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If missed or misdiagnosed, syndesmosis injuries are one of the most 
common causes of chronic ankle dysfunction and potential degenerative 
disease. This article guides you through how these injuries occur 
and how to best diagnose them, including when to refer for further 
evaluation. After reading this article you will have a good understanding 
of the injury and the structures involved as well as how to diagnose the 
grade of injury confidently to set your patient on the best treatment/
rehabilitation path. Read this article online https://spxj.nl/2ZhRByL

By Kathryn Thomas BSc MPhil

S yndesmotic injuries are 
consistently associated with 
higher levels of disability, 

pain and prolonged periods out of 
sports participation. They have also 
been described as one of the most 
difficult sporting injuries to treat, 
with rehabilitation potentially taking 
between 2 and 30 times longer than 
isolated lateral ligament sprains (1*). 
The most common cause of chronic 

ankle dysfunction (6 months after 
ankle trauma) is related to 

syndesmotic injuries (2*).
Although not common 

compared to lateral ankle 
sprains, problems from 
syndesmosis involvement 
can be devastatingly time 
consuming for patients 

and often lead to 
significant morbidity 
and degenerative 
ankle disease – 

particularly if managed 
improperly. This is 

especially troublesome when 
considering that this injury is 
most prevalent between the 

ages of 18 and 34 years (3*). Non-
isolated injury to the syndesmosis has 
been reported to be associated with 
8.5% of all ankle injuries, although 
studies have documented up to 25% 
of operatively treated ankle fractures 
have an unstable syndesmosis injury, 
most commonly occurring in Weber 
type C injuries (3*).

Certain sports are characterised by a 
higher proportion of ankle syndesmosis 
injuries; these include boot-immobilised 
sports such as skiing and ice hockey, as 
well as collision sports such as American 
football, soccer (football), wrestling 
and rugby. The reported proportion of 
isolated syndesmotic injuries among 
overall ankle ligament injuries ranges 
from 18 to 74%. This variation can be 
explained by the fact that some sports 
have extrinsic risk factors associated 
with syndesmotic injury. Skiers and ice 
hockey players wear boots causing rigid 
immobilisation of the ankle leading to 
high-torque external rotation of the 
foot and American football is often 
played on artificial turf instead of natural 
surfaces. Another plausible explanation 
is that an isolated syndesmotic injury 
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can be frequently misdiagnosed as an 
ankle sprain (4*).

Ankle sprains in athletes are one 
of the most common injuries and 
syndesmosis or ‘high ankle’ sprains 
seem to be diagnosed at an increasing 
rate. Is there an actual increase in the 
incidence of syndesmosis injuries or an 
increased recognition in a previously 
underdiagnosed/unrecognised injury? 
Or is it that the athletes are becoming 
more competitive, more aggressive in 
their manner of play, thereby increasing 
their risk of sustaining (or inducing) a 
syndesmosis injury through tackles, 
contact with other players and foul play. 
While research and clinical practice 
continually strive to prevent soft tissue 
and ligamentous injuries, the nature of 
syndesmosis injuries means they are 
more or less impossible to prevent in 
any contact sport.

This article will show you how 
you can better assess and diagnose 
an injury and which clinical tests and 
MRI findings are the most useful in 
determining the severity of the injury. 
This can then be used as a guide 
when prognosticating and attempting 
to rehabilitate patients, be it a 
minor or more severe post-surgical 
syndesmosis injury.

Syndesmosis Joint Anatomy
The syndesmosis joint is made up of 
a number of bony and ligamentous 
structures; viewed from above this 
creates a ring of stability at the distal 
end of the lower leg and mortise within 
which the talus sits.

The majority of the stability of the 
syndesmosis joint is provided by the 
tibia and fibula; specifically, the medial 
and lateral malleoli. Between these 
bony prominences sit the anterior 
inferior tibiofibular ligament (AITFL), 
posterior inferior tibiofibular ligament 
(PITFL), interosseous ligament (IL) and 
the interosseous membrane. These 
structures work in conjunction with the 
deep and superficial (anterior) deltoid 
ligament and the lateral ligament 
complex primarily to prevent diastasis 
of the fibula from the tibia (1*).

An injury to the syndesmosis joint 
will involve one or all of the primary 
syndesmotic structures, whereas more 
serious injuries can also include the 
lateral ligaments (5*).

