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Abstract
Ankle sprains affect athletic populations at high rates. Athletes who suffer
an ankle sprain frequently go on to develop persistent symptoms, resulting
in significant resources spent toward treatment, rehabilitation, and preven-
tion. A thorough clinical evaluation is necessary to ensure an accurate diag-
nosis and appropriate treatment prescription. This narrative review aims to
present an approach to evaluation of high and lowankle sprains for athletes
of all levels. The authors review the current evidence for ankle sprain treat-
ment and rehabilitation. Strategies for prevention of recurrent sprains and
return to play considerations also are discussed.
Introduction
Ankle sprains are common injuries that affect both general

and athletic populations alike. More than 3 million ankle
sprains presented to emergency departments in the United
States during a 5-year period (1). Nearly half of all ankle sprains
reported during this period occurred during athletic activity.

Recent injury surveillance data from the National Collegiate
Athletic Association (NCAA) show lateral ankle sprains
(LAS) to be the most common type of ankle sprain (2–4).
In a 6-year study period, 2429 LAS were reported among
25 NCAA sports (2). During the same study period, only
480 high ankle sprains and 380 medial ankle sprains were
reported (3,4). LAS occurred at the highest rates in men's
and women's basketball with rates of 11.96 and 9.5 injuries
per 10,000 athlete-exposures, respectively (2). Men's foot-
ball, wrestling, and ice hockey accounted for the highest rate
of high ankle sprains at 2.42, 2.11, and 1.77 injuries per
10,000 athletic exposures, respectively (3).

Direct and indirect costs related to ankle sprains are signif-
icant. Direct costs of injury include out-of-pocket expenses for
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caregiver consultation and diagnosis,
whereas indirect costs include time lost
from sport or work (5). Verhagen et al.
(6) estimated a cost of approximately US
$504 to prevent a single ankle sprain,
which included expenses for equipment,
bracing and taping, physical therapy, and
medical evaluation. Cost sharing in team
settingsmay reduce overall expenses asso-
ciated with care; for example, an athletic
trainer hired at an hourly rate may treat
multiple team members simultaneously,
reducing the overall cost of treatment
per athlete.

Up to 40% of patients who sustain an
ankle sprain go on the develop persistent
symptoms (7). Chronic ankle instability is characterized by
persistent pain, swelling, feeling of “giving way,” and recur-
rent ankle sprains that continue at least 12months after initial
injury (8). Residual deficits in proprioception, muscular im-
balance, and impaired neuromuscular control inadequately
addressed at the time of initial injury may contribute to the de-
velopment of chronic ankle instability after ankle sprain.

This narrative review aims to discuss relevant ankle anat-
omy, highlight pearls and pitfalls of clinical evaluation, and
present the current evidence for the rehabilitation and preven-
tion of ankle sprain injuries.

Methods
A review was conducted of PubMed and Medline articles

from January 2000 to July 2018 with search terms including:
ankle sprain, high ankle sprain, syndesmosis sprain, LAS, inver-
sion ankle sprain, rehabilitation, prevention, and orthobiologics.

Anatomy and Pathogenesis

Lateral ankle sprains
The mechanism of LAS involves talocrural plantarflexion

and subtalar inversion. In this position, the narrower posterior
dimension of the talus engages with the ankle mortise and re-
duces the bony stability of the talocrural joint. The anterior
talofibular ligament (ATFL) most commonly consists of two
bands separated by the vascular branches of the perforating pe-
roneal artery (9). It is closely related to the joint capsule from
the lateral malleolus to the lateral talar neck. In plantarflexion,
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the ATFL is under maximal stress and is vulnerable to injury
with foot inversion (10). Isolated ATFL sprains occur in 70%
of all LAS (11). The calcaneofibular ligament (CFL) arises from
the lateral malleolus and courses obliquely toward a small
tubercle on the posterior lateral calcaneus (9). It is the only
lateral ankle ligament to span both the talocrural and
subtalar joints. The posterior talofibular ligament (PTFL)
is the least frequently injured of the three major lateral ankle
ligaments. The PTFL courses posteriorly from lateral malleolus
to the talus and is relaxed in plantar flexion and stressed in
dorsiflexion (9).

