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The Problem with diagnoses-
Lateral ankle sprain
Introduction 
Musculoskeletal injuries are frequent health issues that affect individuals who participate in sporting activities. These injuries often lead to reduced performance time, high direct and indirect costs and sometimes early sport retirement for up to 24% of athletes (Lemoyne et al., 2017).  Read et al, (2016) states that in sport, lower limb injuries are specifically common due to player-to-player contact tackles or repeated high intensity movements such as jumping, cutting or incorrect contact with players.  Lateral Ankle sprain is a frequently diagnosed peripheral injury in football due to the repetitive movement of the ankle increasing inversion sprain risk (Fong et al, 2007).  Injury to the lateral ligamentous complex represents 70–91% of all ankle sprains in elite football players (D’Hooghe, Cruz and Alkhelaifi, 2020) This assignment will focus on the clinical presentation of lateral ankle sprains, discussing the subjective and objective signposts, the importance of clinical assessment results to determine diagnoses and discussing the relevance of differential diagnoses and appropriate referral. These points will also be linked to key signs and symptoms of a lateral ankle sprain.  
Anatomy and function 
Lateral ankle sprain (LAS) is one of the most experienced peripheral sports injuries in sport by sports therapists which involves impairment to the lateral ligaments complex of the ankle (Melanson and Shuman, 2023). Those primarily involved are the anterior talofibular ligament (ATFL), the Calcaneofibular ligament (CFL) and occasionally the posterior talofibular ligament (PTFL) (Ahmed et al., 2024). Shown in figure 1, the severity of injuries is usually classified into 3 grades depending on the amount of damage to the ligament and are categorised depending on symptoms and function of the ankle.
Figure 1
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Reference: Wells, B., Allen, C., Deyle, G. and Croy, T. (2019). Management of acute grade II lateral ankle sprains with an emphasis on ligament protection: a descriptive case series. International Journal of Sports Physical Therapy, [online] 14(3), pp.445–458. doi:https://doi.org/10.26603/ijspt20190445.
Subjective signposts
The mechanism of injury involves inversion and plantarflexion of the ankle. When the ankle is in plantarflexion, the talus bone moves anteriorly and the narrower back portion positions itself into the ankle joint space between the tibia and fibula, also known as the talocrural joint (Dubin et al., 2011). This position decreases the stability of the ankle as the joint becomes more reliable on the lateral ligament complex, making them more vulnerable to strain injuries (D’Hooghe, Cruz and Alkhelaifi, 2020). Therefore, when an athlete is landing from a jump or is changing direction with the ankle using excessive force in plantarflexion and inversion, can cause a strain of the ATFL or in more severe cases, the CFL (Fong et al, 2007).  Epidemiological studies show that lateral ankle sprains are present across various sports in men and women and up to 80% of LAS occur during non-contact mechanisms such as landing or abrupt changes of direction (Shinshiro Mineta et al., 2024)

A lateral ankle sprain usually causes immediate pain that does vary in quality depending on the severity of the sprain. Wei,(2023) describes the initial pain as acute, sharp pain on the lateral aspect of the ankle and pain varies based on the severity of the sprain but commonly throbbing or aching during weight bearing activities like walking or running. Early pain is usually expected in the first 24 hours of the initial sprain as there is tissue damage to the ligaments and surrounding structures that triggers the immediate inflammatory response (Delahunt et al., 2018).  Pain can worsen at night due to the limb being dependent, gravitational pooling of oedema in the ankle disrupts sleep if the ankle is not elevated at hip level. (WOLFE et al., 2001). Swelling of the ankle doesn't appear immediately but will develop over the first couple of hours and last up to 48 hours after for mild to moderate sprain (Wei,2023). Wei, (2023) also states that, bruising and swelling are noticeable anteriorly, inferior to the lateral malleolus as that's where the ATFL is located. Depending on severity, swelling and bruising can also be seen above and below the ankle joint due to leaked blood and inflammatory fluid spreading to connective tissues and fascial planes. Wells et al,(2019) suggests that the injury is aggravated by the continuation of exercise on uneven surfaces as it can disrupt the ankle stability, Weight bearing with no support and inversion movements inhibit these symptoms. Sleep disruption is common post injury due to the pain, swelling and throbbing sensation. It is recommended to properly elevate the ankle and continue compression overnight to help reduce discomfort but if sleep disturbance is due to pain there may be an undiagnosed associated ankle injury such as a fracture or high-grade ligament rupture (van Rijn et al, 2008). Symptoms can be eased with rest, application of ice, compression and elevation to helps minimize inflammation and support the acute stage of healing (Wei,2023). 
Atchison, Herndon and Rusie, (2013) suggest avoiding nonsteroidal anti-inflammatory drugs (NSAID’s) in the early stages as the initial inflammatory phase is activated and plays an important role in the body's natural healing process and could disrupt the tissue repair if taken before the 48/72-hour period.
Most acute later ankle sprain will respond positively to standard initial management as ‘RICE’ management can help subside pain and swelling in the first 3-5 days for grade 1 and 2 strains but grade 3 strains may require immobilisation (Wei,2023). If symptoms do not improve referral for imaging and further assessment should be considered.