Mechanism of Injury
This large variation in injury incidence 
statistics may indicate an under-
reporting of these injuries, reflecting 
the difficulty identifying syndesmotic 
ligament damage. Sporting 
populations are more likely to suffer 
from syndesmotic injuries owing to 
the forces required to damage the 
ligaments (1*).

One of the most important aspects 
of the diagnostic procedure is being 
able to review the mechanism of 
injury. However, we are unlikely to 
be fortunate enough to have multi-
angle replays available unless you are 
treating a professional athlete and 
the injury occurred during match-play. 
The reality is most of your patients 
may have injured themselves during 
practice or other matches/sports but 
will probably not have video footage 
of the incident. It is important to clearly 
understand, or visualise in your mind 
how the patient was injured as this is 
key in diagnosis.

The mechanism associated with 
syndesmosis injury is that of direct 
impact to the syndesmosis region 
with a forced lateral/external rotation 
of the foot (relative to the tibia) with 
the ankle in dorsiflexion. This can 
occur in reverse with the tibia medially 
rotating over a fixed foot; the end 
range position is the same with the 
foot ending up dorsiflexed and laterally 
rotated (Link 1).

This forced rotation coupled 
with the mortise shape of the joint 
results in an outward force within the 
syndesmosis joint and injury to the one 
or all of the main supporting structures. 
In effect the syndesmosis is forced 
apart by these rotational forces (5*).

Isolated syndesmotic injury 
occurs when there is disruption of the 
distal tibiofibular articulation without 
associated fracture. This appears to be 
an entirely different population from 
the traditional syndesmosis disruption 
that occurs in the presence of a 
fracture; further, these patients remain 
some of the most poorly studied. The 
rate of isolated syndesmotic injury 
in ankle sprains has been reported 
to occur in up to 20% of the athletic 
population. Both stable and unstable 
syndesmotic injuries are more common 
in collision sports, during direct contact 

such as tackling and blocking, and have 
higher incidence on artificial turf relative 
to natural grass (6).

Injury Classification
The injury can be thought of as a 
‘peeling mechanism’, working from the 
anterior part to the posterior part of the 
joint. The AITFL is injured first, followed 
by the IL, PITFL and then the deltoid 
ligament. If an injury to the PITFL is 
suspected, then this would suggest a 
high-grade injury, as the AITFL and IL 
will also be involved.

Most often grading is based on MRI 
findings as suggested by Sikka et al. (7):
l Grade I: isolated injury to the AITFL
l Grade II: injury to the AITFL and IL
l  Grade III: injury to the AITFL, IL and 

PITFL
l  Grade IV: injury to the AITFL, IL, PITFL 

and deltoid ligament.

The MRI grading system above can give 
a more relevant grading for the minor 
to moderate, conservatively managed 
syndesmosis injuries than the clinical 
grading system by Porter et al (8), which 
is described below:
l  Grade I: involves injury to the anterior 

deltoid ligament and the distal IL but 
without tearing of the more proximal 
syndesmosis or the deep deltoid 
ligament. The AITFL is often very 
tender to palpation and may have 
a higher grade injury; because no 
diastasis is present, the injury is, by 
definition, stable.

l  Grade II: involves disruption of the 
anterior and deep deltoid ligaments 
as well as a tear in a significant 
portion of the syndesmosis, resulting 
in an unstable ankle that is still 
normally aligned on non-stress 
radiographs. This poses particular 
diagnostic challenges, because the 
extent of the injury and its occult 
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instability are often more difficult to 
recognise.

l  Grade III: involves severe external 
rotation and abduction, with 
complete disruption of the 
medial ligaments and extensive 
disruption of the syndesmosis, 
frequently accompanied by 
fracture of the proximal fibula. 
Such injuries are overtly unstable 
on initial examination and standard 
radiographs.

Not everyone will have access to MRI 
or present themselves for physical 
therapy having had such investigations 
done. A decision may need to be 
made regarding sending the patient 
for further investigations to determine 
the extent of the injury as this plays a 
large role in their management and 
prognosis.

The more recent MRI grading 
system by Sika et al. (7) seems to be 
the one used most often in the clinic 
as well as in clinical studies. Grade I 
injuries are associated with a degree of 
discomfort but are not unstable as they 
do not involve a complete rupture. 
They can be managed with strapping 
and a short period of time out of sport. 
It is important to differentiate between 
a stable and unstable grade II injury as 
this will determine the management 
plan. A stable grade II (or grade IIa) 
injury may be treated conservatively, 
whereas an unstable grade II (or 
grade IIb) injury may require surgical 
intervention. Grade III and IV injuries 
are normally managed with surgical 
intervention to restore the normal 
structural stability of the joint, which is 
then followed up by rehabilitation.

