iation and

have experience at least 3 years.

Have history of inversion ankle sprain more than 2 times in 6 month.

Have ankle instability or feel give way (Anterior Drawer Test:

positive)

Exclusion Criteria

Have history of ankle joint fracture or operate of ankle joint

Have muscles weakness around ankle joint

Have limit range of movement in ankle joint

Have pain when move ankle joint


	Cover (Thai) 
	Cover (English) 
	Accepted 
	Abstract (Thai)
	Abstract (English) 
	Acknowledgements 
	Contents
	Chapter I Introduction
	Research question
	Objective
	Hypothesis
	Conceptual Framework
	Scope of research
	Limitation
	Key Words
	Operational Definition
	Expected benefits and applications

	Chapter II Review of the Related Literatures
	Ankle sprains
	Definition of Proprioception
	Anatomy of Mechanoreceptors
	Skeletal Muscle Mechanoreceptors
	Articular Mechanoreceptors
	Cutaneous Mechanoreceptors
	Physiology of Mechanoreceptors
	Contribution of Skeletal Muscle Mechanoreceptors
	Contribution of Articular Mechanoreceptors
	Contribution of Cutaneous Mechanoreceptors
	Factors Affecting Proprioception
	Ground reaction force

	Chapter III Research Methodology
	Research design
	Population and Sample
	Inclusion Criteria
	Exclusion Criteria
	Sample size

	Sample size calculation
	lnstruments
	Assessment of the Ability to Perceive Joint Position
	Data collected from Force-plate
	Procedure
	Data anatysts

	Chapter IV Results
	Characteristics of the subjects
	Joint position sense
	Center of Pressure data

	Chapter V Discussion and Conclusion
	Joint position sense
	Center of Pressure
	Conclusion
	Limitat ion & Recommendation

	References 
	Appendix 
	Vita

	Button1: 


