
 

ANKLE SPRAINS 

 

Marilyn Munroe in “The Seven Year Itch”, 20
th

 Century Fox, 1955. 

 



Marilyn Monroe once famously chirped, “I don’t know who invented high heels, but all women 

owe him a lot!” 

 

In answer to Marilyn’s question it appears that a Parisian shoe designer Roger Vivier 

“invented” the first true stiletto heel in 1954. Italian women were the first to take to the new 

design. Sophia Loren and Gina Lollobrigida were rarely seen out of the new designer heels 

and it was not long before the latest Italian “rage” took hold in the US. Hollywood’s hottest 

female stars of the day, Jayne Mansfield in particular, fuelling its sexy image.  

 

However it was Marilyn Munroe who truly brought the “heel” to international recognition, in 

possibly her most famous movie, “The Seven Year Itch” in 1955. In the film Tom Ewell (played 

by Richard Sherman) kisses goodbye to his wife as she heads off for a vacation in the country. 

After she leaves he begins fantasizing about the voluptuous blonde, played by Marilyn who has 

just moved into the upstairs apartment.  

 

As the night is extremely hot and balmy, against his better judgment he invites Marilyn in for a 

cool drink Though extremely anxious he begins to “chat her up”, maintaining his cool until 

she quips, “When it gets hot like this, you know what I do? I keep my undies in the icebox!” at 

point he which he totally looses his nerve and almost drops his glass. He decides they must go 

out for some air. Possibly the most famous scene of Marilyn’s career follows later out in the 

street where she steps onto a subway grating vent which billows out her flowing white dress. It 

was this scene that electrified the female audience in respect to Marilyn’s footwear. The male 

audience was somewhat more electrified by what filled them! Tom Ewell, a complete wreck by 

now tries to say something “witty” but can only blurt out, “It sort of cools the ankles, doesn’t 

it?” 

 

The whole scene runs less than a minute, but it took hours to film before thousands of 

spectators and dozens of photographers who had gathered for the shoot that began at 2 a.m. 

and lasted nearly till dawn. It was a marvellous tribute to Marilyn’s abilities of poise and 

balance to remain upright for such a long period whilst walking around on a subway vent in 

stilettos! Among the spectators was Marilyn’s then-husband, the baseball star Joe DiMaggio. 

“There were a good 5,000 people there waiting to see Marilyn’s legs,” director Billy Wilder 

recalled years later, with the crowd chanting, “Higher! Higher” as the scene was reshot 15 or 

more times. It got so noisy in fact that filming had to be abandoned and part of the scene 

consequently had to be reshot later on a replica “subway vent” built in Hollywood. DiMaggio 

detested the all the attention his wife was getting. The director of the film, Billy Wilder, 

happened to catch a glimpse of DiMaggio and always remembered his expression as a “look of 

death”. That night, DiMaggio stormed into Marilyn’s hotel suite and a row to end all rows 

ensued, that eventually led to their divorce. 

 

Roger Vivier’s “invention” has certainly had a profound effect on the world of heeled fashion 

that persists till this day. Marilyn herself was certainly grateful. But fashion always seems to 

come at a price, in this case, bunions, calluses, aching legs and back, and in some cases, such 

as Marilyn’s, perhaps a little too much attention. Above all, however lurks the ever present risk 

of falls with resulting severe ankle sprains, especially if one happens to get one’s heel caught 

within the grating of a subway vent! All physiotherapists also owe quite a lot to Mr Vivier!  

 

 

 

 

 

 

 



 

ANKLE SPRAINS 

 

Introduction 

 

An ankle sprain, is an acute ligamentous injury of the ankle joint. 

 

Ankle sprains are typically classified as Grade I, II or III injuries. 

 

An ankle strain more correctly refers to a chronic ligamentous injury of the ankle joint. 

 

The vast majority of ankle sprains (> 80 %) will be due to lateral inversion injuries. 

 

Anatomy 

 

 

 

 

 

 

 

Lateral Ankle Joint Ligament Complex, (Gray’s Anatomy, 1918) 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Medial Ankle Joint Ligament Complex, (Gray’s Anatomy, 1918) 

 

● The ligaments of the medial ankle, collectively known as the deltoid ligament complex, 

form a broad strong ligamentous stability to prevent eversion.  

 

● On the lateral side, there is only minimal bony stability.  

 

 Ligamentous stability comes from 3 relatively small ligaments, the anterior talofibular 

ligament, the calcaneofibular ligament, and the posterior talofibular ligament.  