Clinical experience has shown that 
one of the most important factors in 
determining the severity of injury is 
the ability of the individual to continue 
playing sport (5*). In grade I injuries the 
player is often able to complete the 
match and only mention the issue after 

the game (in football, for example). 
The ability of the player to complete 
the game immediately after the injury 
is a good clinical guide that a fairly 
swift recovery from a low-grade injury 
is possible. In the case of a grade 
II or III injury the player may not be 
able to complete the game, which is, 
therefore, a fairly good clinical guide 
that the diagnosis is likely to be at least 
a grade II injury. Of course, further 
clinical assessment beyond the ability 
to continue playing should be carried 
out and this is discussed in more 
detail in the sections Subjective and 
Objective Assessment. 

With the more severe injuries, the 
degree of pain at the time of initial 
assessment may make it difficult to 
gain exact information from the clinical 
testing. Therefore, in keeping with the 
algorithm suggested by Polzer et al. a 
delayed clinical assessment should be 
carried out (at 5 days) to allow the pain 
to settle (Link 2) (9*). By day 5 one would 
mainly be looking for pain or instability in 
the syndesmosis-specific tests.

Clinical Assessment
Injury recognition is crucial, especially 
in athletes where a missed diagnosis 
has been shown to be associated with 
long-term ankle dysfunction, missed 
time from sport and the need for 
surgical stabilisation. However, the 
physical and radiographic examinations 
can be deceiving and accurate 
diagnosis can be difficult despite 
improved diagnostic modalities. In 
addition, there is controversy regarding 
criteria for surgical intervention and, 
when indicated, which implants are 
optimal. Although the recognition 
of these injuries has improved, there 
still exists a paucity in the evidence 
on optimal conservative and surgical 
management. The primary reasons for 
this include: (1) inability to properly 
distinguish between isolated (no 
fracture) and non-isolated syndesmotic 
injuries; (2) current diagnostic tests 
are not very specific; (3) inability to 
accurately define stable from unstable 
injury; and (4) inability to sufficiently 
differentiate between acute and 
chronic syndesmotic injuries (3*,6).

Syndesmosis injuries can be missed 
in the early stages as the degree of 
pain and swelling may not reflect 

the severity of the injury. Players 
may report that something does not 
feel right and try to continue their 
participation in sport but find that they 
are not be able to. Some studies have 
shown that mean time from injury to 
diagnosis was as much as 14–21 days 
(1*). However, some cases may not be 
diagnosed for 3 or up to 7 months; 
having followed standard ankle 
rehabilitation (or no rehabilitation), the 
persistence of pain, impingement or 
instability prevents the patient from 
full functional recovery, raising the 
question – was something missed in 
the beginning? Only then is further 
diagnostic testing initiated (1*).

Early diagnosis of syndesmosis 
injuries is crucial as the early 
management strategies are an integral 
part of the accelerated rehabilitation 
process. These early management 
strategies include putting the injured 
patient in a boot and altering their 
weight-bearing status.

Subjective Assessment
Once you have had a detailed 
explanation of the mechanism of the 
injury, questions that may be of value 
include (3*,5*):
1.  Were you able to continue with the 

task you were doing?
2.  Did you hear or feel anything at the 

time of injury?
3. Have you had a similar injury before?
4. Where is the location of pain?
5. Was there any swelling or bruising?

As mentioned earlier, the ability of the 
player to continue with the task gives 
an indication of the grade of injury. If 
the player was able to complete the 
task, then it is unlikely to be higher 
than a grade I injury. If they could carry 
on but it didn’t feel right, then this may 
suggest a stable grade IIa injury. If the 
player was unable to continue then 
suspicion of a grade IIb or higher injury 
is warranted (3*,5*).

Players with a syndesmosis injury 
will describe a mechanism different to 
that of a lateral ankle sprain. They may 
report the foot being trapped during 
a tackle with a rotational component. 
If available, confirm the mechanism 
of injury by reviewing video footage. 
There may be some confusion around 
what has happened but patients often 
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describe that something does not 
feel right or they don’t feel confident 
jumping or running on that foot.

The patient’s pain is often located 
above the lateral malleolus but they 
may also report pain on the medial 
side of the ankle if there is deltoid 
ligament involvement. A higher grade 
injury may be suspected if a player is 
struggling to walk and reports higher 
levels of pain than would be expected. 
The ankle may not appear swollen on 
observation but the player may report 
reduced confidence and a feeling of 
instability.

