SPORTS MED   INJURIES OF FOOT AND ANKLE

Talo crural joint   

The Foot and ankle  region made up of talocrural, subtalar midtarsal and forefoot

Forefoot  = metatarsals forward

  Same as hand

   Big toe and  thumb 2 phalanges , otherwise 3

Antterios talofibular calcaeofibular, posterior talofibular + Deltoid(medial)

Deltoid – severa intertwined ligaments

    Ant + pos tibiotalar,   calcaneal 

Pict of foot

Main 3    Deltoid,   and LCL   Ant talofib  and calcaneal fib

Lateral Ankle Sprain  

 Most common type of injry in ankle

Often occurs  while changing directions stepping in a hole or on an opponents’s foot

S+S  

Blood pool on bottom of foot

Swell

Anterio talofibular lig is monst commonly ligament (ATFL)

ATF  Plantarflexion and inversion is mech of injury

Position of foot tells mechanism of injury

Ma also involve calcaneofibular ligament or posterior talofibular ligament

Neutral and inversion or dorsifelcxion and inversion is MOI

Roll ankle  + dorsi  =  damage post talofib PTF

     More likely break it, fractur bone

S+S

1st  Degree   

Pain Swelling on anteriolateral aspect of lateral malleolus

Point of tenderness over ATFL

NO laxity with stress tests

2nd Degree

Tearing or popping felt

Pain + swell on anterolateral and inf aspect of lateral malleolus

Black and blue   along base of foot balk ½

Along tendon of peroneal,  as tendon tears

  (connects to base of 5th metatarsal

May even get evulson fracture 

Point of tenderness over ATFL and CFL

May also be tender over PTFL and DL(medial)

     Stretches lateral, compresses medial side(get bone on bone = bony contursion)

Anterior Drawer test

+ve test = hurts

amut of laxity determines grade

Grade 3

Symptoms as for 2nd Degree

Diffuse swelling over anterolateral aspect of lateral malleolus

May or may not have pain

   As structure torn in ½, nerve also torn

  Some have high pain threshold, pain not a good guide

TREATMENT

Phase 1  AI

SEND TO HOSPITAL FOR XRAY’s 

   To rule out fracture

RICE 

Put horseshoe around malleolus for compression 

Wrap a tensor bandage around  ankle 

Preventative taping    swelling support

Use crutches for walking

 Can use modalities, 

PHASE 2  R+R

Modalities, Tens, IFC, ultrasound, hot,cold, massage

Deep friction massae over ligaments

Stretch and strengthen excer

Proprioception exercises using wobble board and balance exercises

May require taping or bracing

Ankles – tend to be recurrent

Why:   haven’t fixed propriocepters,   

    In had injurie often can’t balanc on inj ankle,   

       End up reinjure,   in sport, or on ice or pebble

May require tape or bracing

Proteams tape for practice to prevent reoccurance

PHASE 3 

  Progression of stretching strengthn and sport spec exc

MEDIAL ANKLE SPRAINS

Occurs when landing on another splayers foot or

When landing on a long jump

     Landing incorrect in a jump, roll inward

Most frequent hurt is lateral malleoulus,  as bone on bone, against calcaneious

   MCL lig doesn’t get taught ‘til other side contacts

  Trimalleola fracture  tibia,  fibia and talus

MOI

Involves dorsi flexion and eversion of ankle 

    Breaks          talus, meidial malloelus(last)

Pain and swelling on medial aspect of the ankle

Point of tenderness over DL

Pain with passive dorsiflexion of the ankle

Pain and laxity with Talar Tilt

Talar Tilt Test

   Grade 2 + 3 = laxity

TREATMENT

Same s Lateral Ankle sprains

Modalities, 

Grad 3 treament plyo’s sport specific

MEDIAL TIBIAL STRES SYNDROME

 An inflammatory conditions of periosteium and musculotendinous units of lower leg

Shin splints

Muscles most common: Soleus, tib post tib ant

    Tib post more common, rarely tib ant

      Along lower anterior medial aspect

Microscopici tears in periosteum and musc

ETIOLOGY

 Overuse 

Sudeden changes in training pattern

        Hills, distance, surface, indoor/outdoor

Lower limb misalignment   

  Overpronated feet, lack of dorsiflexion of ankle, genu valgum or genu varum deformities)

     Running on hard surfaces, poor footwear, repetitive juming 

   Run on banked surface road or track

S+S

Pain with activity in early stages and progresses to point of pain with activity and at rest in later stages

Palpable tenderness on posteriomedial side of tibia

Percussion is negative (ie not a stress fracture)

Sometimes pain goes away, but often it doesn’t

Percussion – tests for fractures,   = hurt

    Percuss  to confirm it isn’t a stress fracture

Pain with active and passive of motion and with resitance testing depend upon the muscle involved

Soleus – Action is plantarflexion

Tibialis Posterior  - actions are plantar flexion and inversion

Tib Ant   - dorsi flexion and inversion 

   Hurts actively in what the muscle does

 Hurts When passively do the opposite of what the muscle does

      Later muscle is on a stretch

  Proovers it’s muscular     and which muscle

  Need to find specific muscle

TREATMENT

RICE

NSAID’s    ,

    can use for most stuff, but listed for overuse where athlete likely to continue use

    ie won’t take time off

Non-weight bearing muscle

Strenthen exc using teraband or rubber tubes

    Swimming,  running in water,  bike

    Not elliptical as it’s weight bearing

Strengthn using thera band or rubber tube,   balls

    Ie tib post     plantear flex and inverian 

              Plantar  flex with ball between heel

          Stretch appriopriate muscle

      Be creative,  may have to do it for them, or teach a teammate or family member to help

Stretch exc for soleus tibialsi post, tib ant

Reassess equipmen used training techniques, surface, shoes, and schedule 

And other anatomical factors tat may be the cause of the problem

Can justiy anthing if same and no CI’s 

     But thought  specific to patient, phase of healing and …..