Ligament tears may occur at their proximal attachment,
mid-substance, or distal attachment. The severity of sprains is
classified into three grades. Grade 1 is the least severe injury de-
fined as stretching of the lateral ligaments, without tear. Grade
2 indicates partial tearing of one or more ligaments. Grade 3 is
the most severe sprain and classifies injuries with complete dis-
ruption of all ligaments of the lateral ligamentous complex.

The most significant intrinsic risk factors for LAS are lim-
ited ankle dorsiflexion range of motion, reduced ankle propri-
oception, and decreased balance (12,13). These factors may
reduce the ability of dynamic ankle stabilizers, namely, the pe-
roneal tendons, to react to perturbations in ankle position and
place the lateral ankle ligaments at higher risk for injury.
Lower body mass index (BMI), reduced strength, coordina-
tion, and cardiorespiratory endurance also have been identi-
fied as potential risk factors for LAS (13). Finally, there is no
clear consensus as to the influence of sex on the risk of ankle
sprain (1,12,14).

The type of sport has been found to be the most significant
extrinsic risk factor for sustaining LAS. Basketball, volleyball,
and field sports have the highest incidences of LAS (12). In
soccer players, level of competition, being a defender, and
playing on natural grass as opposed to artificial turf increased
risk for LAS (12).
Medial ankle sprains
The deltoid ligament complex (DLC) is the primary medial

ligamentous stabilizer of the ankle. Superficial and deep layers
of the DLC resist external rotation and lateral translation of
the talus, respectively. Superficial and deep layers both pro-
vide stabilization against valgus force at the ankle. The ante-
rior and posterior tibiotalar ligaments comprise the deep
layer and project from the medial malleolus to the talus,
whereas the tibionavicular, tibiospring, and tibiocalcaneal lig-
aments comprise the superficial layer and spread in a broad
fan-shaped band from themedialmalleolus to the talus, spring
ligament, and calcaneus (15).

Medial ankle sprains occurwith forced ankle eversion and ex-
ternal rotation resulting in disruption and injury to the DLC. In
athletic settings, this injury typically occurs as a result of contact
with another player (4). Collegiate men's and women's soccer,
men's football, and women's gymnastics have the highest inci-
dence of medial ankle sprain (4).

Injuries that result in complete disruption of the DLC often
occur in conjunction with lateral ankle sprains, ankle syndes-
mosis injuries, Maisonneuve fractures, and malleolar fractures,
which prolong recovery (15). Isolated injuries to only the super-
ficial layer of the deltoid ligament are usually rotationally stable
and portend a good prognosis for recovery (16).
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High ankle sprains
High ankle sprain refers to injury of the ankle syndesmosis,

which collectively includes the anterior-inferior tibiofibular
ligament (AITFL), posterior-inferior tibiofibular ligament,
interosseous ligament, and the transverse tibiofibular liga-
ment. The ankle syndesmosis functions to prevent separation
of the tibia and fibula and tomaintain the stability of the ankle
mortise. Syndesmosis injuries frequently coexist with medial
ankle sprains due to their common mechanism of injury.
Forceful external rotation with the foot in dorsiflexion causes
the talus to separate the fibula from the tibia, resulting in injury
to the syndesmosis and ankle diastasis (17). Men’s football,
wrestling, and ice hockey are sportswith the highest risk of high
ankle sprain (3).
Clinical Evaluation