 

● The syndesmotic ligament complex consists of the anterior tibiofibular ligament, the 

posterior tibiofibular ligament, and the distal interosseus membrane between the tibia 

and the fibula. 

 

Due to the bony and ligamentous anatomy of the ankle joint the lateral side of the ankle is 

at much greater risk of injury than is the medial side. 

 

Of lateral ligament sprains, the anterior talo-fibular is the most involved ligament, followed by 

the calcaneo-fibular, followed by the posterior talo-fibular. 

 

Medial ankle sprains are uncommon and if the deltoid ligament is torn it will often be in 

association with a fracture. 

 

Tibio-fibular ligament rupture may also occur. 

 

 



 

Pathology 

 

Acute ankle sprains result from a force being applied to the ankle joint which causes excessive 

range of movement at the joint.  

 

Ligaments may be stretched, partially torn or completely torn. 

 

Proven risk factors 
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● Previous or existing ankle injury especially if poorly rehabilitated (biggest risk factor). 

 

● Lack of strength and stability related to the ankle. 

 

● Lack of, or extreme flexibility, in the ankle joint. 

 

● Poor balance. 

 

● Sudden change in direction (acceleration or deceleration). 

 

● Increasing age of player. 

 

Suspected risk factors 
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● Poor condition of the playing surface. 

 

● Inappropriate, inadequate, or no warm-up. 

 

● Wearing inappropriate footwear for the activity. 

 

● Lack of external ankle support (taping, bracing) for previously injured ankles. 

 

Clinical Features 

 

On injury, immediate pain is felt. 

 

A tearing or popping sensation may be experienced in more severe injuries. 

 

Classification of Ankle Sprains 

 

A number of classifications exist. The most common and useful is the clinical grading of ankle 

sprains according to a severity scale of one to three. 

 

Grade I, (Ligaments intact, stretched only):  

 

● Pain mild 

 

● Mild local tenderness. 

 

● Minimal swelling 

 

● Weight bearing usually possible. 

 



● No evidence of joint laxity. 

 

Grade II, (Ligaments partially torn):  

 

● Pain moderate 

 

● Moderate tenderness 

 

● Moderate swelling 

 

● May not be able to weight bear 

 

● No or mild joint laxity. 

 

Grade III (Ligaments completely ruptured):  

 

● Pain severe initially, followed paradoxically by minimal pain is typical. This is because 

ligaments are completely torn through and so do not result in pain when stretched or 

moved. 

 

● Marked tenderness 

 

● Marked swelling 

 

● Not usually able to weight bear 

 

● Joint laxity on examination or stress x-ray views.  

 

Anterior Draw Test: 

 

An anterior drawer test can assess the stability of the anterior talofibular ligament.  

 

Cup the heel in one hand, pull it forward and stabilize the tibia with the other hand.  

 

Forward movement of more than 10 mm (or a 3 mm difference between sides) suggests 

anterior talofibular ligament disruption.  

 

Comparison of the affected side to the uninjured side is critical since the amount of laxity is 

highly variable between patients. 

 

Talar Tilt Test: 

 

The talar tilt tests the anterior talofibular ligament and the calcaneofibular ligament. 

 

Invert the ankle and compare the laxity to the uninjured side. 

 

A complete rupture of the talofibular ligament and the calcaneofibular ligaments, as 

evidenced by both talar tilt of at least 20-30° opening and talar tilt of at least 10° greater than 

the uninjured side, is considered a third-degree ankle sprain.  



 

                  Anterior draw test                                                           Talar tilt test 

 

Note that both the anterior draw test and the talar tilt test may not be possible in the acute 

injury phase due to severe pain, and ligamentous laxity may only be testable when acute pain 

has settled. 

 

Lateral Tenderness Assessment: 

 

A common clinical misdiagnosis is ankle injury, when the diagnosis is in fact a fracture of the 

base of the fifth metatarsal. The swelling and pain of this fracture may be mistaken for a lateral 

malleolus injury. 

 

It is important therefore to determine carefully whether lateral tenderness is maximal over the 

lateral malleolus (ankle injury) or the base of the fifth metatarsal,  (metatarsal injury)  

 

Investigations 

 

Plain radiography 

 

● The need for x-rays may be objectively based on the Ottawa ankle rules, (see separate 

guidelines) but if there is any doubt then it is best to x-ray the ankle to rule out fracture. 

 

● As mentioned above a common clinical misdiagnosis is ankle injury, when the 

diagnosis is in fact a fracture of the base of the fifth metatarsal, (or occasionally of the 

navicualar or rarely the cuboid). 

