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INTRODUCTION
Whether treated in a visit to the emergency department or
podiatrist’s office, ankle sprains are among the top ailments
affecting the lower extremity. There are approximately 2
million acute ankle sprains occurring every year in the US
(1). Although an acute ankle sprain can happen to anyone,
there are certain factors that place younger, more athletic
individuals at higher predilection for injury.
Lateral ankle sprains, also known as inversion ankle
sprains, account for 25% of all injuries to the musculoskeletal
system and 50% of all sports-related injuries (1). The
structures at risk for injury involve the anterior talofibular
ligament (ATFL), the calcaneofibular ligament (CFL) and
the posterior talofibular ligament (PTFL). The ATFL is
known to be the most commonly-injured lateral ligament
simply due to the mechanism of injury. This places the
ATFL on stretching tension and is the same mechanism for
a supination adduction ankle fracture. The symptoms of a
lateral ankle ligament injury involve pain, difficulty walking,
tenderness, swelling, and ecchymosis. It is important to keep
in mind the focal areas of tenderness mentioned in Ottawa
Ankle Rules to rule out an ankle fracture (1). It should be
noted that in cases of complete ligament rupture, patients
often have immediate swelling with an inability to bear
weight. In lateral ankle ligament sprains, there is typically a
delayed onset of swelling and the ability to continue physical
activity (1).

CLASSIFICATION
Kaikkonen et al described a classification of lateral ankle
sprains based on the severity of injury. In grade 1 injuries,
there is stretching of the lateral ankle ligaments without
macroscopic tearing. Grade 2 injuries involve partial
macroscopic tears, while grade 3 injuries describe complete
ligament rupture (2). After rupture of the ATFL, internal
rotation forces increase and place greater stress on the
remaining lateral ligaments. The calcaneofibular ligament is
often the next to be injured.
Specialized clinical examinations have been described to
identify the integrity of the ATFL and CFL ligaments, since
these are the most commonly injured. The anterior drawer
test is highly specific in testing for ATFL injury. To perform
the test, the lower leg must be stabilized with one hand and
the foot held in neutral position with the other. The heel
should be grasped and an anterior translation force applied

to the heel. Often, performing the examination under
anesthesia may reduce any patient guarding and produce
better results. Results greater than 4 mm of translation is
indicative of disruption of the ATFL (2).
The integrity of the calcaneofibular ligament is tested
via the talar tilt test. To perform this examination, the ankle
is held in neutral position and an inversion force is applied
to the ankle with comparison to the non-injured side. More
than a 5 to 15 degree difference between sides is indicative
of disruption to the CFL. These specialized tests can also be
performed under fluoroscopy as well. The anterior drawer
test is best performed with a lateral radiograph and the talar
tilt test is best performed with an anteroposterior radiograph.
Magnetic resonance imaging (MRI) can be helpful in the
diagnosis of lateral ankle ligament injury as well. Visualizing
the ligaments is often best seen in axial and coronal views.
In a study by Endele et al, however, the authors suggested
that MRI is not in fact all that useful. In acute lateral ankle
sprains, they noted MRI caused changes to a patient’s
diagnosis only 20% of the time. Their results suggest saving
MRI for cases that are unresponsive to initial treatment of
RICE (rest, ice, compression, and elevation) (3).

TREATMENT
Treatment of lateral ankle sprains consists of incorporating
RICE in the acute phase followed by early movement with
rehabilitation. Mattacola and Dwyer divided the stages
of the rehabilitation process into early, intermediate, and
advanced rehabilitation categories. In the early rehabilitation
stage, range of motion and strength training are key. The
intermediate stage involves proprioceptive training and the
advanced stage involves sport-specific exercises. Although it
is helpful to place the rehabilitation process in stages, there
was no clear recommended timeline for moving to the next
phase; therefore progression should be based on how well
the patient tolerates the activity (4).
Wearing an ankle brace during physical activity has
been shown to not only allow for restrictive support, but
also production of greater proprioceptive feedback (1). In
total, ankle sprains can take anywhere from 6 weeks to 3
months to recover, with full recovery taking up to 1 year.
During that time, the strength of the ligaments is only 80%
of the preinjury strength. This makes those with an acute
ankle sprain twice as likely to sustain a reinjury within the
same year (5). Perhaps the most common modality seen in
physical therapy regimens to prevent this is the use of the
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BAPS board (biomechanical ankle platform system). The
vast majority of ankle sprains can be treated conservatively,
however, for more high-profile athletes and those with
chronic ankle instability, surgery may be a more preferred
option (2).
While pediatric patients may have goals of becoming the
next great professional athlete, it is important to emphasize
the importance of cross training to prevent burnout and
injury. There are many benefits to encouraging youth
athletics beyond the obvious health benefits. Early activity
in sports promotes additional social and psychological
benefits as well. In fact, it has been shown that children
with a higher body mass index are at a higher risk for injury
(6). In a study involving three injury surveillance programs
in youth, high school, and college sports where injuries are
reported by athletic trainers, it was shown that the highest
rate of lateral ankle sprains occurred at the collegiate level
(7). Another study looking at involvement in NCAA
sports reported that lateral ankle sprains made up 73% of
all college athletic injuries. It was theorized by the authors
that this is likely due to more competition and less time for
breaks at that level of sport. Throughout the varied levels
of pediatric sports, there was a higher rate of ankle sprains
in competition compared to practice, and a higher level or
recurrence of ankle sprains was seen at the younger, youth
level.
In looking at which sport was more likely to have injury,
it was noted that both basketball and soccer have the highest
amounts. Most injuries in these sports occur during contact
and both of these sports involve multiple jumping, landing,
and directional changes (8). Especially in these mentioned
sports with the high-risk athlete, ankle bracing was shown

to reduce the incidence, but not the severity of lateral ankle
sprains (4). In a study by Olmstead et al however, they noted
that greater efficacy of ankle bracing is seen in those with a
history of a previous ankle sprain rather than using the ankle
brace in those without a prior history of injury as a means
of preventative therapy (9). With the goal of preventing
long-term complications, such as chronic ankle stability, it
is important for continued research of injury prevention for
our youth population.
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