Objective signposts 
On palpation across the anterior talofibular ligament, there is usually tenderness and swelling anteriorly and inferior to the lateral malleolus. Tenderness directly below the lateral malleolus will detect if the calcaneofibular ligament is also affected, determining the sprain is more severe (Kaminski et al. 2013).  To check for more high-grade sprains, palpate posteriorly to the lateral malleolus to check for pain in the posterior talofibular ligament. All surrounding muscles and tendons should also be palpated (Delahunt et al., 2018).   Delahunt et al, (2018) also suggest that the ankle may require imaging if there is bone tenderness over the fibula or base of fifth metatarsal to rule out any associated fractures.  D’hooghe, cruz and alkhelaifi (2020) states that 40% of the athletes with lateral ligament rupture present with pain upon palpation over the medial malleolus.
 Active passive and resisted range of motion in inversion is more restricted as this movement stresses the ATFL and CFL (Delahunt et al, 2018).  Furthermore, Delahunt (2018) suggests that Plantar flexion range of motion can also be painful and limited when the ATFL is injured.  Swelling and pain around the lateral malleolus can cause limited dorsi flexion in the ankle due to soft tissue tightness from surrounding connective tissues (Howe, 2015). Vuurberg et al, (2018) states that Lower grades only show some slight limitations when carrying out range of motion compared to higher grades show significant bilateral differences and pain.
The importance of carrying out manual muscle testing is to determine if there is any functional impairment and if there is any tendon involvement in the injury (Cuthbert and Goodheart, 2007).  When the peroneus longus and brevis is tested, pain and weakness is common and will show reduced ability to resist inversion forces which reflect functional instability (Hertel, 2002).  The tibialis anterior may sometimes show reduced strength due to the nervous system reducing activation of surrounding muscles to protect the joint therefore inhibited by pain and oedema (Wei,2023). Kaminiski et al, (2013) states that manual muscle testing results will have different outcomes based on the grade sprain of the lateral ankle, grade 1 would show almost normal strength with limited pain, grade 2 to 3 would show clear weakness in eversion and sometimes dorsi flexion with difficulty resisting restraint and chronic ankle instability would show full peroneal weakness.
Clinical ligament testing and special tests are important to help recognised ligament damage. The anterior draw test asses the integrity of the ATFL and would show a positive test when damaged in a lateral ankle sprain. There would be excessive anterior translation of the talus relative to the tibia, showing ATFL laxity or rupture (Hertel, 2002). Netterström-Wedin, Matthews and Bleakley, (2021) suggets that even though the anterior draw test is more sensitive for ATFL injury, the talar tilt test asses the CFL integrity and would show positive as there would be increased talar inversion compared with a bilateral comparison, showing CFL laxity or rupture. Depending on the severity of the ankle sprain, a posterior draw test assesses the PTFL and would show positive if increased posterior translation of the talus relative to the tibia (Vuurberg et al., 2018). 
Functional tests are used to evaluate specific movements in real life or sport specific areas. Powden and Dodds , (2019) states that the star excursion balance test is used to help assess deficits in dynamic balance and proprioception in ankle instability. A single leg hop test is also used to help assess power and stability in the injured ankle (Ko, Rosen and Brown, 2018). These tests would show deficits in ankle stability indicating lateral ankle sprain is present and can also be used to evaluate readiness to return to sport (D’Hooghe, Cruz and Alkhelaifi, 2020). 
Radiographs (X-rays) are used to rule out any fractures in the lateral ankle when in some cases subtle avulsion fractures at the fibular tip may present (Kerkhoffs et al., 2012). Negi et al, (2025), states that increased thickness in the AFTL or CFL demonstrates partial or complete tears in ultrasound findings. MRI scans provide detailed integrity of ATFL and CFL involvement if sprain is severe. Park et al., 2012, states that Secondary signs of injury such as bone marrow oedema in the talus and distal fibula that happen because of inversion trauma is a common finding in later ankle sprains. 

