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based on stories, clinical signs, physical examination and conventional radiographic observations and is often a diagnosis of exclusion. Normal X-rays can display spurs, but are mainly soiled in the evaluation of other bone and articular diseases, which may impair the symptoms of impact. Ortopic literature seems to embrace the idea that the magnetic
resonance (magnetic resonance) plays a significant role in the image -operatory of impact injuries and magnetic resonance © A highly useful method to evaluate the treble and crest of the feet and ankle. Ankle arthroscopy is an important minimally invasive procedure for the treatment of this disease. Most patients who have refractory symptoms are
treated for the ankle impact using the debridement through arthroscopy or an open procedure. According to recent relatolies, arthroscopic patients for the session had made better than the arthroscopic patients of the impact of the soft tissue. Ankle arthroscopy has exceptional functional results with few complications and reproducible results.
Diagnosis and treatment should be initiated immediately in sportsmen so that the competitor athlete can return to sport in a way. The increase in the suspicion of the surgeon of this distance is necessary to avoid a substantial loss of time and advance management. This review highlights the threshold of the author of the impact resection and
discusses the latest literature available on etiopathogenesis, diagnosis and management of an anterior and posterior ankle impact. A larger understanding of this distance can help the clinic in the early diagnosis and impact intervention in sportsmen and dancers. Diagnosis and early intervention are the basis for successful return to professions and
daily activities. The anterior impact of the ankle has been described in a varied way as ~ &4, — "Athlete AA€ 4€ 4€ 4€ a4€ £, - The ankle in the first descriptions prior to investigation into the etiopathogenesis of the terminology conditions since then has been replaced by the non-slip issue. [1] Restricted ankle dorsiflexelex with ankle pain has been
the mark of this condition and the causes of the condition include not only only adhesion, but also the impact of soft tissues. The Sundrome of the Posterior Ankle Impact (PEIs) is a clinical distance characterized by the pain in the posterior ankle in the accomplishment of activities involving forced plantar flex. [2] parents are also referred to as a
trigonum syndromeA ¢ and posterior system tibiotalam syndrome compression.A ¢ [3] The state is not limited, necessarily arises from the bone, but also © M Surge from the soft tissue component too. It appears from the compression of soft tissues between the posterior process of Calcaneus and the posterior tubia in the plantar flexion of the ankle,
which includes the talofibular, intermalleolar, subsequent tibioofibular ligamen, and the posterior capsule. Contrary to the anterior ankle impact that is common in sportsmen, the later impact is commonly seen in dancers. [4] The specific dance position associated with the subsequent impact is sustained and frequent flexing of high grade plantar (PT
Point or Demi-Pointe). [5] Other professionals involving regular use of such ankle movements include soccer players, gymnasts, crots, horizontal jumpers, and they usually experience characteristics of the country. [6-8] Treatment No Operatory has been suggested as the management For this condition, it includes rest, preparing and physiotherapy. In
most cases, this is not successful and surgical intervention is justified. [9-11] Classically, open ankle arthrotomy has been used, but has has VAjrias associated with complications, including excessive scarring, delayed from £ cicatrizaA§A the wounds and iatrogA2nicos damage to nerves and tendApes CUTA ¢ neos. [12,13] with artroscA3pico time
debridement took the traditional open approaches with equivalent to better results and lower rate of complications. [9,10, 14] The aim of this study was to evaluate the Became available literature and describe the current knowledge on the impact of the ankle, describe the tA © cnica of the author of the Gesta £ cirA°rgica of vAjrias sAndromes impact
and a simultaneous revision £ evidA2ncias the based of several choices of available treatment to manage this entity under diagnosed and ignored. The impact of the ankle may be the A3sseo impact or soft tissue. Beyond © m addition, the impact can be anteromedial or the anterolateral. Classically, the anteromedial impact © described in athletes. [15]
It was earlier thought that the £ Flexa strong plant in athletes is the most important factor leading etiolA3gico A £ traASA the anterior capsular and then capsular hypertrophy. [1.9] This was considered as the implausAvel A © attached cAjpsula most proximal the source of spores. [16] This leads to more recent and plausAveis explicaA§Apes, including
recurrent microtrauma, leading to A3sseo impact of pescoA§o of talar minutes © distal tibia. [17,18] m © Beyond this, chronic ankle instability associated with estAj formaAS§A £ osteA3fito in the medial ankle slot that originates at the edge of cartilage that occurs in more trauma supuraA$A the £. [19-21] The anterolateral impassable sA £ pA3s the
