{JURY CARE AND
ABILITATION
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vidence Based Practice

mendation based on limited quality patient-
d evidence (variation among study findings)

vidence Category C
= Recommendation based on consensus, usual practice,

disease-oriented evidence or case series for studies of
diagnosis, treatment, prevention or screening



le Sprains

.S. each day
all athletic injuries

esult from a m ism of foot inversion

antar flexion

ult in damage to the lateral
tous structures



tatements

ments were presented

Considerations (6)



1agnosiIs

st be vigilant in assessing associated
nd distant to the talocural joint.

should be given to those that
ins or present with similar

Syndrome

Tendon Subluxation
‘Tendonitis

Fracture at the base of the 5" metacarpal

= Synesmotic Ankle Sprains



Jarsal Coalition

between any two adjacent tarsal bones
Cartilaginous, fibrous, or osseous

90% occur at the calcaneo-navicular or talo-
alcaneal joint




arsal Coalition

een an to adjacent tarsal bones
ibrous, or osseous
caneo-navicular or talo-

eal joint
& Symptoms

 at coalition site or adjacent joint
nt tenderness over sinus tarsi

ed ROM

= Peroneal spasm

= Definitive diagnosis through further diagnostic
tests



0ild Syndrome

of cuboid, subluxation of cuboid
uboid joint, or inflammation of
r ligamentous tissue

me or repetitive inversion motion

ful contraction of the peroneal musculature

& Symptoms

Pain over lateral mid-foot
= Pain on palpation of plantar surface of cuboid
= Radiograph displays plantar subluxation of cuboid



"‘-

PeYoneal Tendon Subluxation

1 lateral ankle injury”

peroneal retinaculum leading to
ecurrent subluxation and inflammation of the
eroneal tendon



llendon Subluxation

ateral ankle injury”

eroneal retinaculum leading to
ation and inflammation of the

= Inflammatory signs similar to lateral ankle sprain
= Audible snap at time of injury

= Repetitive snapping or popping sensation with active
dorsiflexion/eversion or passive ankle circumduction



Peroneal Tendonitis

n of the peroneus tendons



eal Tendonitis

of the peroneus tendons

Symptoms
tenderness over muscular structures
al on set

= Inflammatory signs

= Pain with passive inversion and resisted eversion of
the foot



Avulsion fracture
B Jones fracture
Stress fracture




Fracture 5t Metatarsal

Fracture

. Inﬂammatory signs

Definitive diagnosis through further diagnostic
tests



A Posterior edge
or tip of lateral
malleolus - 6 cm 74—»

C Base of fifth
metatarsal

A series of ankle x ray films is required

only if there is any pain in malleolar zone

and any of these findings:

* Bone tenderness at A

« Bone tenderness at B

« |nability to bear weight both immediately
and in emergency department

Malleolar zone '
]
|

Diagnosis

wa Ankle Rules are a valid clinical

B Posterior edge

or tip of media
<J'— malleolus - 6 cm

\

D Navicular

A series of foot x ray films is required

only if there is any pain in mid-foot zone

and any of these findings:

« Bone tenderness at C

* Bone tenderness at D

« |nability to bear weight both immediately
and in emergency department



and Rehabilitation

apy should be applied to acute ankle
e pain, minimize swelling
ease secondary injury. (Ev-C)

mpression should be applied to acute ankle
o minimize swelling. (Ev-C)

- (16) limb with the acute ankle should should
~ be elevated to minimize swelling. (Ev-C)



Compression -Elevation

1.C.E. is nothing new an alternative
treatment has been used that has shown
positive clinical benefits.




nent and Rehabilitation

rehabilitation is more effective than
1 managing grade I and grade 11
5. (Ev-A)

obility Rehabilite

ining Flexband Ankle

thening with Joint Traction

)res proper range of motion P e

in the realignment of *

ligamentous tissue as healing occurs

- o Prevents muscle atrophy through

early resistive training '
«
k




1t and Rehabilitation

stimulation can be used as an
nize swelling during the acute

‘rent

- Monopolar pad placement (dispersive at lumbar region, active
~ pads at medial and lateral malleolus)

= Negative polarity proved move effective in edema
reduction (repels negatively charged plasma proteins



ireatment and Rehabilitation

ics can be used to reduce pain and
rehabilitative exercises. (Ev-C)

Kinetics is a rehabilitation technique involving ice
ation followed by progressive active exercises

inetics basically allows exercise which is pain-free,
2]y soon after the injury. The anaesthesia or
numbness arising from ice application does not remove
pain sensing mechanisms, it only removes the current
pain from tissue damage. So if active exercises are too
vigorous pain will still occur.



cryokinetics Application
Procedures

1ersion

n, ice massage, or cold-pack

5 12-20 min.
ore significant than the

nbing generally

atients sensation is
f application
Oe cap



minutes, the duration of

umbing takes 3 to 5 min.

with simple range-of-motion activities and
ss through full-sport activity.