Differential Diagnoses 
Pain and swelling are non-specific symptoms of later ankle sprains therefore other musculoskeletal injuries may mimic or accompany this injury and should be considered during assessment to avoid misdiagnoses.  Peroneal tendon injuries are like lateral ankle sprains as they are associated with inversion injuries. These symptoms differ as there would be posterolateral ankle pain, behind the fibula and would feel like a ‘snapping’ sensation over the lateral malleolus (Howard, John and Theiss, 2023).  A syndesmotic sprain is an injury of the distal tibiofibular ligaments and presents pain and swelling with external rotation and dorsiflexion forces (Corte-Real and Caetano, 2021). 
Red flags are important to spot when carrying out clinical assessments as they suggest serious underlying pathology. An inability to weight bear 4 steps immediately after the injury or on clinical assessment is a concern for possible ankle joint fracture (Delahunt et al., 2018). Systemic symptoms such as night pain, fever, unexplained weight loss and history of cancer are red flags as they propose that infection, malignancy or systemic disease. (Storari et al., 2025).  Previous lateral ankle sprains sustained should be considered.
Furthermore, on-musculoskeletal injuries can also mimic lateral ankle sprains. Injuries such as sinus tarsi syndrome, impingement syndrome or ankle syndesmosis cause redness and swelling in the ankle which makes early diagnoses important to management functional and performance impact and preventing long term complications such as chronic ankle stability (Mansour et al., 2011). 
Importance of referrals for imaging and surgical intervention 
Quick referral is important for imaging or specialist assessment as it helps determine the extent of soft tissue damage or identify any associated pathologies. Vuurberg et al, (2018) suggest that this helps guide sports therapists on their next steps to treatment and management.
A decision to refer should depend on the severity of injury and the appearance of red flags symptoms the client is showing. The Ottawa ankle rule suggests that if there is bony tenderness along the distal 6cm of the fibula and tibia, unable to weight bear immediately after injury or during clinical assessment or display of deformity it is important to determine if referral is important for imaging (Gomes et al., 2022). When there is constant pain and swelling 7-10 days after injury or severe instability on stress tests, potentially syndesmotic injury or chronic instability risk. Gomes et al ,(2022) also states that when there are clear systemic symptoms there should be referral for any infection or malignancy as may indicate serious pathology and need further assessment by other professionals.
When referring, following the local clinical and multidisciplinary pathways is crucial for correct referral. It is important to have correct information documented such as mechanism of injury, clinical findings, response to conservative management and the reason for referral. Mehtotra, Forrest and L, 2011 states if this clear information isn't set out correctly it will affect that appropriate triage and risk of delayed care. If injury is urgent, patients should be referred directly to emergency department and non-urgent imaging referrals can be made to GP, NHS or private healthcare. 

Conclusion 
To conclude, lateral ankle sprains is a highly common musculoskeletal injury in sport, and accurate effective management relies on the use of subjective and objective signposts. Understanding the mechanism of injury, pain patterns and aggravating factors with the knowledge of clinical tests like range of motion, manual muscle tests and ligament tests are essential for a good sports therapist. 
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Primary or first episode grade II LAS are important injuries providing an opportunity for a
management approach to be implemented that prioritizes ligament protection during the

early phases of healing and restoration of movement to prevent CAI, OA, and disability.8-2




