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Chronic Lateral Ankle Instability
Dae-Wook Kim, Ki-Sun Sung

Department of Orthopedic Surgery, Samsung Medical Center, Sungkyunkwan University School of Medicine, Seoul, Korea

Chronic lateral ankle instability is a major complication of acute ankle sprains, which can cause discomfort in both daily and sports ac-
tivity. In addition, it may result in degenerative changes to the ankle joint in the long term. An accurate diagnostic approach and success-
ful treatment plan can be established based on a comprehensive understanding of the concept of functional and mechanical instability.
The patients’ history and correct physical examination would be the first and most important step. The hindfoot alignment, competence
of the lateral ligaments, and proprioceptive function should be evaluated. Additional information can be gathered using standard and
stress radiographs. In addition, concomitant pathologic conditions can be investigated by magnetic resonance imaging. Conservative re-
habilitation composed of the range of motion, muscle strengthening, and proprioceptive exercise is the main treatment for functional in-
stability and mechanical instability. Regarding the mechanical instability, surgical treatment can be considered for irresponsible patients
after a sufficient period of rehabilitation. Anatomic repair (modified Brostrém operation) is regarded as the gold standard procedure. In
cases with poor prognostic factors, an anatomical reconstruction or additional procedures can be chosen. For combined intra-articular
pathologies, arthroscopic procedures should be conducted, and arthroscopic lateral ligament repair has recently been introduced. Re-
garding the postoperative management, early functional rehabilitation with short term immobilization is recommended.
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Table 1. Standard Inclusion Criteria Endorsed, as a Minimum, by the International Ankle Consortium for Enrolling Patients That Fall within the Het-

erogeneous Condition of Chronic Ankle Instability in Controlled Research

Inclusion criteria

1. Ahistory of at least 1 significant ankle sprain

The initial sprain must have occurred at least 12 months prior to study enrollment

Was associated with inflammatory symptoms (pain, swelling, etc.)
Created at least 1 interrupted day of desired physical activity

The most recent injury must have occurred more than 3 months prior to study enrollment.
We endorse the definition of an ankle sprain as “An acute traumatic injury to the lateral ligament complex of the ankle joint as a result of
excessive inversion of the rear foot or a combined plantar flexion and adduction of the foot. This usually results in some initial deficits of

function and disability.”

2. A history of the previously injured ankle joint “giving way” and/or recurrent sprain and/or “feelings of instability.”

We endorse the definition of “giving way” as “The regular occurrence of uncontrolled and unpredictable episodes of excessive inversion of the

rear foot (usually experienced during initial contact during walking or running), which do not result in an acute lateral ankle sprain.”
Specifically, participants should report at least 2 episodes of giving way in the 6 months prior to study enrollment.

We endorse the definition of “recurrent sprain” as “two or more sprains to the same ankle.”

We endorse the definition of “feeling of ankle joint instability” as “The situation whereby during activities of daily living (ADL) and sporting
activities the participant feels that the ankle joint is unstable and is usually associated with the fear of sustaining an acute ligament sprain.”

Specifically, self-reported ankle instability should be confirmed with a validated ankle instability specific questionnaire using the associated

cut-off score. Currently recommended questionnaires:

a. Ankle Instability Instrument (All): answer “yes” to at least 5 yes/no questions (This should include question 1, plus 4 others.)

b. Cumberland Ankle Instability Tool (CAIT): <24
c. Identification of Functional Ankle Instability (IdFAI): >11

3. A general self-reported foot and ankle function questionnaire is recommended to describe the level of disability of the cohort, but should only
be an inclusion criterion if the level of self-reported function is important to the research question. Currently endorsed questionnaires:
a. Foot and Ankle Ability Measure (FAAM): ADL scale <90%, sport scale <80%
b. Foot and Ankle Outcome Score (FAOS): <75% in 3 or more categories

Reused from the article of Gribble et al. (Br ) Sports Med. 2014;48:1014-8)” with original copyright holder's permission.
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Table 2. Standard Exclusion Criteria Endorsed, as a Minimum, by the International Ankle Consortium for Enrolling Patients That Fall within the Het-

erogeneous Condition of Chronic Ankle Instability in Controlled Research

Exclusion criteria

1. Ahistory of previous surgeries to the musculoskeletal structures (i.e., bones, joint structures, nerves) in either limb of the lower extremity
It is understood and accepted in clinical and research practice that surgery to repair insufficient joint structures is designed to restore
structural integrity but creates residual changes in the central and peripheral portions of the nervous system. Even with appropriate
rehabilitation and follow-up management, there are concomitant neuromuscular and structural alterations after surgery that would

confound the ability to isolate the effects of chronic ankle instability.

2. A history of a fracture in either limb of the lower extremity requiring realignment
Similar to the first exclusion criterion, significant compromise to skeletal tissue will threaten the internal validity of the selection of study

populations with isolated chronic ankle instability.

3. Acute injury to musculoskeletal structures of other joints of the lower extremity in the previous 3 months, which impacted joint integrity and
function (i.e., sprains, fractures) resulting in at least 1 interrupted day of desired physical activity

Reused from the article of Gribble et al. (Br ) Sports Med. 2014;48:1014-8)” with original copyright holder's permission.

Table 3. Information Recommended by the International Ankle Consortium for Patients with Chronic Ankle Instability in Order to Provide a Compre—
hensive Description of the Study Participants That Have Been Enrolled in Controlled Research Studies

Topic

Suggested content

Quality of ankle injury history

1. The number of previous ankle sprains

2. The presence of and frequency of reported episodes of “giving way”
3. The presence of and frequency of reported episodes of feelings of instability
4. The scores on the validated self-reported ankle instability instruments utilized to establish inclusion

criteria

5. Severity of injury (index and most recent incidents), including the number of days of immobilization and/

or nonweight bearing

6. If diagnosis was performed by health care professional or self-diagnosed

Timing of ankle sprain injury

7. The time since the most recent ankle sprain

8. The number of weeks of supervised rehabilitation by a health care professional
9. The number of weeks since supervised rehabilitation was completed

Potential confounding factors
radiography)

10. Any included mechanical instability ratings (i.e., clinical laxity scales, arthrometry measures, stress

11. A rating of current level of physical activity level using a validated scale (e.g., Tegner scale, Godin Leisure
Time Physical Activity), and the minimum number of hours per week of participation in physical activity

12. Any concomitant, nonsurgical injuries at the time of ankle sprain

13. The frequency of use of prophylactic ankle support

14. The results of any functional or range—of-motion assessments

15. Presence of pain during functional activities

Reused from the article of Gribble et al. (Br ) Sports Med. 2014:48:1014-8)” with original copyright holder's permission.
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