=xercise Progression For an
Ankle Strain

ing range of motion

motion

5 Agility activities






etes perception
f function should be included

oot and Ankle Disability Index

n to Play Considerations

The Foot & Ankle Disability Index (FADI) Score

Cliniclan's name (or ref) Patient's name (o ref

‘answor evary question with one response that most closely describes. on within the past waek. If the activity in question is imted by something other than your
foot or ankle, mark NIA

Mo ificulty st all_Slight diffcuty _ oderst diffcuty Extreme diffcuty_Unabletodo
P r———

o0 even ground without shoes

Walking down hi
oing up stairs
Going down stairs

iking on uneven ground

Sioeping

Coming up o your toes

(o] (0] (0] (o] (0] (e} [0} 0] (0] (a}[e}[e] (0]

Walking i
king 5 minutes or less

iking approximately 10 minul

Light to moderate work (standing, waiking)
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24, Pain at rest
25, Pain during your nomal a

26, Pain first ting in the moming

OOOOE o] (o] (e]le] (0] (e](0] (o] (a](e](e](e]le](e](o][e}(e] (@]a}(e}e] (e}

OOOOE

‘Thank you very much for completing all the questions in this questionnaire.
The Foot & Ankle Disability Index (FADI) Score is 0

(NB. AFADI score may not be calculated if there are greater than 3 missing items.)

There is one further small section to this score. This is optional. Just click below to select
SPORTS MODULE

Reference for Score:
Martin RL, Burdott RG, Irrgang JJ. Development of the Foot and Ankle Disability Index (FADI) J Orthop Sports Phys Ther. 1999; 29: A32-A33

The Foot & Ankle Disability Index (FADI) Score - Sports Module

Cliniclan's name (or ref) Patient's name (or ref

wer every question with one response that most closely describes your condition within the past week. If he actvity in question is limited by something other than your
ankle, mark NIA

No difficulty atall_Slight difficulty _ Moderate difficulty Extreme difficulty _Unable o do
1. Running o

ting. lateral movements

6. Low-impact activities

O
[®)
[®)
(©]
(®]

technique

ot your desied spor % or o8 you woukl e (®)

‘Thank you very much for completing all the questions in this questionnaire.
The Foot & Ankle Disability Index (FADI) Score is 0

\ce for Score:
M L, Burdett RG, Imgang JJ. Development of the Fe
Disability Index (FADI) J Orthop Sports Phys Ther. 1999;29:A32;


http://www.orthopaedicscore.com/scorepages/foot_and_ankle_disability_index_fadi.html

lay Considerations
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urn to play decision making
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Posteromedial Reach Posterolateral Reach

Standing on LEFT limb Standing on RIGHT limb

1 1



http://www.physio-pedia.com/File:SEBT.png
http://www.physio-pedia.com/File:SEBT.png
https://www.youtube.com/watch?v=L8ZSSeDgzJo&feature=player_embedded
https://m.youtube.com/watch?v=OQPUdZYkII8

Diagnosis
al tests for high ankle sprains should be
0 assess injury to the anterior-inferior

sist of palpation, clincial testing, functional
aution, radiographs and MRI if indicated. (Ev-C)

) Syndesmotic ankle sprains should be treated more

- B (34) Sugical fixation should be considered for
syndesmotic ankle sprains that demonstrate widening
of the ankle mortise greater than 2 mm or incongruity
on standard or stress radiographs. (Ev-C)



dyndesmotic Ankle Sprains

= Injury to the tibiofibular joint
= Anterior inferior tibiofibular ligament (AITFL)
= [nterosseous membrane (IM)
= Posterior inferior tibiofibular ligament (PITFL)

Anterior

Lateral




sWndesmotic Ankle Sprains

proximately 11%- 17% of all

| sprain sympto
smotic injury.

= A source of long term impairment

- = Lengthy recovery (twice that of lateral ligamentous
injury)



Viechanism of Injury

= External rotation of talocural joint (ankle)
= Hyper-dorsiflexion

= Force on lateral aspect of foot with athlete in
downed position

Widens the
talocural mortise




"Orthopedic Tests
eze Test

rnal Rotation Test
@ Crossed Leg Test
m Cotton Test (Tibiofibular Shuck Test)
= Fibular Transition Test



Orthopedic Tests

. Stress tests for distal tibiofibular syndesmosis sprains.