Differential Diagnosis
As a result of the high forces  
involved in a syndesmosis injury, bony 
pathology should be considered as a 
potential differential diagnosis. There 
may also be secondary damage to the 
chondral surfaces, which may present 
as ongoing discomfort and swelling.

Objective Assessment
If a syndesmosis injury is suspected, 
then immobilise the ankle in a boot 
and change the weight-bearing 
status to non-weight-bearing. To 
improve the reliability of the objective 
assessment, wait for the initial pain 
and inflammation to settle for the 
first 24–48 hours. For a high-grade 
injury, a formal assessment may be 
performed at 5 days post-injury (9*). 
Use the information gained from this 
assessment to determine the need for 
further imaging.

Along with a normal assessment 
of ankle function following injury [such 
as ability to walk, swelling, range of 
motion (ROM) and strength], a number 
of specific syndesmosis stress tests 
can be carried out. Pain on palpation 
over the AITFL and ‘high ankle pain’ 
increasing with passive dorsiflexion 
of the ankle may suggest an injury 
to the syndesmosis. The tests with 
the highest specificity and usefulness 
for prognosis include the external 
rotation test and squeeze test (7,10). 
The dorsiflexion/external rotation test 
has a sensitivity of 92% and although 
the squeeze test only has a sensitivity 
of 33%, it is more specific for an injury 
to the syndesmosis, and if positive it 
correlates with a longer time to return 
to sports (Video 1) (10,11).

Key Objective Tests
The key clinical objective tests for 
syndesmosis injury are described by 
Sman et al., and include the following 
(Fig. 1) (10).
l  Palpation of ligaments (Video 2)
l  Dorsiflexion range of movement 

(Knee-to-wall test) (Video 3)   
Within any group of individuals or 
athletes, there is large variance in 
ankle dorsiflexion ROM measured 
via the knee-to-wall test. Patients 
with lower baseline knee-to-wall 
scores may be at higher risk of injury 
and may find it harder to cope in the 
early stages post-injury. A patient 
with a lower baseline score will start 
to stress the soft tissue structures 
during simple tasks such as walking. 
In contrast a patient with a high 
knee-to-wall score may be able to 
run without pain in the early stages 
(11).

l  Dorsiflexion external rotation test 
(Video 4)   
With the player sitting on the edge 
of a raised bed and the knee at 90°, 
one hand is used to stabilise the leg 
while the other is used to exert an 
external rotation force on the foot 
and ankle. A positive test results in 
pain and/or separation at the distal 
tibiofibular joint.

l  Squeeze test (Video 5)   
With the player in a long sitting 
position, progressive pressure is 
exerted by squeezing the tibia and 
fibula together from proximal to 
distal. A positive test results in pain 
at the distal tibiofibular joint.

l  Fibular translation test (Video 6)
l  Anterior draw test (Video 7)
l  Cotton test (Video 8)
l  Hop test   

An inability to perform a single-leg 
hop has the highest sensitivity (89%) 
of any of the syndesmosis special 
tests (10).

Used in isolation, no test is accurate 
enough for diagnosis of syndesmosis 
injury. Sman et al. suggest using a 
combination of sensitive and specific 
signs to confirm ankle syndesmosis 
involvement (10).

Imaging Evaluation
Initial imaging investigation of 
suspected syndesmotic injury may 
be performed by X-radiography, 

Video 1: Syndesmosis Injury – Signs & 
Symptoms (Courtesy of YouTube user 
Physiotutors) https://youtu.be/JMqDnJNZDNI

Video 2: Syndesmosis Ligament Tenderness 
Palpation | Syndesmosis Injury 
(Courtesy of YouTube user Physiotutors)  
https://youtu.be/xfdD7nSDrcg
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the indications for which are bony 
point tenderness suggestive of a 
fracture, usually on the distal fibula, 
or suspected syndesmotic widening. 
X-radiography of the proximal fibula 
may also be indicated for high-energy 
syndesmotic injuries, looking for a 
fibula neck fracture indicative of a 
Maisonneuve injury (12*).

