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Ligamentous injuries of the ankle are one the most common problems seen by
general practioners and emergency physicians.e The bones involved in
anklearticulation are the distal tibia and fibula, including the malleoli and the talus.
The talus is a wedge-shaped bone that is wider anteriorly than posteriorly and fits
into the mortise formed by the bound tibia and fibula.* This articulation is maintained
by many ligamentous attachments, on the lateral side by the anterior talofibular,
calcaneofibular and posterior talofibular ligaments and medially by the deltoid
complex of ligaments.» The most common mechanism of injury in ankle sprains is a
combination of plantarflexion and inversion. The lateral stabilizing ligaments, are
most often damaged. The anterior talofibular ligament is the most easily injured.
Concomitant injury to this ligament and the calcaneofibular ligament can result in
appreciable instability.» Medial ankle stability is provided by the strong detoid
ligament, the anterior tibiofibular ligament and the bony mortise. In medial ankle
sprains, the mechanism of injury is excessive eversion and dorsiflexion.s Ankle
trauma is evaluated with a careful history (situation and mechanism of injury,
previous injury to the joint, etc.) and careful physical examination (for example,
inspection, palpation, weight-bearing status, special tests, MRI and arthroscopy).-
Ankle sprains have been characterized as either grade |, grade Il or grade lll.
Complete rupture of the ligament is indicative of a grade Ill sprain (unstable ankle).
The diagnosis of ankle instability through the use of talar tilt (or stress) x-rays. In a
healthy ankle, this tilt should only extend to about 50; in the patient with an unstable
ankle, the tilt will extend to 15-200 on x-ray. Treatment of grade Il sprains remains
controversial. There is much debate in the literature regarding the use of surgical
intervention versus casting. Precence of associated intra-articular lesions
(osteschondral fracture), positive anterior drawer test, talar tilt more than 15 deg and
widened mortise, are indications of surgical treatment of acute ankle sprain.e If the
sprain happens frequently and pain continues for more than four weeks to six
weeks, they may have a chronic ankle sprain. Activities that tend to make an already
sprained ankle worse include stepping on uneven surfaces, cutting actions and
sports.e Chronic ankle instability is either functional (due to proproceptive defect) or
-mechanical (due to ligamentous laxity), and sometimes associated with occult intra
articular lesion such as chronic synovitis, impingement syndrome and chondral
lesion.» Which may require pre-operative arthroscopic diagnosis and treatment.
Failure of conservative treatment of Chronic ankle instability indicates surgical
treatment.e Surgical intervention falls into two main categories. The first is anatomic
reconstruction, in which the stretched or torn ligament is repaired and allowed to
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heal in a shortened position.* The second type of surgery is persooneal substitution
ligament reconstruction, a procedure in which the ligament is replaced with a piece
of tendon from the patient’s ankle, in the latter procedure, holes are drilled into the
bone in order to secure the tendon, providing a very strong and stable connection.e
Allograft reconstruction of the lateral ligaments of the ankle is a method of
treatment which restores stability, without sacrificing normal tendons. The use of
allograft eliminate morbidity at the donor site.Chronic rupture of the distal
tibiofibular syndemosis:When diastasis has been present longer than 3 months, it is
highly likely that significant arthritis has begun. In this case, arthrodesis of the distal
tibiofibular joint may be necessary if symptoms are sufficiently severe. If arthritis is
not significant, reduction of the syndesmosis and reconstruction of the ligaments are
advisable. Two screw are usually warranted and the two cortices are engaged. The
screws are tightened with the ankle in full dorsiflextion to help avoid over-tightening
and loss of motion.After treatment:A cast is applied fro the base of the toes to the
tibial tuberosity. At 3 weeks the cast is removed, and a walking cast is applied for 4
weeks. At 8 weeks the screw across the joint is removed, and since its head is just
beneath the skin, its removal is usually easy. Prompt removal is hecessary because
the screw becomes loose and sometimes breaks within the tibiofibular joint.Ankle
instability is one of the commonest complains following ligamentous injuries. Patients
with a confirmed rupture of at least one of the lateral ligaments of the ankle were
randomly assigned to receive either operative or functional treatment. They were
evaluated at a median of 8 years. Compared with functional treatment, operative
treatment gives a better long-term outcome in terms of residual pain, recurrent
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