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Management of High Ankle Sprain

Kwi Youn Choi, Jun Young Lee

Department of Orthopaedic Surgery, School of Medicine, Chosun University, Gwangju, Korea

High ankle sprain (distal tibiofibular syndesmosis injury) occurs from rotational injuries, specifically external rotation, and may be as-
sociated with ankle fractures. The prevalence of these injuries may be higher than previously reported because they may be missed in an
initial examination. Syndesmosis injury can lead to significant complications in injured ankle joints, so a precise physical examination
and radiological evaluation is necessary. The most important treatment goal is to have the tibia and fibula located in the correct position
with respect to each other and to heal in that position. The methods to fix these injuries is controversial.
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Figure 2. (A) Sqeeze test is performed by compressive force is applied
between fibula and tibia above midpoint of calf. Test is considered
If produces distal pain. (B) External rotation test is positive if pain is
reproduced with external rotation of the foot and ankle relative to the
tibia.
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Figure 3. Anterior posterior radiograph of the ankle joint demonstrating
important landmarks checked above 1 cm of distal tibial articular line.
a to B distance is a tibio—fibular clear space,  to y distance is a tibio-
fibular overlap, and red arrow indicates medial clear space. o lateral
border of posterior tibial malleolus, p: medial border of fibula, y: lateral
border of anterior tibial tubercle.

Figure 4. (A) Coronal section of the ankle
joint computed tomography (CT) showed
medial clear space widening with avulsion
fragment of medial malleolus (arrow). (B)
Axial section of the ankle joint CT showed
widening of syndesmosis (arrow). (C)
Axial T2-weighted magnetic resonance
image of the ankle joint magnetic reso-
nance imaging showed ruptured anterior-
inferior tibiofibular ligament (arrow).

www.jkfas.org



148

Vol. 22 No. 4, December 2018

U BAT LR alsek 2
8149l &g o] Awg Pk Hw

[¢]

=go] Hr s+
o] |rkFig. 4)."

== o|U| &, Grade
g3 ﬂ%—‘?‘—% *7—% A7} B astA
ol = ek
ZRI317] fsf 125w} whEZ Q] AR AAE Ee
PRS2 7l EE flsl 1~-251ke] Hak ARgo]
83t FEAFES 365 T WAHR B2 He) &
&o] o3t} UNbH O R Grade IHA|9] &4 F 2¥ 28 1

Al ol HiF 77 4~8F0|t). Grade I, 11 B9HA &4+
PN
b=

© 2 Grade Il 742 =4 X571 WHEA] @3l Grade 1T £
e A Amol dig) ofdo] Rty Teh) B ;qx}
Grade 11 22}2] 790 tar & B3 2 = ul JYuss ]

e v v Bt el S s ol virkar 6‘}913}.”)

M

1. S22 3H| AT 2 1732 H33

=]
ok @7gle] o717} 2 mm o)/l U9 A

e 24
] Qlth A e AE 2 jugo] sttt iy do] A
Al arg o] glewmA SHEE HlE 2 e A i
gto] QAR AHHALZHE] 3.0~4.5 cm ool Fgd v
=4 A9 A Qi Aol o] e glvka deiA Sloh

3 T A9l An) o) 23 e

uh, ARzt ol shdo] EAsh vl o] ddHlA #2455
cmBth 9|&el| EABE BT FEH AEToR BEH HE
2 el Fasieh ! gk 2EE FOke A Q) AF &
FellA vlZ oo gekel 352 7gu| <Ith Agte] Ad AES
3k 142 AFHo]

fEstue w1 40 43e 4% 2 An
o, H)E o] Gl glojx] Folg e wE BE F AN T
Hol o)8)dsh= Aol glomw F4 4% Al 49l B U3
4B Psict 42 UIFA 130) 35

17 Folw o7 A% ol 4

5 2ol skt 591 4 Bl W 2 vz

2 coton FAHE B3 991 0] QU Age] S A
Z

Qﬂg} 2= 9tk Cotton AR H|EZ 24 A& So Za1g]E o]
431 9F= 9)=o0 7 Fold 7 A7} 3~4 mm o] WAYsHH
73u) Il A &4 o2 [eet 4= gl ojuf= g o] a3t
o S e T 9] 3l F Fah AALE AldsEte] A v 1149
=7h WS &4 71449 ket A vlE T80 7HAE Hole

gl arg o] F g it

A9 7n] I A7t =2l
9, Bas Uatel el 271, Uake] A, R
& 58 ol AA =] ojA)7} 9k 3.5 mot 4.5
4ol A% E o Sl S92 xR Aow
mm YA} A A7} golstal AleHat Al 2

o) A 2 itk Gl sk el 5
sk 495 AHANE 4.5 mm YARR 47112 92
BB AF Aol 9J3|He] astaL 379] v
A Aol Awt 7] 27t o 2 §°P7ﬂ‘4' AL 2 7 EVE]
S

FH o= fiberwireZ 0|83} suture button deviceZ AR | =
SFtl 717 AZAE 918 24 o] A 9L A
plant failure) & F4 AE-(malreduction) 2] 7}s4do] Lo ¢
Zn] o] vA| 25 7Vt st A HEES fAIg
= A Ee] Pt A} ke vl A Zed e
2] (range of motion) & Z7] A|F=H3} 5 ddH o g B} 535}
The s} BuEa glent 915 o] oRsjris 1l e @
ZE 31 9o o] Fio| thall M B} B 1) F e} P

_0|L

>~
o
el
b
lo 5 o
2 i)
}_\ENH
W L o

i
iz
_V}i
A
o

K
(Eoox

g }_
o [‘11‘

k

b o 2
&

=
o,
o
o

mﬁm
1T

m{n
i
2
é.

3. 231 QITH ZPF LpAF 1Y 27|

QuFA2] A5 A LA ol 88 3 Aol AL B9
sfoll = 722 olg3te] Ful Q) AT AR Fo 3.5 mm
1} 4.5 mm VAL 174 WA 2702 ol g3hel 9191 B Aol 29
2 cmelA] 37 B-£ 7le) 3 AF 05 AR, ). LAk

(oX:?)

Figure 5. Intraoperative fluoroscopic
image. (A) Image showed widening of
syndesmosis. (B) Syndesmosis reduc-
tion performed by using large reduction
clamp. (O) And then the syndesmosis
fixation with single 4.5 mm screws was
performed.
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