X-radiography is often not 
performed in the majority of high 
ankle sprains in elite sports clinical 
practice, as MRI is easily and quickly 
accessible for this patient group (5*). 
Non-weight-bearing X-radiography is 
relatively insensitive to the detection 
of syndesmotic ligament injury and 
radiographic evidence of syndesmotic 
widening may not be present even 
in the setting of complete (grade III) 
disruption of the AITFL. Complete 
disruption of the AITFL, IL and PITFL 
may be needed before syndesmotic 
widening is visible on non-weight-
bearing X-radiographs (5*,13*).

Therefore, it is advised that 
weight-bearing anteroposterior, 
mortise and lateral radiographs of 
the ankle may help in the diagnosis. 
Findings such as increased medial 
clear space between the talus and 

medial malleolus, reduced tibiofibular 
overlap and increased space between 
the incisural tibial surface and the 
fibula of greater than 6mm, is highly 
suggestive of injury. The accuracy of 
such measurements is questionable, 
however (3*,11,13*).

MRI is the benchmark imaging 
modality with 100% sensitivity and 
93% specificity for AITFL and 100% 
sensitivity and specificity for PITFL 
injuries (11). It clearly demonstrates 
acute injury of the syndesmotic 
and deltoid ligament complexes 
indicated by ligamentous oedema, 
fibre disruption and laxity. The 
severity of ligament disruption may 
be appreciated by careful evaluation 
of the extent of the ligament fibre 
injury, allowing grading of injury from 
grade I sprain (oedema) to grade II 
(partial tearing) and grade III (complete 
tearing) (5*).

Small cortical avulsion fractures, 
usually occurring beneath the fibular 
footprint of the AITFL, are commonly 
detected by MRI that may be missed 
with X-radiography. MRI also identifies 
tearing of the IL and oedema within the 
interosseous membrane that would be 
otherwise missed if X-radiography alone 

was used (5*).
Acute on chronic injury of the 

syndesmosis is commonly seen in the 
setting of high ankle sprains in athletes, 
evidenced by thick low signal scarring 
of the syndesmotic ligaments with 
oedema or tears. This is an important 
observation as it may influence the 
potential for the ligaments to primarily 
heal, and so precludes conservative 
management (5*).

The use of X-radiography views 
taken during dynamic, manually 
applied syndesmotic stress is still 

Video 3: The Weight Bearing Lunge Test 
or Wall Test | Ankle Mobility (Courtesy of 
YouTube user Physiotutors)  
https://youtu.be/U7woPNLUT3Q 

Video 4: Dorsiflexion External Rotation  
Stress Test | Syndesmosis Injury  
(Courtesy of YouTube user Physiotutors)  
https://youtu.be/s53uzyUv0bc

Video 5: The Syndesmosis Squeeze  
Test | Syndesmosis Injury  
(Courtesy of YouTube user Physiotutors)  
https://youtu.be/ANgWSz0UoDg

The tests are 
considered positive 
if pain is triggered 
in the area of the 
syndesmosis. (A) The 
external rotation test 
is performed with 
the tibia fixed and an 
external rotation is 
applied. (B) For the 
squeeze test, the tibia 
and fibula are compressed above the midpoint of the calf. (C) For the crossed leg 
test, the patient places the leg to be tested across the kneecap of the other leg. 
The pivot point is at the junction of the middle and distal thirds of the tibia and a 
gentle force is applied on the medial side of the knee by the patient.

Figure 1: Clinical tests for injury of the syndesmosis. (Fig. 5 from Sman AD, Hiller CE, Rae 
K et al. Diagnostic accuracy of clinical tests for ankle syndesmosis injury. British Journal of 
Sports Medicine 2015;49(5):323–329 (10); reproduced with permission.)
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advocated by many surgeons, as these 
may confirm the complete nature of 
syndesmotic ligament disruption that 
may be equivocal on MRI (5*).

The role of CT in the acute setting 
of suspected syndesmotic injury is 
essentially for evaluation of fractures 
that are confirmed or suspected 
from an initial X-radiograph or, more 
commonly, an MRI image. Small 
cortical avulsion fractures may be 
obscured at MRI by low signal ligament 
fibres or intense soft tissue oedema, 
and CT may be required to confirm 
or characterise the size of the fracture 
fragment or determine whether the 
fracture requires internal fixation (5*).

Arthroscopy plays a major role in 
the diagnosis of instability where the 
clinical and radiological diagnosis is 
inconclusive, and where associated 
injuries (such as impingement or 
osteochondral lesions) can be 
treated at the same time (11). This 
invasive process has inherent risks 
to the patient. Studies are underway 
attempting to find less invasive 
methods, such as the Syndhoo Device, 
to dynamically evaluate the distal 
tibiofibular stability during external 
rotation of the ankle as an extension to 
the available clinical tests (2*).