 

 The swelling and pain of this fracture is not uncommonly mistaken for a lateral 

malleolus injury and ankle x-rays are requested. Fractured base of fifth metatarsals need 

to have a specific “foot” x-ray asked for.  

 

 It is important to therefore specifically check for tenderness over the base of the fifth 

metatarsal and if present to request a foot x-ray in addition to an ankle x-ray. The 

threshold to order both x-rays should be low if there is any clinical doubt. 

 

● In cases of chronic ankle instability, which is not responding to treatment, a stress 

radiograph may be considered.  



 

 

 Stress views include the talar tilt test and anterior drawer test.  

 

 Because of high variability in normal ankle laxity, comparison views of the uninjured 

side should also be done.  

 

 A greater than 10 degree difference is considered abnormal. In practical terms, these 

views will generally not be possible in the acute injury phase due to pain.  

 

● Occasionally x-rays may show diastasis, ie separation of the tibia and fibula, suggesting 

a complete rupture of the tibio-fibular ligament and the lower interosseous membrane. 

 

Ultrasound 

 

● This can be useful for assessing ligamentous injury around the ankle, as clinical 

assessment is often equivocal, especially when limited by pain in the acute injury.   

 

● It may be indicated in severe injuries and/ or elite athletes.    

 

MRI 

 

● This may be used on occasions to assess ligamentous injuries in patients who are 

suitable for surgical intervention, such as elite athletes. It is the most sensitive imaging 

modality for assessing ligamentous injuries of the ankle.  

 

Management 

 

1. Initial management in the first 48-72 hours is, as for most soft tissue injuries, “RICE” 

 and “No-HARM”. 

 

R Rest 

 

● Mild sprains may not routinely require crutches, this will largely depend 

on the severity of symptoms. 

 

● Avoid full weight bearing on the more severely injured ankle by using 

 crutches if  significant pain. 

 

 ● Partial weight bearing with crutches as appropriate for less severe 

 injuries.  

 

I Ice 

 

● Apply ice wrapped in a wet towel to the injured ankle for 20 minutes 

every 2 hours initially. 

 

● Ice may be used then intermittently over the first 48 hours. 

 

C Compression 

 

● Double “tubigrip”, can be removed whilst applying ice. 

 



E Elevation. 

 

2. No-HARM: 

 

 In the first 48 hours AVOID heat or massage in particular 

 

 The No-HARM mnemonic refers to: 

 

● No heat , (promotes vasodilation and worsens haemorrhage and oedema). 

 

● No alcohol , (vasodilates, and worsens haemorrhage and oedema). 

 

● No running or activity, (worsens haemorrhage and oedema) 

 

● No massaging, (promotes further bleeding and oedema).  

 

3. Analgesia as clinically indicated: 

  

Pain is usually only mild to moderate and simple oral analgesics will usually suffice: 

 

 Options include: 
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For less severe pain use: 

 

● Paracetamol 1gram orally 4 hourly prn (to a maximum dose of 4 gram per 

 24 hour period)  

 

And/or 

 

● Ibuprofen 400mg orally 6 hourly prn 

 

For more severe pain use: 

 

● Oxycodone immediate release 5 to 10 mg orally 4 to 6 hourly prn 

 

 With 

 

● Paracetamol 1gram orally 4 hourly prn (to a maximum dose of 4 gram per 

 24 hour period) 

 

And/or 

 

● Ibuprofen 400 mg orally 6 hourly prn 

 

4. Recovery period: 

 

● Most ankle sprains heal within 2 to 6 weeks. 

 

● Severe grade III sprains however many take as long as 12 weeks. 

 

5. Taping: 

 



● Sport people with more significant ligament injuries (Grade 2 or 3) are advised 

 to use bracing or protective taping when playing sport for a minimum of 6 to 12 

 months post injury. 

 

Disposition 

 

More significant second and third degree injuries in elite athletes are referred to a specialist in 

Sports Medicine or an orthopaedic surgeon 

 

Sports medicine specialist/ Physiotherapy: 

 

● More significant sprains, should be reviewed by a physiotherapist.. 

 

● Although athletes usually recover quickly from acute ankle sprains, failure to 

 rehabilitate appropriately imposes an increased risk for future injury. 

 

● A comprehensive rehabilitation program minimises the chance of the injury recurring.  

 

It includes flexibility, balance, stretching, strengthening and sport specific exercises.  

 

During this time taping or bracing the ankle may be prescribed to provide support until 

full function is regained. 

 

Orthopaedic surgeon: 

 

Surgical intervention may be considered in suitable candidates with: 

 

● Third-degree ankle sprains  

 

● Chronic ankle instability. 
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