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Abstract 
Chronic lateral ankle instability (CAI) is defined as the occurrence of recurrent bouts of lateral ankle 
instability. Clinical examination should be supplemented by a complete, directed imaging assessment. 
Imaging occurred by simple comparative AP and lateral weight-bearing ankle X-ray, stress X-rays, 
ultrasound, CT arthrography and MRI. Arthroscopic classification of chronic lateral ankle instability is 
the stable ankle, moderate lateral ankle instability, severe lateral ankle instability and severe global ankle 
instability. Management of chronic lateral ankle instability focuses on a combination of peroneal muscle 
strengthening, balance reflex training, and external bracing as needed to prevent recurrent injury. Patients 
who fail these measures are candidates for lateral ankle ligament reconstruction. 
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Introduction  
Various clinical problems resulting from sprains of the ankle are regularly and improperly 
described using terms like "chronic ankle instability," "lateral ankle instability," and "ankle 
ligament laxity". The 'Laxity' term refers to a physical complaint that may be objectively found 
during a clinical assessment. Following lateral ligament damage, instability is an indication of 
an unstable ankle [1]. 
A subjective sensation of the ankle giving way is often described by the individual who 
experiences this instability. A medical disease known as chronic ankle instability is marked by 
recurring bouts of instability that recurrently cause sprained ankles. The most frequent sports-
related injuries are "ankle sprains" or injuries to the lateral ankle ligament complex [2]. 
 
Chronic instability's pathomechanics 
Recurrent episodes of lateral ankle instability are known as chronic ankle instability (CAI). An 
initial acute incident is the most frequent cause that predisposes a person to chronic instability; 
nevertheless, the processes of chronic instability are assumed to be distinct from the acute 
damage. Two traditional causes of chronic instability have been identified, however, they are 
not mutually exclusive [3]. 
 Mechanical instability: This condition may be assessed using a physical examination, 

stress imaging, or arthrometry [4]. 
 Functional instability: A functional instability component will almost always be present 

in individuals suffering from CAI, and it frequently represents the main issue [5]. 
 
Clinical evaluation [6] 
The instability's history and its duration. Symptoms include recurrent "sprains," a feeling of 
instability while bearing weight, permanent pain or acute accident-related pain, oedema, and 
intra-articular mechanical conditions including snapping or blockages. Impact on functionality: 
Occupational and athletic. 
 
Examination [7] 
Foot morphotype screening, especially for hindfoot varus, screenings for pain spots and legs 
pendent, peroneal tendon displacement, and ligament assessment is an important step and 
assessment for general laxity of the ligaments based on Beighton scores.  
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Imaging 
Simple comparative AP and lateral weight-bearing ankle 
X-Rays: Are used to systematically examine and screening 
for indicators of osteoarthritis as well as bone avulsions of 

ligament insertions, correlated lesions, and neglected 
fractures. Hindfoot morphotype is determined by Méary or 
Djian hindfoot views with cerclage, Salzman views, or long 
axial views, which are often varus or valgus [7] Figure 1.

 

 
 

Fig 1: AP weight-bearing Méary ankle view 
 

Stress X-rays: Laxity and lesions location may be verified 
and quantified. In the anterior draw test, a positive result is 
defined as an anterior displacement of > 4 mm. By drawing a 

line perpendicular to the distal tibia and talus' articular 
surfaces, talar tilt may be determined [8] Figure 2.

 

  
(A)         (B) 

 

Fig 2: (A) Ankle radiograph taken laterally showing anterior drawer instability brought on by laxity in the ATFL and (B) Left ankle anterior-
posterior radiograph showing lateral ankle talar tilt instability caused by CFL laxity 

 
Additional imaging tests: This may confirm the existence of 
ligament injuries, including ultrasound, CT arthrography, and 
several types of MRI (MRI arthrography, gadolinium-
enhanced). 
MRI findings  

