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Evaluation and Treatment
of Ankle Sprains

OSPTA continues to emphasize patient satisfaction and clinical outcomes.
For the 1st quarter, patient satisfaction was 98%. Our clinical pathways were
met 70% of the time. For all diagnoses, the average number of visits was 9.41.
Our patient’s functional status improved 51%, their perceived improved was
73%, and they experienced a 59% reduction in their pain.

OSPTA congratulates Ms. Mika Hess, PTA and Mr. Jonathan Martin, PTA on successfully passing their state
boards and receiving their physical therapy assistant licenses.

OSPTA is pleased to announce the opening of two additional offices in Carmichaels and Carnegie.
The Carmichaels location opened on Sept. 9, 2002 and is located at: 102 Carmichaels Plaza •
Carmichaels, PA 15320 • Phone (724) 966-2709.

The Carnegie location has a proposed opening date of November 2002 and is located at: Suite G-1 •
Carnegie Borough Building • One Veteran’s Way • Carnegie, PA 15106 • Phone (412) 279-7700.

INTRODUCTION
The most common lesion affecting the ankle is a sprain or tear of one of the ligaments. Approximately

23,000 people have ankle sprains each day in the United States. The most common injury that occurs in sports
related activities is the ankle sprain. During fall sports, the physician and physical therapist will see numerous
ankle sprains. This newsletter will help to educate the reader on the anatomy, severity, evaluation, and conser-
vative treatment options for ankle sprains.

ANATOMY OF THE TALOCRURAL (ANKLE) JOINT
The talocrural joint is a uniaxial, modified hinge, synovial joint located between the talus, the medial malle-

olus of the tibia, and the lateral malleolus of the fibula. This joint is
designed for stability, preventing inward and outward motion, while
allowing adequate dorsiflexion and plantar flexion.

On the medial side of the joint, the major ligament is the deltoid
ligament. This ligament may be sprained, but because of its inherent
strength, an eversion sprain usually results in an avulsion of the tib-
ial malleolus. The lateral aspect of the joint is supported by three lig-
aments: the anterior talofibular (ATF), the posterior talofibular liga-
ment (PTF), and the calcaneofibular ligament (CF) (see figure 1).
Eighty-five to ninety percent of ankle sprains are inversion sprains that involve trauma to these lateral liga-
ments. Since the majority of ankle sprains occur while in plantar flexion, the ligament most prone to injury is
the anterior talofibular ligament followed by the calcaneofibular ligament.

EVALUATION
After an ankle injury, the patient should consult his physician to rule out a fracture, and to be properly diag-

nosed. Upon a visit with a physical therapist, the patient will undergo a history and a musculoskeletal evalua-
tion. When reviewing the history, the patient will recall a traumatic event. The
patient will present characteristics such as: short stance gait, hobbling with a flat
foot, and a lack of both heel strike and push off. After the injury, swelling will
occur within several hours. The examiner will assess range of motion of the ankle
complex. Specific tests to determine the integrity of the ankle ligament can then
be performed. The anterior drawer tests assesses the integrity of the anterior
talofibular ligament, while the talar tilt test exams the calcaneofibular ligament.
The anterior drawer test is performed with the patient supine, foot relaxed and in
20 degrees of plantarflexion. The examiner stabilizes the distal tibia and fibula. A
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forward translation of the talus in the ankle mortise is
then executed (see figure 2). The talar tilt test is per-
formed with the patient in a side lying position with the
foot relaxed. The examiner attempts to tilt the talus into
adduction (see figure 3). The Kleiger test examines the
integrity of the deltoid ligament. During this test, the
patient is seated with knee flexed to 90 degrees. The
examiner then laterally rotates the foot. Finally,
strength testing of the ankle musculature should be per-
formed to determine any weakness. As with all testing,
a comparison should be made to the uninvolved side.

CONSERVATIVE TREATMENT
Phase I: Acute Phase
The initial objective in the rehabilitation process of

an acute ankle sprain is to minimize swelling and
inflammation. The RICE (rest, ice, compression, and
evaluation) regimen is advised immediately post-
injury. Ice provides local contraction of blood vessels,
so that blood flow is reduced to the injured area. Ice
should be applied initially for 20 minutes every hour,
then three to four times for the next 24 to 72 hours.
Weight bearing is permitted within the patient’s pain
limits. Crutches can be incorporated to help assist in the
normal heel to toe gait pattern. Depending upon the
severity of the injury, the ankle may be immobilized, or
an air/gel brace can be used to limit inversion/eversion
motion while still allowing ankle plantar flexion/dorsi-
flexion motion.