Presentation
Clinical evaluation of the ankle begins with a detailed and

systematic history. A mechanism involving plantarflexion
and inversion of the foot is suggestive of lateral ankle injury.
More severe injuries with this mechanism also may involve
the medial ankle. Syndesmosis and deltoid ligament injuries
most commonly occur with an external rotation force applied
to a fixed foot. The ability to bear weight immediately after
injury may influence the decision to order standard plain
films of the ankle, including anterior/posterior (A/P), lateral,
and mortise views. If ankle sprain is suspected, the clinician
should investigate risk factors such as prior history of ankle
sprains or ankle instability, specific sport or activity during
which the injury occurred, playing surface, footwear and
the use of bracing or taping. The specific location of pain,
presence of local or diffuse swelling, mechanical symptoms,
and paresthesia should be elucidated.
Physical Examination
Physical examination of the ankle should follow the funda-

mentals of any peripheral joint examination. The clinician
should look for any obvious deformity or asymmetry that
may suggest fracture or dislocation. Edema or ecchymosis
may be visually apparent after acute ankle sprain. Evaluation
of foot and lower limb alignment in standing may help the cli-
nician to identify biomechanical risk factors for ankle injury.

Surface landmark palpation is particularly important in the
ankle examination as specific points of tenderness may help
guide the decision whether or not to obtain imaging. Based
on the Ottawa Ankle Rules, X-rays are indicated if there is
pain in the malleolar zone with the inability to bear weight
for four steps immediately and in the emergency department
or bone tenderness at the posterior edge of tip of the medial
or lateral malleolus (18).

Range of motion of the ankle should be tested with the
knee in both flexion and extension. Normal ankle dorsiflexion is
10 degrees with the knee extended and approximately 20 degrees
with the knee flexed (19). Subtalar motion is assessed with
the ankle in a neutral position. Side-to-side comparison is
helpful as subtalar inversion and eversion vary widely among
individuals (19). Manual muscle testing of plantar flexion,
dorsiflexion, inversion, and eversion should be completed
in conjunction with a neurovascular screening.
Ankle Sprain Rehabilitation and Prevention
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Figure 1: (A) Anterior drawer test, (B) Talar tilt test, (C) and (D) Kleiger external rotation test.
Special tests to stress the lateral ligaments of the ankle at-
tempt to detect instability of the talus in relation to the distal
tibia and fibula. The anterior drawer test assesses the integ-
rity of the ATFL. With the knee and ankle both positioned
at 90 degrees, the clinician uses one hand to stabilize the distal
tibia while using the other hand to grasp the heel posteriorly and
talus anteriorly and apply an anteriorly directed force to translate
the talus anteriorly in relation to the tibia (Fig. 1). Increased laxity
or translation as perceived by the examiner compared to the con-
tralateral ankle constitutes a positive test. Validation studies have
found the anterior drawer test has a sensitivity of 80% to 95%
and a specificity of 74% to 84% for ligament rupture (19).
Sensitivity and specificity of the anterior drawer test is opti-
mized when performed 4 to 5 d postinjury (12). The anterolat-
eral drawer test requires an internal rotation force while
translating the talus anteriorly. Cadaveric studies found that
lateral displacement of the talus greater than 3 mm in compar-
ison to the uninjured side was 100% sensitive and 100% spe-
cific for lateral ligament rupture (19). Finally, the talar tilt test
serves to detect subtalar instability by applying a supination
force to the calcaneus. Up to 25 degrees of tilt between the artic-
ular surfaces of the tibia and talus may be considered normal
(19). The sensitivity and specificity of the talar tilt test for de-
tecting injury to theCFL has not been validated in the literature.

