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In this feature, AAOS 
Now publishes a series of 
images, challenging readers 
to diagnose the condition 
depicted. 

The images for this month’s chal-
lenge were submitted by Nicholas 
Larsen, MD, a resident member at 

the University of Tennessee-Campbell 
Clinic. Dr. Larsen also provided the fol-
lowing information:

 The patient is a 7-year-old girl with 
a 1-month history of increasing pain in 
her left leg. The pain increases when she 
spends long periods on her feet and re-
solves with rest. She does not have pain 
at rest. Both the child and her parents 
deny any trauma. What’s your diagnosis?

 For the answer, see page 10.

Send AAOS Now your case
Do you have a challenging case you’d 
like to submit for publication? Email a 
short case description and any accompa-
nying images to aaoscomm@aaos.org

Lateral (A) and anteroposterior (B) radiographic views of a 
child with increasing pain over 1 month; both the patient and 
her parents deny a history of trauma.

What’s Your Diagnosis?

A B

leg, and isolated posteroinferior 
tibiofibular ligament tears.

Injury severity, based on presence 
of syndesmotic diastasis, was an 
important factor in return-to-play 
guidelines. Almost all of the physi-
cians estimated that time lost from 
participation after a syndesmotic 
sprain with no diastasis is 1 to  
8 weeks; most estimated return to 
play at between 1 and 4 weeks. In 
addition, most (81 percent) of the 
physicians estimated that time lost 
from participation after a syndes-
motic sprain with latent diastasis is 
5 to 12 weeks. 

Syndesmotic sprains associated 
with frank diastasis, however, had 
the most prolonged course for 
return to play. In these situations, 
all team physicians said that surgi-
cal management is warranted, and 
the reported time away from play 
ranges from 9 to 16 weeks. Three 
out of four physicians preferred ap-
plying fixation across four cortices, 
using two nonabsorbable syndes-
mosis screws.

Conclusions
Dr. Osbahr said the findings indi-
cate that recovery from milder syn-
desmotic sprains may sometimes 

be faster than previously thought. 
“Although syndesmosis injuries 
may be more debilitating than lat-
eral ankle sprains, our study also 
demonstrated that, in a certain 
cohort of athletes with very mild 
injuries, a return-to-play after syn-
desmosis sprain may be quite rapid 
(around 2 weeks),” he said. “In 
addition, our study found that only 
brief periods of immobilization and 
protected weight bearing may be 
necessary with some of these more 
mild syndesmosis injury patterns.”

Dr. Osbahr concluded that stable 
injuries involving the lateral ankle 
complex and syndesmosis—com-
prising 95 percent of all ligament 
strains—can generally be managed 

effectively with a conservative ap-
proach, typically involving progres-
sive weight bearing and a function-
al rehabilitation program. These 
patients may be able to return to 
play within a couple of weeks. 

However, Dr. Osbahr also 
stresses that one must be especially 
critical when evaluating treat-
ment options and outcomes for 
syndesmosis injuries with latent or 
frank diastasis. He said that “we 
still need future research studies to 
evaluate the long-term implications 
of these syndemosis injuries with 
latent diastasis, for which the long-
term prognosis of operative and 
nonoperative treatment is largely 
unknown.” 

“When there is evidence of a 
more severe syndemosis injury, 
including tibiofibular diastasis,” 
he continued, “surgical interven-
tion will typically be necessary to 
allow for successful return to play, 
prevent functional disability, and 
minimize the potential for early-
onset osteoarthritis. Although this 
subset of severe syndemosis injury 
is rare in this cohort of athletes, the 
physician should critically evaluate 
the injury pattern to allow proper 
treatment and optimize return to 
play.”    
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Bottom Line
•	  Most NFL physicians manage syndesmotic sprains with no diastasis conserva-

tively, using immobilization—generally with a boot—although all agree that a 
sprain associated with frank diastasis requires surgical repair.

•	  Stress radiographs and MRIs can be used to identify candidates for surgery, 
based on tibiofibular clear space (radiographs) and ligament tears (MRIs).

•	  Return to play for patients with mild syndesmotic sprains can be sooner than 
generally perceived.
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