mostly-traumAjticos. The etiology for the anterolateral impact A © more diverse and has been considered a result of chronic ankle instability, recurrent micro-trauma, traA§A £ o and a multitude of other factors Mecca ¢ nicos. [18] The impact of soft tissue occurs due to hypertrophy of the synovium, and cAjpsula adjacent capsular ligaments that are
believed to be trapped, torn and sore on the side rail £ articulaASA the ankle. This is due to incomplete healing taking A £ inflamaAS§A persistent scarred and subseqAYientes sinovis. [22] Another explicaA§A £ for the anterolateral impact © reactive synovitis the aft side rail intraarticular hematoma. [23] Patients typically sA £ the young athletes with
persistent ankle swelling, pain and limited dorsiflexA £ the ankle which often tA2m a previous story of recurrent ankle sprain. [12,24] The pain is classically © exaggerated with kicking, climbing stairs and running. The hiperdorflexA £ causes the pain in a false negative test has been reported freqA%entemente become a breakthrough in the
especAfica £. Establishing a diagnosis A © therefore dependent on a combination of the clan and £ radiolA3gicos findings. Information Location £ £ the stall the anteromedial (medial to tibialis anterior) and anterolateral tenderness distinguishes two types of clinical impact. [12] The common differential diagnosis includes stress fractures (tibiotalar)
lesApes osteochondrosis (OCD), loose bodies, ankle instability and painful arthritis. Pain in OCD A © £ deeper And in the motion to the especAfico contrAijrio the impact of pain often located © into a plane surface. necessAjrias InvestigaA§Apes baseline in patients suspected of having symptoms of a weight impact © along the anterosterior (AP) and
lateral x-ray findings showing the ankle when hA;j A3sseo A3bvio impact osteA3fitos and reduA§ the A £ £ articulaAS§A the space of the tibiotalar, if present. [25] An x-ray oblAquo tamba © m was described where the beam in a tilted © £ direAS§A the 45 ° craniocaudal and leg A © rotated 30 ° on the outer £ rotaA§A with © foot plantar-flexed. This £
aims to detect the osteA3fitos was reported in cases when the anteromedial impact even in the £ can be removed by lateral x-rays. [26] Magnetic INSTANCE resonates ¢ © topical (INSTANCE resonates ¢ © Magnetic optical) shows thickened synovium, £ cicatrizaA8A the anterolateral and impact the soft tissues. It is important to cover the differential
diagnosis with inversion ankle injuries that include stress fractures (Tibiotalar), TOC, loose bodies, ankle ankle and painful instability. Axial weighted images are useful to detect anterolateral trough scars while a coronal image can identify injuries in the previous band of the deltoid ligament that is apparent as thickening and edemato. Variable
sensitivities and specificities - are described in the literature, but the current review authors believe that the magnetic resonance is the most efficient investigation in suspicious cases anti-driving ankle impact [Figure 1]. [27-29] Figure 1 :: (A) Side ankle radiography with associated osteopts of the previous tibial plafond (silt arrow) and former talar
neck (outlined arrow), (B and C) Magnish resonance cuts Axial and sagittal tica showing previous impact injury, and (d) arthroscopic view of the injunction of the previous impact before the debridement (outlined arrow). Computed tomography has been described, but does not add much to existing diagnosis modalities. However, it helps in the clear
delineation of such as esseous pathologies such as osteopts, bodies and loose bodies. [30] Ultrasound was investigated by McCarthy et al. and has a high correlation to the operational findings to detect hypertrophy and impact of soft tissues. [31] Pronkey planning Using all viable investigation must be carried out to distinguish between soft tissue and
the source impact. The ankle arthroscopy for the impact is performed under spinal or general anesthesia with the patient placed in supine on the operating table. The authors prefer the border on the edge of the bed without use of trace for ankle arthroscopy for impact injury [Figure 2]. A bag placed on the edge of the table helps to capture the fluid
overflow and saline from the gravity flow is used conventionally. The surgeon is at the end of the bed, looking at the head with the screen on the line of vision. The authors prefer to use a 4 mm shaver and 4 mm arthroscope that is suitable for most procedures. Some surgeons use smaller arthroscophies that are more preferably preferably and
according to comforts. A long curved and thin beveled osteotomo (4 mm) is used longer with a wide handle. The osteotome has tip at an angle that helps out bones of different positions around the ankle that the authors feel is a very useful device. A round or oval burin of 4 mm, which is occasionally used along with the occasional use of an Arrowand