Stress Test Description

Cotton'’ The talus is translated from medial to lateral in the ankle mortise. The test result is positive if
there is excessive motion (compared to that of the opposite side) or pain.

Crossed leg® The patient sits with the middle of the injured leg across the top of the opposite knee. Pressure is
applied to the medial aspect of the proximal tibia and fibula at or near the knee to apply shear
strain to the distal syndesmosis ligaments. The test result is positive if there is pain at the distal
tibiofibular joint. This is essentially a functional squeeze test performed by the patient.

External rotation' The patient sits over the side of a examination table with the knee in approximately 90° of
flexion. The examiner stabilizes the leg midway of the tibial shaft and applies an external
rotation moment at the ankle. The test result is positive if there is pain in the region of the
distal syndesmosis ligaments or interosseous membrane.

Fibular translation* The fibula is translated in an anteroposterior direction. The test result is positive with pain in the
region of the distal tibiofibular syndesmosis.

The tibia and fibula are compressed midway up the leg to apply shear strain to the distal

Squeeze?® o : o e S ) Ll .
syndesmosis ligaments. The test result is positive if there is pain at the distal tibiofibular joint.




Jrthop:

=

Taping used in the syndesmosis stabilization

test.5 Patients perform heel raises, walking, running,

and vertical hopping (if possible) before and after 1.5-in.
(3.8-cm) athletic tape is circumferentially applied over the
tibiofibular syndesmosis to provide joint stability. The test
result is positive if the patient’s complaints of pain and/
or instability in the region of the distal syndesmosis are
relieved with the taping.




- PITFL injury

AITFL sprain, IM tearing,

=

njury Grading

All may display
some degree of
deltoid ligament
involvement



aphic Testing

tal Tibiofibular Joint

ar Clear Space (B)

medial border of talus




one Scans

take in region of distal tibiofibular

'agnos1s of synesmotic sprain
r fracture

CT - MR Imaging

een proven superior to radiographs in
Ing precise bilateral comparison
regarding Tib-Fib separation

m Specific clear space measurements



reatment

les should be surgically stabilized

1 be treated with:
rmined
ilization (short leg cast/walking boot)

dorsiflexion with slight internal rotation
gree - 1-3 weeks

= Non-weight baring activities as tolerated
o Limited dorsiflexion



Jreatment Progression

Three-phase rehabilitation program.

Rehabilitation Phase Goals, Sample Treatments, and Criteria for Progression

Acute Goal: Joint protection while minimizing pain, inflammation, weakness, and loss of motion.

Joint protection: Immobilization in a walking cast, boot, custom orthosis, lace-up ankle brace, or
ankle stirrup. External rotation and end-range dorsiflexion are avoided.

Weightbearing. Based on assessment and patient symptoms—uvaries from nonweightbearing to
full weightbearing.

Pain and inflammation control. Compression, elevation, cryotherapy, electrical stimulation,
manual therapy, other modalities, and/or alternative therapies such as acupuncture.

Maintenance of strength and mobility. Gentle motion, cycle ergometer, progressive resistance
exercise with bands, cords, ankle weights, and/or electrical stimulation.

Progressed when: Able to ambulate in full weightbearing on various surfaces and traverse stairs
with minimal discomfort.

Subacute Goal: Normalize joint mobility, strength, neuromuscular control, and return to basic function in

activities of daily living.

Mobility. Low-load, long-duration stretching with cords, bands, or towels; repetitive motion
through the range of motion; cycle ergometer; joint mobilization; and/or aquatic therapy.

Strengthening: Cords, bands, ankle weights, heel raises, step up/down, calf press with isotonic
equipment, and/or neuromuscular training exercises.

Neuromuscular training. Progressive use of air cushions, rocker boards, wobble boards, air-filled
domes, trampolines, or other perturbation of support surfaces.

Progressed when: Can jog and hop with minimal discomfort.

Advanced training Goal: Prepare for return to sports participation.

Neuromuscular training. Perturbation of support surfaces.

Functional/agility drills: Running, jumping rope, hopping, shuffling, carioca, and/or figure-8
running with or without use of props such as cones, hurdles, and ladders.

Strength/power. Advanced strengthening, plyometrics.

Sports-specific drills: Dribbling drills, running reception patterns, shooting balls, skating/
rollerblading.

Return to sports when: Performs sport tasks at game speed with minimal discomfort and quality
movement.