Ankle external rotation, syndesmotic ligament palpation,
and proximal tibiofibular squeeze attempt to provoke pain
and instability related to ankle syndesmosis injuries. With
the external rotation test, also known as the Kleiger test, the
clinician stabilizes the lower leg proximal to the ankle while
maintaining maximal ankle dorsiflexion and applying an ex-
ternal rotation force to the forefoot. Reproduction of pain
over the ankle syndesmosis is a positive test.Medial ankle pain
with this test also may indicate deltoid ligament injury. Vali-
dation studies show the external rotation test provides a sensi-
tivity of 68% to 71% and a specificity of 63% to 83% (19).
Direct palpation of the AITFL and ankle syndesmosis yields
83% to 92% sensitivity and 29% to 63% specificity;
www.acsm-csmr.org
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however, false positives are possible due to the close proximity
of the ATFL (19). Pain with compression of the tibia and fib-
ula at the midpoint of the lower leg is not highly sensitive,
29% to 39%, but provides a high degree of specificity, 88%
to 89%, for detecting syndesmosis injuries (19) (Fig. 1).

The neurovascular examination should screen for peripheral
nerve injury (superficial peroneal, deep peroneal, and sural
nerves) and ensure peripheral pulses are intact and symmetric
(dorsalis pedis and posterior tibial arteries). The exact incidence
of peroneal nerve injury is not known; however, peroneal nerve
injuries have been associated with higher grade ankle sprains
(20). Isolated superficial peroneal neuralgia may present with
preserved strength in ankle dorsiflexors with sensory deficit of
the dorsal foot that spares the first dorsal web space.
Imaging

X-Rays
The primary purpose of plain films in the setting of acute

ankle sprains is to rule out acute fracture. Fracture is detected
in only 15% of X-rays taken in the setting of acute ankle
sprain (18). The Ottawa Ankle Rules are highly sensitive tools
for detecting fracture in the setting of acute ankle sprain (18)
(Table 1). Clinicians should apply these rules to reduce unnec-
essary X-rays after ankle sprain. We recommend weight bear-
ing A/P, lateral, and mortise views for cases with an inversion
injury mechanism when fracture is suspected.

Talar stress views of the ankle allow for detection of lateral
instability by obtaining a mortise view of the ankle while plac-
ing the ankle in plantarflexion and inversion. Stress views are
generally unnecessary to make the diagnosis of LAS.

In contrast, external rotation stress views may be helpful in es-
tablishing thediagnosis of syndesmosis or deltoid ligament injuries
(21). External rotation stress views call for the application of an
external rotation force to the ankle while obtaining an A/P view
of the ankle. The medial clear space width is measured as the
Current Sports Medicine Reports 219
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Table 1.
The Ottawa ankle rules.

Malleolar zone pain AND any one of the following criteria:

Inability to walk four steps immediately after injury or in the
emergency department

Tenderness along the distal 6 cm of posterior half of the tibia or
the tip of the medial malleolus

Tenderness along the distal 6 cm of posterior half of the fibula or
the tip of the lateral malleolus

X-rays of the ankle are indicated when the above criteria are satisfied.
distance between the talus andmedialmalleolus; awidth of 4mm
or greater is suggestive of deep deltoid ligament rupture (22).

Ultrasound
The use of ultrasound for imaging the ankle is well de-

scribed (23). Point of care ultrasound is as accurate as mag-
netic resonance imaging (MRI) in identifying major ligament
injury in emergency department settings (24). Furthermore,
ultrasound allows clinicians to obtain dynamic views of the
ankle to identify functional deficiencies or joint instability that
would not be possible with other imaging modalities. How-
ever, its accuracy in diagnosing acute ankle sprains is highly
dependent on operator expertise and results should be taken
in context (21) (Fig. 2).

MRI
MRI remains the gold standard for imaging the ligamentous

and intra-articular structures of the ankle (21). However, the
high incidence of ankle sprains, false-positive findings, limited
Figure 2: Ultrasound visualization of ruptured ATFL (top) compared to c
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availability, and high cost limit the use of MRI in the routine
management of acute ankle sprains. Clinicians should reserve
MRI for cases of persistent symptoms and chronic ankle insta-
bility to rule out osteochondral defects, missed syndesmotic in-
juries, or osseous injuries not identified on radiograph.
Surgical Indications
Surgical intervention for uncomplicated LAS without asso-

ciated fracture is reserved for cases with persistent symptoms
and/or instability. Kerkhoffs et al. (25) found similar func-
tional and subjective symptom outcomes when comparing
surgical intervention versus conservative management of lat-
eral ligament complex ankle injuries. High-grade syndesmosis
injuries associated with significant tibiofibular diastasis or
concurrent disruption of the deltoid ligament may benefit
from surgical stabilization (26). Syndesmosis injury associated
with malleolar fracture requires surgical stabilization of the
bony fracture. However, concurrent repair of the syndesmosis
injury is controversial (26).

