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ABSTRACT 
Ankle sprains are the most common sports injuries 

encountered today. These injuries occur frequently. Complications 

of prolonged ankle pain, a high recurrence rate, and chronic ankle 

laxity underline the importance of careful diagnosis and treatment 

of ankle sprains. Ankle sprains are generally considered to be 

benign and self-limiting. However, ankle sprains can cause 

significant morbidity. As many as 73% of athletes with an ankle 

sprain experience recurrent sprains, and 59% have significant 

disability and impairment of athletic performance.  
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Introduction 
 

Ankle sprains are the most common sports injuries 

encountered today. These injuries occur frequently. Complications 

of prolonged ankle pain, a high recurrence rate, and chronic ankle 

laxity underline the importance of careful diagnosis and treatment of 

ankle sprains.1 

 

Ankle sprains are generally considered to be benign and self-

limiting. However, ankle sprains can cause significant morbidity. As 

many as 73% of athletes with an ankle sprain experience recurrent 

sprains, and 59% have significant disability and impairment of 

athletic performance. One study found that 72% of patients had 

residual symptoms at 6-18 months, and another reported residual 

symptoms in 32% of patients 7 years after their initial ED visit. Up to 

50% of people who incur an ankle sprain have some type of chronic 

sequelae. These conditions include functional instability, mechanical 

instability, chronic pain, stiffness, and recurrent or chronic swelling.2 

 

 Physical examination was found to be 100% accurate in the 

diagnosis of grade III ligament injuries but only 25% accurate in the 

diagnosis of grade II injuries. Clinicians most often underestimate 

the damage with a grade II ligament tear. Furthermore, other 

associated injuries, such as significant capsule ruptures and tendon 

damage, were often overlooked at physical examination.3 

 

Imaging modalities facilitate accurate diagnosis and 

appropriate and timely management.4 
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Arthroscopy expands our understanding of the extent of intra-

articular pathology resulting from acute ligamentous trauma and the 

sequelae of chronic instability.5 

 

Diagnostic indications for the use of ankle arthroscopy include 

unexplained pain, swelling, stiffness, instability, hemarthrosis, and 

locking or popping, as well as a negative workup in a patient with 

significant ankle symptoms unresponsive to conservative care. 

Therapeutic indications include injuries of the articular cartilage and 

soft tissue, bone impingement, debridement of soft-tissue lesions, 

synovectomy and loose-body removal, arthrofibrosis, ankle 

fractures, and osteochondral defects.6 

 

The advantages of arthroscopy are limited soft tissue injury 

and a microsurgical approach to manipulation of tissue. The benefits 

of this approach can be enjoyed by the patient and physician as 

earlier return to function and activity. When it is compared to ankle 

arthrotomy, diminished morbidity and earlier return to function are 

usually realized for almost all procedures.7 
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Aim of the work 
 

The aim of this work is to review the literature about the role of 

arthroscopic surgery in the management of ankle instability. 
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Topical and Arthroscopic 
Anatomy of the Ankle 

 
 

Major technologic advances in fiberoptic light transmission, 

video cameras, and instrumentation have allowed great advances in 

small-joint arthroscopy. Arthroscopy in particular is now a well 

established procedure for accurate diagnosis and operative 

management of certain ankle disorders. The small size of the ankle 

and significant periarticular soft tissue structures make placement 

and advancement of the arthroscope and instrumentation more 

difficult than in larger joints. Successful arthroscopy of the ankle 

requires knowledge of the regional anatomy and a familiarity with 

the available arthroscopic portals.8  

 
TOPICAL ANATOMY: 
 
Surface Anatomy and Soft Tissue Structures: 
 

Familiarity with surface anatomy and soft tissue structures of 

the ankle is imperative if complications are to be avoided during 

arthroscopy. Neurovascular structures and tendons are at risk if 

portals are improperly placed.  

 

Surface Anatomy of the Ankle 
 

The anterior joint line is superficial and palpable, being 

separated from skin only by the subcutaneous layer, extensor 

tendons, anterior neurovascular structures, and the anterior capsule. 

The lateral aspect of the anterior joint line is found just lateral to the 
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peroneus tertius tendon and just above the palpable lateral trochlear 

ridge of the talus. The medial side of the joint is identified by 

palpating the soft spot just medial to the anterior tibial tendon and 

inferior to the proximal corner of the medial malleolus (Figs. 1, 2). In 

contrast, the posterior tibiotalar joint is not easily palpated owing to 

3–4 cm of thick fibroadipose tissue located between the Achilles 

tendon and the flexor tendons of the foot. There is, however, a 

constant 2-cm window located posterolaterally between the Achilles 

tendon, peroneal tendons, and flexor hallucis longus, where the 

posterior capsule is covered only by thin fibrous tissue and skin. The 

posterolateral approach is made in this area (Fig.3).9 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

FIGURE 1. Anterior surface anatomy of the right ankle 
with the anterior portals marked 
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FIGURE2. A: Superficial anatomy 
(anterior) 

. 

 
FIGURE 2B: Posterior neurovascular structures and posterior portal sites of left ankle. Trans-
Achilles tendon (TAT) and posteromedial (PM) portals are not recommended. 
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FIGURE 3. Posterior surface anatomy of the right ankle with posterior portals marked. 
 
 
Neurovascular Structures: 

 

Three major sensory nerves cross the ankle joint in the 

subcutaneous layer of the ankle: saphenous, superficial peroneal, 

and sural nerves. Most of these nerves are found with 

accompanying veins (Fig.2B). These nerves are most vulnerable to 

injury during arthroscopy because they are small and have a 

somewhat variable location; each is located near a commonly 

established arthroscopic portal. 9 

 

The saphenous nerve and great saphenous vein pass over the 

anterior edge of the medial malleolus. Anteriorly, the nerve is 

located close to the site of the anteromedial portal, which falls 5 mm 

below the anteromedial joint line just medial to the palpable anterior 
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tibialis tendon. The nerve and vein are at risk if the portal is made 

too far medially.10 

 

The superficial peroneal nerve is a terminal branch of the 

common peroneal nerve. In the midanterolateral leg region, the 

terminal sensory portion of the superficial peroneal nerve becomes 

subcutaneous and bifurcates into medial and lateral branches. 

These branches further subdivide at the level of the ankle joint to 

supply sensation to the dorsum of the foot. With use of the 

anterolateral portal the lateral branch is at risk.10 

 

Posterolaterally, the sural nerve and short saphenous vein are 

located subcutaneously just posterior to the peroneal tendons 

behind the lateral malleolus (Fig.4A). As the sural nerve curves 

distally under the lateral malleolus, it lies approximately 1.5–2.0 cm 

below the tip of the lateral malleolus and then proceeds distally 

along the lateral border of the foot, supplying sensation to this area. 

During ankle arthroscopy the sural nerve is vulnerable to injury at 

the posterolateral portal site and the point of insertion of a laterally 

based calcaneal distraction pin. To avoid the sural nerve when using 

the posterolateral approach, it is recommended that the skin portal 

be made adjacent to the lateral border of the Achilles tendon rather 

than straying laterally near the nerve .  

 

Two major neurovascular bundles cross the ankle joint. The 

dorsalis pedis artery (terminal branch of the anterior tibial artery) and 

the deep peroneal nerve make up the anterior neurovascular 

bundle. This bundle lies between the tibialis anterior and the 