for moles debridement of soft tissues. Figure 2 :: (A-C) Arthroscopy portals for anterior ankle arthroscopy used in the previous ankle impact management. Antenromedial and anterolateral portals allow adequate visualization during anterior ankle arthroscopy. The first portal is the antenromedial portal that is inserted first. It can be injected saline
solution, depending on comfort that helps locate the anterolateral portal. The arthroscopio is inserted in the medial portal that helps visualize the side side and helps to visualize neuro-vascular structures before making the lateral portal. Additional use of the posterolateral portal was described by some authors. [14] As determined by the complete -
operative evaluation of radiology, the first impeaching of soft tissue is removed, followed by the removal of an impact removal The gutters are disposed of and the osteopts are The scraped with the use of osteotA'mico. After the main bone is removed, the edges are shaved with the use of a burr. Antenromedial tubia, talus and medial articles are
released in cases with antenromedial impact. The similar clearance is held ahead. Arthrofibrosis is erased using an arthrowand, as this fabric is quite strong and is quite difficult to remove using a shaver. Occasionally, a # 11-niccle spring can be used to break care not to damage the joint surface. The weight bearing is avoided for a couple of days
after the procedure with the use of crutches for the outlook. O Weighing is gradually initiated with 2 weeks and the total weight bearing resumed at 4 weeks. Closed lunge maneuvers are avoided for the initial 4 weeks, as this should cause inflammation along long Part of the ankle and can promote fibrosis. Open chain exercises, calf relaxation,
massage and range of movement exercises (ROM) are promoted for the next 6 - 8 weeks. Evilly made arthroscopy rarely works and a major cause for the second opinions is insufficient slack and this is along the medial trough. The surgeon should look along the antermedial trough by looking at the anterior ankle. Another important cause is
arthrémibrosis to the operator and this is commonly due to aggressive physiotherapy, they return in advance to the sport or rarely genetic predisposition to arthrémibrosis. Another reason for which arthroscopy does not work is a different diagnosis, which includes arthritis, osteochondral defect, outstanding instability in progress, and rarely sideline
or low-quality stress fracture of the navicular. This emphasizes the need for a suitable and detailed work-operative work. Recurrent arthrophosis can be managed by the systemic use of esteroids, anti-inflammatory drugs not steroids, soft mobilization and injection of esteroids in the joint that may have to be repeated at 4 "6 weeks. Other
complications such as complex regional pain, and superficial peroneal nerve neuropraxy were reported. [22] The complication rate is quite low and reported to be less than 5%. [32] The results and reported Correct results of anthrolateral impact arthroscopic resection are good for excellent in the long term medium. [33-38] There are, however, the
shortage of data to resection of the antenomedial impact. [ 22] Van Dijk et al. Compared antenromedial results to antenrolateral impact resection and found superior results with antenomedial impact injuries after surgery. [39] As with previous impact solvents, the posterior impact be the soft tissue and sleep. The main causes The impact later is Bony
and arises due to two very related pathologies that are the process of & € — A "the trigonuma 4 € 4 € ™ and Stieda. [40] A secondary ossification center forms in the posterolateral aspect of talus and generally fusible with the posterior talus in adolescence, if this fusion creates a large process of posterolateral talar, it is called a process of Stieda. [41]
However, if the same non-fuser, an operating system is formed, which is articulated with the talus through a synchronism (7 A & € "cases of 14%). [42] The specific dance position associated with the subsequent impact is sustained and frequent plantar flexion of high-grade (PT Point or Demi-Pointe). Repetitive plantarflexion trauma is postulated to
avoid proper closure of the center ossification of the operating system. [43] Symptomatology consists of the posterior pain of the ankle exacerbated by plantar or dorsiflex flexing that involves compression and distracting of injured tissues. Pain is located In the back of the ankle to anterior to Achilles. Hallucis Londus (FHL) flexor tendon-associated
tendon (FHL). [44] Patients describe pain and sensitivity in the posterolateral appearance of the ankle on the active planting flex. The pain is exacerbated with the axial load, as well as with the great finger of the finger, since the FHL pushes against the OSS Los on the groove along the talus. Conventional radiography, including AP weight and side
views of the ankle. The side vision is more useful to confirm the presence of the steda / trigonum process. This also talks about the size of the pathological injury. Side radiography in 25 ° external rotation gives more detailed information on size. This is because the axis of the talus is not 90 °. The size can be underestimated in neutral rotation.