In cases of chronic ankle instability, clinicians should
consider other concurrent foot and ankle pathology before
proceeding to surgery (Table 2). The modified Broström
procedure is a commonly used surgical technique that involves
the direct anatomic repair of injured lateral ligaments with rein-
forcement of the extensor retinaculum (27). Arthroscopy is
commonly performed at the time of surgery to rule out concom-
itant intra-articular pathology.

We recommend triage to orthopedic surgery for consulta-
tion in the acute setting for unstable high ankle sprain, associ-
ated ankle fracture, as well as for cases of chronic refractory
ankle instability that have not responded to standard of care
(discussed below).
ontralateral intact ATFL in the same individual (bottom).
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Table 2.
Diagnoses not to be missed.

Diagnosis Clinical Findings Diagnostics

Talar osteochondral lesion Anterior joint line tenderness, recurrent effusion, persistent
ankle pain worse with weightbearing and activity

MRI

Base of the fifth metatarsal fracture Tenderness at the base of the fifth metatarsal Plain radiographs

Anterior process of the calcaneous fracture Tenderness over the anterior process of the calcaneous: halfway
between lateral malleolus and base of the fifth metatarsal

MRI

Superficial peroneal nerve neuralgia Weakness with ankle dorsiflexors, foot everters, and toe extensors.
Sensory loss or paresthesia affecting anterolateral lower leg,
dorsal foot, sparing the first dorsal web space

Electromyography

Peroneal tendon tears Tenderness posterolateral ankle along peroneal tendon, weakness
with ankle eversion

Ultrasound/MRI

Diagnoses not to be missed in patients who have persistent pain and instability in the setting of prior ankle sprain. Clinical presentation and suggested
diagnostic imaging are described.
Rehabilitation of Acute Ankle Sprain

Rest, ice, compression, and elevation
The initial focus of an acute ankle sprain rehabilitation pro-

gram focuses on reducing pain while restoring strength and
range of motion. Historically, clinicians have applied the prin-
ciples of rest, ice, compression, and elevation (RICE) therapy
near universally. However, the evidence supporting this ap-
proach is limited. Vuurberg et al. reviewed and pooled data
from 33 randomized controlled trials studying the effect of
cryotherapy in the treatment of acute ankle sprains and
found no significant improvement in pain at rest, function,
or swelling (12). A multicenter randomized controlled trial
by Bendahou et al. compared the use of compression stock-
ings versus noncompressive placebo stockings and found
no significant difference in pain, analgesic consumption, or
bimalleolar or midfoot circumference (28). There have been
no controlled trials examining the use of rest or elevation
alone in the treatment of acute ankle sprains. Nonetheless,
the use of RICE therapy is a reasonable intervention in the
acute phase of ankle sprain for short term symptomatic pain
control to facilitate early mobilization.