ATFL: This is most easily observed on axial T1 MR scans, 
where it manifests as a homogenous band of low signal 
intensity emerging from the lateral malleolus' anterior edge [9] 
Figure 3.
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Fig 3: The talofibular ligaments are normal. (A) The normal ATFL, PTFL, as well as tendon of flexor hallucis longus (FHL) with accompanying 
(B) axial PD MR scan, reveals a taut ATFL measures between 2 and 3 mm in thickness. Due to the fat that is interleaved, the PTFL seems 

striated. 
CFL: is broad, powerful, and cordlike. It comes from the 
deep aspect of the lateral malleolus' inferior tip. Axial and 

coronal pictures provide the most precise views [9]. Figure 4 

 

 
 

Fig 4: Normal CFL (A) Sagittal depiction with a coronal insert demonstrating the CFL deep to the sheath of the peroneal tendon. (B) Coronal 
PD MR image corresponding to the inset in (A). The peroneal tendon (PT) can be observed superficial to the CFL. SPR, superior peroneal 

retinaculum 
 

Arthroscopic classification of chronic lateral ankle 
instability (Modified)  
 Stable ankle: Whenever the talus has moved somewhat 

but not sufficient for the 4.5mm arthroscope to enter the 
tibiotalar area [10]. 

 Moderate lateral ankle instability: Whenever there is 
sufficient talus displacement to insert the 4.5mm 
arthroscope through the anterior tibiotalar area but 
insufficient to see the posterolateral structures [10].  

 Severe lateral ankle instability: Whenever the talus has 

undergone significant translocation, which usually makes 
it possible to introduce the 4.5mm arthroscope further 
through the tibiotalar joint and see the postero-lateral 
components [10]. 

 Severe global ankle instability: Whenever the talus 
protrudes significantly from the mortis, it is usually 
possible to see the whole tibiotalar joint's structure from 
the lateral to medial sides with a 4.5mm arthroscope [10] 
Figure 5.

 

https://www.orthopaper.com/


 

~ 54 ~ 

International Journal of Orthopaedics Sciences  https://www.orthopaper.com 

 
 

Fig 5: Mechanical testing of the lateral ankle stability under arthroscopy. (a) A stable ankle. (b) Moderate lateral ankle (c) Severe lateral ankle 
instability. (d) Severe global ankle instability (asterisk, intermalleolar ligament) 

 
Injuries linked to persistent lateral ankle instability [6] 

Anterolateral impingement lesions (67%), Peroneal 
tenosynovitis (77%), attenuated peroneal retinaculum (54%), 
peroneal retinaculum avulsion, ankle synovitis (49%), intra-
articular loose body (26%), peroneus brevis longitudinal tear 
(25%), peroneus brevis + longus tear, talus osteochondral 
lesion (23%), chondral flaps, full-thickness defect, anterior 
talofibular ligament avulsion (11%), accessory peroneus 
quatres muscle (8%), medial ankle tendon tenosynovitis (5%), 
FHL tenosynovitis, FDL tenosynovitis, PT tenosynovitis and 
ankle capsular avulsion fracture (3%). 
 
Chronic lateral ankle instability management 
An individual with chronic ankle instability is often treated 
with a regimen of strengthening of peroneal muscles, 
balancing reflex training, and, if necessary, external bracing 
to avoid repeated damage. Individuals may effectively control 
their instability regardless of surgery if they comply with 
these non-operative therapies for a minimum of 6 months. 
Applicants for lateral ankle ligament repair are those who 
don't respond to these interventions [11]. 
 
Arthroscopic therapy for chronic lateral ankle instability 
[12] 
In both the shoulder and the knee, full arthroscopic 
stabilization treatments have evolved into the standard of care 
that is now being provided. The three types of arthroscopic 
lateral ligament repair procedures presently available are "all-
arthroscopic techniques," "arthroscopic-assisted techniques," 
and "all-inside techniques" [13]. 
Reconstruction is indicated when anatomical repairs fail, 
Elevated body mass index, ineffective ATFL as detected by 
arthroscopic evaluation, congenital ligament hyperlaxity, 
demands of a physically demanding job or activity, and an 

ossicle larger than 1 cm [14]. 
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