Phase II: Subacute/Restoration of Motion
When the majority of the inflammation has subsided,

moist heat can be applied to improve blood flow in the
affected region. Active pain free range of motion can be
performed without resistance (Exercises 1 & 2).

Phase III: Chronic/Agility and Endurance
This phase of the rehabilitation process includes per-

forming ankle strengthening exercises with emphasis
on the peroneal tendons. Resistive bands can be utilized
to strengthen the supporting musculature (Exercises 3-
6). When the patient feels comfortable, he/she may
progress to closed-chain, weight bearing exercises
(Exercise 7). Proprioceptive (position awareness) exer-
cises usually involve the patient balancing on the
involved extremity (Exercise 8).

As range of motion, strength, and proprioception
improve, functional exercises can commence. Straight
line jogging can be initiated progressing to full speed

sprinting as symptoms decrease. Cutting activities can
be employed such as figure 8 running, T-Drills, and car-
rioca. These exercises can be progressed from 1/2 to
full speed as symptoms subside. Upon successful reha-
bilitation, the patient can return to their sporting activi-
ty utilizing over-the-counter ankle braces or athletic
tape to initially provide additional support to the ankle.

CONCLUSION
Ankle sprains affect 23,000 people in the U.S. per

day, and are the most common sports injury. Proper
evaluation and treatment of these injuries can help

return the patient to his
pre-injury level, and can
help prevent reoccurrence
of that injury.

If you have an ankle
injury, please contact
your physician so that
he/she can determine if
physical therapy would be
appropriate for you.

www.osptainc.com

www.osptainc.comwww.osptainc.com

www.osptainc.com

Figure 3

Classification of Ankle Sprains

Severity
Grade 1
Mild Signs/Symptoms

• No Hemorrhage
• Minimal Swelling
• No Anterior Drawer

Signs/Symptoms
• Some Hemorrhage
• Localized Swelling
• Anterior Drawer

May Be Present

Pathology
• Mild to Moderate

Instability
• Incomplete Tear of

ATF and CF Ligament

Severity
Grade II
Moderate

Signs/Symptoms
• Early Hemorrhage
• Diffuse Swelling
• Positive Anterior 

Drawer

Pathology
• Significant Instability
• Complete Tear of

ATF and CF
Ligament

Severity
Grade III
Severe

Pathology
• No Instability
• Single Ligament
• Usually ATF

Exercise 1 - Range of Motion: Plantar/Dorsiflexion Exercise 2 - Range of Motion: Inversion/Eversion

Exercise 3 - Resisted Dorsiflexion Exercise 4 - Resisted Eversion

Exercise 5 - Resisted Plantar Flexion Exercise 6 - Resisted Inversion

Exercise 7 - Standing Bilateral Heel Rise Exercise 8 - One Foot Balance

Relax leg. Gently bend and
straighten ankle. Move through
full range of motion. Avoid Pain.

Repeat ____ repetitions per set

Do _____ sets per session

Do _____ sessions per day

With tubing anchored in door-
jamb, pull foot toward face.
Return slowly to starting position.
Relax.

Repeat _____ times

Do _____ sessions per day

With tubing around foot, press
foot down.

Repeat _____ times

Do _____ sessions per day

Rise on balls of feet.

Repeat _____ repetitions per set

Do _____ sets per session

Do _____ sessions per day

With leg relaxed, gently turn
ankle/foot in and out. Move
through full range of motion.
Avoid pain.

Repeat _____ repetitions per set

Do _____ sets per session

Do _____ sessions per day

With tubing anchored around
uninvolved foot, slowly turn
involved foot outward.

Repeat _____ times

Do _____ sessions per day

Cross legs with involved ankle
underneath. With tubing anchored
around uninvolved foot, slowly
turn involved foot inward.

Repeat _____ times

Do _____ sessions per day

Attempt to balance on involved
leg. Begin with eyes open, then
try to perform exercise with eyes
closed.

Hold _____ seconds

Repeat _____ times per set

Do _____ sets per session

Do _____ sessions per day


