Foot and ankle
Part 1: High-Frequency Pathologies 
Focus: The conditions that dominate the general practice waiting room.
1. Lateral Ankle Sprain & Chronic Ankle Instability (CAI)
· The Incidence: The most common MSK injury in sports and daily life.
· The “pathology” twist: Just because an MRI shows an "attenuated ATFL" (ligament tear) doesn't mean the patient is doomed to instability. We focus on functional stability (proprioception and strength) rather than structural tightness.
· Management: Moving from RICE to PEACE & LOVE (Protection, Elevation, Avoid Anti-inflammatories, Compression, Education & Load, Optimism, Vascularisation, Exercise).
2. Plantar Fasciopathy: "Load over Inflammation"
· Terminology: Move away from "Plantar Fasciitis" to "Fasciopathy" or "Plantar Heel Pain."
· The Imaging Trap: Calcaneal (heel) spurs are present in up to 20% of the asymptomatic population. Do not let patients fixate on the "bone spike."
· Evidence-Based Loading: High-load strength training (Rathleff protocol—calf raises with a towel under the toes) is the current gold standard.
3. Achilles Tendinopathy (Mid-portion vs. Insertional)
· The Distinction: This is critical because management differs.
· Mid-portion: Responds well to eccentric/heavy slow resistance (HSR) loading.
· Insertional: Loading into dorsiflexion (off the edge of a step) can cause compression and worsen pain. Keep these patients on flat ground initially.
· Clinical Pearl: The "Morning Stiffness" hallmark—the first few steps out of bed are the hardest.
4. Hallux Valgus & Rigidus
· The Triage: Is it a mobility issue (Rigidus) or an alignment issue (Valgus)?
· Education: A bunion is a "structural adaptation." If it’s not painful and doesn't limit function, it’s not a "deformity" that needs "fixing." Focus on toe-box width and intrinsic foot strength.
5: Syndesmosis Injuries (The "High Ankle Sprain")
Focus: Differentiating the "simple" sprain from the "complex" instability.
1. Mechanism of Injury (MOI) & Clinical Suspicion
The Classic MOI: Forced dorsiflexion and external rotation of the foot (e.g., an athlete's foot is planted and they are tackled from the side).
Clinical Indicators:
Pain is localized higher—above the talocrural joint line, specifically over the anterior inferior tibiofibular ligament (AITFL).
The "Hop Test": 
Inability to perform a single-leg hop is highly sensitive for syndesmosis involvement.
Pain with passive dorsiflexion and external rotation.
2. The Clinical Triage (Stable vs. Unstable)
Distinguish between a ligamentous "stretch/tear" (morphology) and a "functional instability" (pathology).
The Squeeze Test: 
Squeezing the tibia and fibula together at mid-calf. Pain at the ankle is a positive sign for syndesmosis injury.
External Rotation Stress Test: 
Pulling the foot into external rotation while stabilizing the leg.
The "Must-Not-Miss" Red Flag: 
If there is palpable tenderness at the proximal fibula, suspect a Maisonneuve Fracture (a spiral fracture of the proximal fibula associated with a distal syndesmosis rupture). This is a surgical emergency.
3. Imaging & Nuance
Radiographic Diastasis: 
On a Mortise X-ray, we look for "widening" between the tibia and fibula. Like the Cam morphology in the hip, "widening" on an X-ray or "fluid" on an MRI does not always equate to a surgical case.
Dynamic vs. Static: 
If the ankle is stable under weight-bearing (even with a visible tear on MRI), focus on Clinician-led progressive loading is the priority. If there is clear "widening" on a weight-bearing X-ray, it indicates mechanical instability requiring a surgical consult.
4. Prognosis & Management
The "Double the Time" Rule: Generally, syndesmosis injuries take twice as long to recover from as lateral ankle sprains. Education is key here to manage patient expectations.
Rehab Progression: 
Early Phase: Protection in a boot (if unstable) and avoiding external rotation.
Loading Phase: Strengthening the "Secondary Stabilizers" (Peroneals and Tibialis Posterior) to help compress the mortise.
Return to Play: High-level plyometrics and "cutting" drills are the final gatekeepers.
	Condition
	Frequency
	"Must-Not-Miss" Sign
	Management Priority

	Lateral Sprain
	Very High
	Ottawa Ankle Rules (Malleolar pain)
	Early mobilization, balance.

	Syndesmosis
	Moderate
	Pain with ER/Squeeze; High joint pain
	Rule out Maisonneuve; protect mortise.

	Lisfranc
	Low
	Plantar bruising; Midfoot rotation pain
	Immediate NWB; Surgical referral.

	Achilles Rupture
	Moderate
	Positive Thompson (Squeeze) Test
	Immediate referral (Cast/Surgery).



Part 2: The "Must-Not-Miss" / Red Flags 
Focus: The "Time-Critical" injuries that can lead to permanent disability if missed.
1. The Ottawa Ankle & Foot Rules
· The Tool: Essential for ruling out fractures in the acute setting with nearly 100% sensitivity.
· Key Areas for Palpation:
1. Posterior edge or tip of the lateral malleolus.
2. Posterior edge or tip of the medial malleolus.
3. Base of the 5th metatarsal (Jones Fracture).
4. Navicular bone.
2. Lisfranc Injuries: The "Hidden" Midfoot Disaster
· Why it's a Red Flag: Often misdiagnosed as a "simple midfoot sprain." If missed, it leads to rapid arch collapse and debilitating OA.
· The Clue: Plantar ecchymosis (bruising on the bottom of the foot) and pain with midfoot rotation or "piano key" testing of the metatarsals.
· Action: Non-weight-bearing and urgent surgical consult.
3. Achilles Tendon Rupture
· The "Gap" Test: Palpable gap in the tendon.
· The Simmonds/Thompson Test: Squeeze the calf; if the foot doesn't plantarflex, it's a rupture.
· Note: 25% of ruptures are missed initially because the patient can still "plantarflex" using their accessory muscles (Toe flexors/Tibialis Posterior).
4. The Charcot Foot (Diabetic Neuroarthropathy)
· The Presentation: A red, hot, swollen foot in a patient with diabetes and peripheral neuropathy.
· The Danger: Often mistaken for infection (Cellulitis) or gout. If the patient continues to walk on it, the bones "melt" and collapse, leading to amputation.
· Action: Immediate non-weight bearing and referral to a specialist diabetic foot clinic.
Part 3: Clinical Reasoning & Orthotics 
Focus: Dispelling the "Perfect Arch" myth.
· The Myth of "Neutral": There is no "perfect" foot. A "flat foot" (Pes Planus) is only a problem if it lacks the capacity to handle the specific loads of that individual.
· Orthotic Triage: Orthotics should be viewed as a "temporary dose of medicine" to offload sensitized tissue, not a "permanent crutch" to fix a "faulty" structure.