Other modalities such as electrical stimulation and thera-
peutic ultrasound have been touted to aid in the recovery after
acute ankle sprain; however, the current peer-reviewed litera-
ture does not support the use of these interventions in reducing
pain, edema, or accelerating functional recovery after acute
ankle sprain (29,30).
Nonsteroidal Anti-inflammatory Drug
Oral and topical nonsteroidal anti-inflammatory drugs

(NSAID) may be a useful adjunct therapy in diminishing pain
in the acute phase of ankle injury.NSAIDact via cyclooxygenase
inhibition and reduction of downstream production of prosta-
glandin and thromboxane; resulting in anti-inflammatory and
analgesic effects (31). Although NSAID are generally regarded
as safe, they should be used judiciously due to their potential
for gastrointestinal, renal, and cardiovascular side effects (32).
NSAID have been hypothesized to delay tissue healing due to in-
hibition of the normal inflammatory response to tissue injury
(32). Acetaminophen is an equally effective alternative for reduc-
ing pain in the first 14 d after acute ankle sprain (12).
www.acsm-csmr.org
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Immobilization and Bracing
In the management of acute LAS, evidence favors early

mobilization and functional ankle support in the form of
bracing or taping over rigid immobilization. Kerkhoffs et al.
(33) found shorter time to return sport, greater reduction in
swelling, and decreased radiographic evidence of instability
with rehabilitation programs that included both early mobi-
lization and functional ankle support compared to immobili-
zation. Some investigators have found that a short period of
immobilization (up to 10 d) may be beneficial for reducing
pain and swelling (12). There are no randomized controlled
trials studying immobilization in the initial management for
medial or syndesmosis sprains; however, most experts sug-
gest a period of immobilization and protected weight bearing
up to 2 wk, due to concern that early range of motion may
result in secondary injury (34,35).

Manual Therapy
The addition ofmanual therapy to a rehabilitation program

for acute ankle sprains may provide benefits in pain reduction
and functional recovery. Loudon et al. (36) reviewed eight
controlled trials utilizing manual therapy and concluded that
the application of manual therapy in the acute phase of ankle
sprain injury resulted in improved ankle dorsiflexion, pain
reduction, and improved stride length. Manual techniques
reviewed in the study included A/P talocrural glides and
talocrural distraction. These techniques call for the clinician
to place the ankle in neutral position and apply a posteriorly
directed force to the talus or attempt to distract the talus
from the ankle mortise, respectively. Another randomized
control trial by Cleland et al. found the addition of a manual
therapy protocol to a physical therapy program resulted in
greater improvements in Foot and Ankle Ability Measure,
Lower Extremity Functional Scale, and pain scores in pa-
tients with acute LAS sustained at up to 6 months follow
up (37). Based on these findings, we recommend the incor-
poration of manual therapy techniques into ankle sprain
rehabilitation programs.

Neuromuscular Training
Neuromuscular and proprioceptive training programs are

safe and effective additions to ankle rehabilitation programs
that should be implemented as soon as tolerated after injury.
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Altered neuromuscular activation patterns after ankle in-
jury contribute to functional instability, alterations in gait,
and elevate risk for recurrent injury (38). Early implemen-
tation of neuromuscular retraining within the first week of
injury results in higher overall activity levels without in-
creasing pain, swelling, or the rate of reinjury when compared
with traditional RICE therapy (39). A systematic review and
meta-analysis by Postle et al. (40) found proprioceptive exer-
cises resulted in significant improvement in ankle functional
outcome measures, such as the Star Excursion Balance Test
and Functional Ankle Disability Index. Neuromuscular
retraining programs reduce the prevalence of recurrent injury
and functional instability (40–42). Therefore, we recommend
early neuromuscular retraining for athletes who sustain an
ankle sprain.
Orthobiologics
To our knowledge, there have been no large-scale random-

ized controlled trials studying the effect of the platelet-rich
plasma (PRP) injections in acute ankle sprains. There are
two controlled trials studying the effect of PRP injection in
acute syndesmosis sprains. Laver et al. (43) conducted a ran-
domized controlled trial comparing a standard rehabilitation
protocol to the same rehabilitation protocol supplemented
by a single ultrasound-guided PRP injection to the AITFL
and tibiofibular joint (43). They found faster return to play
and lower pain scores in their intervention group. Samra et al.
(44) treated rugby players with acute syndesmosis sprains
using a single ultrasound guided PRP injection into the AITFL
in addition to a standard rehabilitation protocol. They com-
pared their intervention to a historical control group treated
with standard rehabilitation alone. They found that the in-
tervention group demonstrated faster return to play and
greater improvements in functional measures. Both studies
were limited by a small sample size (n = 8 and n = 11, respec-
tively). Further research is needed in this area.
Prevention of Ankle Sprains and Recurrent Injury