Additional views of X-rays are performed on the plantar-flexing ankle. [40] Magnetic resonance helps to confirm the diagnosis and excludes any other pathology in the posterior ankle, such as a cyst or a low Muscle FHL belly. The weighted image by T2 shows edema Sinchondrosis and soft tissue signal changes [Figure 3]. [43,45] Figure 3 :: (A) Side
ankle radiography with associated osteopts of the posterior tibial plafond (silt arrow), b) sagittal. sagittal. Image of resonance showing posterior impact injury (arrow outlined), and (c) arthroscopic view of the posterior impact injury before debridement (outlined arrow). Treatment options begin with physiotherapy, activity modification and ultrasound
guided injections. [46] Athletes looking for fast solutions are candidates for early arthroscopic resection of soft tissue and articular washout. Good symptoms and functional results were shown in resistant cases with arthroscopic debridement. The authors of the present study opt for the endoscopic excision of the operating system system because of
reported advantages of minimum scar and good soft cure, ability to assess and address any associated intra-articular pathology and the advantage of the early return sports. [48] In prone position under general anesthesia with tourniquet control, the surface marking marking the Achilles tendon, both Malleoli and the desired portal sites are made
[Figure 4 ]. Figure 4 :: Configuration for posterior ankle arthroscopy used in managing the posterior ankle impact. A horizontal line is made of lateral to the medial through Achilles tendon, starting at the tip of the side olus lateral. Medial pattern poster and poster Side portals were made 5 mm prior to tendon - Achilles just above the horizontal line.
An arthroscope of 4 mm and normal saline solution through a pressing pump set at 40 mmhg pressure are used as the irrigation fluid. Diagnostic endoscopy is performed for the first time. The portals are made lateral and medial for the Achilles tendon. Once the side portal is done, Nick and Spread Technology is used. Portal PosterMedial is done
carefully to avoid neurovascular structures. A rent has to do in Crural Facia. Crural Facia is removed using a shaver until the space of the subtalar gasket is displayed. The rental in the fan is slowly increased to get the complete vision of the operating system and after the medially lying tendon of FHL. The tendon acts as an anthactic landmark and the
use of shaver or medial burr for it carries a high risk of neurovascular injury in the adjacent posterior tibial neurovascular beam. The soft tissue around the trigonum is gradually released to obtain a complete vision of the ossea lesion. In the annexes of the ligament of the process, in particular, the fixation of tattering of the posterior talofibular
ligament and the posterior intermalleolar ligament are released from the ossea lesion. Next, with the use of a shaver, the trigonum is gently removed until endoscopy and the fluoroscopy confirmed a soft soft contour in the posterior aspect, without impact on the extreme plantar flexion. The bone of the operating system is soft and can be easily
extirpated with fragmentation with the use of a shaver and drilling. Another option for debridement is to use a 5 mm osteotomo to break the mass and use of a burr can help the removal of the operating system. The FHL tendon is displayed by pulling it into the endoscopic field of the vision with the arthroscopic probe. The tendon is examined for tear
changes, split tendon, boss of low ridge muscle, or constricting fibrous bands around him, which could be the causes of recurrent tendonitis together With the impingent the trigonum. The pulley around the tendon is also released to allow smooth tendon slip. In the process of removing the trigonum of the operating system, the joint ankle and subtalar
capsules are also excised, that AIDS in the intra-artic examination of these joints to identify any coexisting pathologies, As OCD and Bony osteopts, which can be treated at the same time. FHL is an important milestone and it is important to stay lateral. Passive finger finger movement confirms FHL identification. Neurovascular structures are in the
adipose tissue for FHL. Initial Geréncia Pés-operator is the same as anterior ankle arthroscopy with icing and compression. March training with crutches, gentle rom and basic exercises are initiated in the first 2 weeks. Patients remain with weight bearing in the first 2 days with gradual gradual return Total weight bearing for 4 weeks. Once the
swelling decreases by the articular mobilization of the third week, the reeduction of march and manual compression therapy are initiated. Patients reach the total forces for 6 "8 weeks; however, returning complete training and sporting specific drilling should begin for 12 hours. 14 weeks. [48] Complication rates vary 2.3% to 8.5%, which include
sugar nerve injury, medial neurovascular structures, and difficult Identification and fhl plale. [32,49] Kushare et al. suggest that a more than 1 year delay from the time of complaint, when patients are diagnosed, indicates that the ankle impact is missing in the radar of the Ankle pain. [50] This is especially true of young patients with parents, where
the condition is often unknown. The diagnosis of ankle impact mainly requires a detailed and accurate exact story complemented by MA © All of the image. Lack of consciousness not only among the primary attention, but also between sportsmic and ortopic surgeons The Generals, contribute to the delay in the presentation of the specialist and ankle.
This review highlights the need to improve the clinical diagnostic understanding of this disease by pediatric orthopic orthopic surgeons, pediatrician primary care, and other interested machinery a €. 4 €
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