   Lucky if you can get them to do 2-3 things

    They won’t do 25 diff things

     Educate them,  do the specic problem = time efficient

COMPARTMENT SYNDROMES

Can be acute in nature due to trauma to area or exc induced

Compartments are tight and filled, not much room for skin to move

Most injured   ANTERIOR COMPT

Rapid or gradual increase in swelling and pressure within the compartment resulting in an obtruction of the neurovascular structures

Most common in the anterior compartment

Acute compartment syndrome if a medical and surgical emergency due to potential for

Neurovascular comprise

No room for swelling, blocks of nerve, artery, vein

 Ie kick in shin,   

Black and blue, bleeding = major injury

Rule out Fracture

Then check comt syndrome  MEDICAL EMERGENCY , COULD LOSE LEG

S+S

Recent history of trauma to ant aspect of lower leg, excessive exercise

Vascular injury or prolonged externally applied pressure ie tensor bandage

Dull ache in anterior compartment

As person continues to use the food, the pain may become more severe and disabling

Paula Radclife,  compression stockings,  like tourniquet

(abov shin splints burning)

this one dull p ain anteriolateral compt

Weakness with resisted testing of dorsiflexion and eversion of ankle an dextension of 1st toe

Patient may walk with a drop foot  (peroneal nerve compression damage)

Numbness between 1st and 2nd web space of the toes or over entire dorsum

Palpable tenderness and mass over the area, the kin in region feels very tight

And increasesd skin temp

Decreased dorsalis pedis pulse

Palpate Pulsed in lower extremety

Compt syndrome:  good side = good pulse

       But not good on bad side

Can get ischemic and avascular necrosis

TREATMENT 

TOTAL REST AND ICE

DO NOT APPLY COMPRESSION AND ELEVATION 

      Elevation = heart work harder 

REFERREL TO PHSYICIAN FOR CONSULATTION AND MONITORING 

Is absolutely necessary 

   Could be permanent damage

FASCIOTOMY

   Heals quite neat,   

      Looks like a burn,  brown inbetween are muscles that pushed out

ACHILLES Tendinitous

Most common

S+S

Initiall presents with pain uring activity in the eary stages

And then with pain both during activity 

And at rest in later stages

Pain with active plantar flexion and passive dorsiflexion

Is a tendonitis   ocuurs ove time

Pain and weakness with resistend plantar flexion

Palpable tenderness over Achilles tendon

Pain during push of phase off walking and running

    Antalgic (sp) walk pattern

ASK ABOUT AGE

 Ie point to Achilles

  If age 5   Sever’s disease,    

If 40   ruputre  

TREATMENT

 RICE 

 NSAID

 Heel Lift  (slight plantar flex feels better)

 Alter training regime and biomechanical cause of problem

        Hill running or adjusted incline on treadmill, or power training/speedwork

Stretch appropriate msuc

     Gastroc, soleus, Plantarius

        Stretch with leg straight and with leg bent

Introduce non-wieght bearing exc

ACHILLES TENDON RUPTURE

  Most common between ages 30-50

   As we age tendons lose water content, lose elasticity

     Tends to tear more

    Could be a partial

S+ S

   Feels like they were kicked in calf (common descriptor)

    May hear snap pop

Visible swelling bruising or defect in tendon

  See hole where Achilles was,  indentatation – sometimes

  Might just be swollen

Weakness with resisted plantarflexion

May have palpable tenderness of region

May be painless if completely ruptured

+ve Thompson Test squeeze calf

no pain but can’t planter flex = complete tear

TREATMENT -  EMERG  Doc and orthopedic specialist

SURGERY reattach in 1st couple of days

    Or will retract,    if retracts, done, can’t pull down

IMMOBILIZE IN CAST (in plantar flexion) (not very successful)

Course of action is dependent on supervising physician

Reattaching an elastic 

PLANTAR FASCIITIS

Inflammatin of Plantar fascia

At insertion pt to calcaneous

Pain 1st thing in morning with 1st few steps and after resting for awile

This pain diminished after a few minutes walking

Tightness in Achilles tendon is evident with extension passive of toes and dorsiflexion of ankle    And tight calf muscles

   Strength ROM ok

Pain  

Heal pain,   <5 = severs

>18 plantar fasciatis inflamatins

TREATMENT

RICE

Modalities, ultrasound  IFC hot/cold whirlpool bath

 Stretch Achilles tendon, gastroc and soleus

   Low dye taping

May have excessive passive dorsiflexion

Heel pad or corrective ortotics

Strenthen intreinsic foot muscles

Address the biomechanical cause of the problem

 Cortisone injection in region, if above works

        Corticosteroid, anaesthetic and antiinflammatary

TREAT CAUSE