Not all syndesmosis injuries require 
further imaging. Imaging may show 
a higher grade injury than the clinical 
assessment suggests. It is important in 
these situations to look at the clinical 
picture primarily but still respect the 
imaging findings. If everything on 
clinical assessment suggests it is a 
low-grade injury but the imaging 
suggests a complete rupture of AITFL, 
IL, PITFL and deltoid it is important not 
to panic and rush into surgery. If there 
is no instability, then treat it as a stable 
grade IIa injury (5*,7).

Conclusion
Too often, it seems, high ankle sprains 
are missed in the early injury stage. 
This leads to prolonged pain and 
loss of function for the athlete; as 
well as the risk of poor healing of 
the syndesmosis due to misguided 
management. Identifying the injury 
immediately, based on the subjective 
history and following some key 
objective tests, will ensure you make 
the correct diagnosis and direct your 

treatment accordingly, optimising 
recovery and facilitating a faster 
return to play. Don’t miss part 2 of this 
article which will discuss the surgical 
options and conservative management 
following high ankle sprain.
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Want to share on Twitter?                  
Here are some suggestions
Tweet this: The nature of syndesmosis injuries means they 
are almost impossible to prevent in contact sports  
https://spxj.nl/2ZhRByL
Tweet this: The syndesmosis creates a ring of stability at the 
distal end of the lower leg and mortise  
https://spxj.nl/2ZhRByL
Tweet this: Visualising how the patient was injured is a key 
part of a potential syndesmotic injury diagnosis  
https://spxj.nl/2ZhRByL
Tweet this: Both stable and unstable syndesmotic injuries 
are more common in collision sport https://spxj.nl/2ZhRByL
Tweet this: Early management strategies of syndesmosis 
injury are a key part of the accelerated rehab process  
https://spxj.nl/2ZhRByL

KEY POINTS
l  Syndesmosis injuries can be subtle, and are often missed initially when 

treating an ankle injury.
l  Understanding the mechanism of injury is critical in diagnosing 

syndesmosis injury.
l  Most often there is direct impact to the ankle with a forced rotation on 

a fixed or planted foot.
l  Syndesmosis injuries can be graded according to the extent of the 

tissue damaged, and thereby the presence of ankle instability.
l  Grade I is isolated injury to the AITFL; Grade II is injury to the AITFL and 

IL; Grade III is injury to the AITFL, IL and PITFL; Grade IV is injury to the 
AITFL, IL, PITFL and deltoid ligament.

l  The external rotation test and squeeze test, may be the best clinical 
tests to assess syndesmosis involvement.

l  An inability to perform a single-leg hop test has the highest sensitivity 
(89%) of any syndesmosis special test.

l  MRI is the most accurate investigation in diagnosing the extent of the 
syndesmosis injury and prognosis.

DISCUSSIONS
l   Do you feel syndesmosis injuries are being missed because of lack of 

awareness (we simply don’t look to assess it when faced with an ankle 
sprain) or is it due to lack of specificity in clinical tests and availability to 
imaging?

l   Can you think of a case in the past, where possibly a stubborn ankle sprain 
with delayed healing may now, in retrospect, have had some syndesmotic 
involvement?

l   What dynamic tests, like a hop test, would you use to help diagnose a 
syndesmosis injury?

LINK 1: Figure 1: Typical ‘syndesmosis’ mechanism of 
injury with a fixed weight-bearing foot forced into 

external rotation. Morgan C et al. Conservative management of 
syndesmosis injuries in elite football. Aspetar Sports Medicine 
Journal 2014;3(3):602–613 (5) https://spxj.nl/2M413j0

LINK 2: Figure 3: Algorithm for diagnosis and treatment 
of acute ankle injuries. Polzer H et al. Diagnosis and 

treatment of acute ankle injuries: development of an evidence-
based algorithm. Orthopedic Reviews (Pavia) 2012;4(1):e5 
(9) https://spxj.nl/2YKolfM

LINKS

https://spxj.nl/2ZhRByL
mailto:kittyjoythomas@gmail.com
https://spxj.nl/2ZhRByL
https://spxj.nl/2ZhRByL
https://spxj.nl/2ZhRByL
https://spxj.nl/2ZhRByL
https://spxj.nl/2ZhRByL
https://spxj.nl/2M413j0
https://spxj.nl/2YKolfM