Bracing and taping
Nonrigid ankle bracing and prophylactic ankle taping are

both effective means for preventing first time and recurrent
ankle sprains (12). These interventions have been shown to
reduce the risk of sprains by 50% to 70% in those who have
a history of ankle sprain (45). Although the effect size of
these interventions is less pronounced in the prevention of
primary ankle sprains, a recent large randomized control
trial by McGuine et al. (46) demonstrated significant reduc-
tions in both primary and recurrent ankle sprains in high
school basketball players who were provided nonrigid lace
up ankle braces. When compared head to head, bracing
and taping perform similarly; however, cost analysis favors
bracing significantly over taping (47). Both appear to be effec-
tive interventions in preventing first time or recurrent ankle
sprain, and the choice may be based on athlete preference.
There are no trials comparing the simultaneous use of both
tape and bracing to either taping or bracing alone.We recom-
mend lace up ankle brace or taping for 1 year after ankle
sprain to prevent recurrent injury.
222 Volume 18 � Number 6 � June 2019
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Neuromuscular Training Programs
Neuromuscular training programs typically include bal-

ance and proprioception tasks with recurrent voluntary or in-
voluntary destabilization during exercise. These programs
improve ankle joint position sense, muscle reaction time, and
functional outcome scores (42). They reduce the rate of recur-
rent ankle sprains up to 12 months after acute ankle sprain
and should be started in all athletes who sustain an ankle
sprain as soon as tolerated after injury (12).

Although effective for prevention of recurrent sprains, the
evidence for reducing the rate of first-time ankle sprains with
neuromuscular training programs is less robust. Foss et al.
(48) performed a prospective randomized control study im-
plementing a neuromuscular training program among mid-
dle school and high school aged athletes and found reduced
overall injury rates, but no significant difference in ankle
injuries specifically.

Return-to-Play Considerations
Ideally, athletes may return to play when he or she has full,

painless range of motion and strength is restored. The athlete
should be able to complete sport specific activities without
recurrent symptoms. Although ligament healing time may re-
quire a period of 6 to 12 wk, time to return to sport varies
greatly (49). Observational studies show 90% of high school
athletes with either first time or recurrent ankle sprain returned
to play within 1 wk, far shorter than the demonstrated time for
physiologic ligament healing (50). Because the natural history
of ankle sprain injury is for rapid reduction in pain in the first
2 wk, a corresponding reduction in perceived disability may re-
sult in early return to play with inadequate rehabilitation (7).
Moreover, AITFL sprain requires significantly longer time to
return to play than LAS.

Conclusions
Ankle sprains are common injuries that require thorough

evaluation and evidence-driven interventions to promote an
expedited and complete recovery. At the time of initial injury,
we recommend the application of the Ottawa Ankle to assess
risk of fracture and reduce unnecessary radiographs. Modali-
ties, such as RICE therapy, electrical stimulation, NSAID, and
Tylenol, do not accelerate recovery, but are reasonable inter-
ventions for short term pain reduction. We favor early mobi-
lization after acute lateral sprain as it has been shown to
accelerate return to play and introduce early neuromuscular
training programs in all athletes with ankle sprains to reduce
the risk of recurrent sprain. In addition, nonrigid ankle brac-
ing for 1 year after ankle sprain is recommended for preven-
tion of recurrent sprain. Finally, we endorse surgical referral
and consideration of stabilization for cases of chronic ankle
instability that do not respond to nonoperative measures af-
ter concomitant pathologies have been ruled out.

The authors declare no conflict of interest and do not have
any financial disclosures.
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