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Key Messages

Treating ankle sprain
¶ Functional treatment (early mobilisation with use of an external support) One systematic

review and one subsequent RCT found evidence that functional treatment reduced the risk of the
ankle giving way compared with minimal treatment. One systematic review and one subsequent RCT
found that, compared with immobilisation, functional treatment improved symptoms and functional
outcomes at short (< 6 weeks), intermediate (6 weeks to 1 year), or long term (> 1 year) follow up.
However, effects were found to be less marked at long term follow up. One systematic review and one
subsequent RCT provided insufficient evidence to compare functional treatment versus surgery. One
systematic review and two additional RCTs provided insufficient evidence to compare different
functional treatments.

¶ Immobilisation There is consensus that immobilisation is more effective than no treatment;
however one systematic review and one subsequent RCT found that, compared with functional
treatment, immobilisation was associated with less improvement in symptoms and functional
outcomes at either short (< 6 weeks), intermediate (6 weeks to 1 year), or long term (> 1 year)
follow up. Effects were less marked at long term follow up. One systematic review found no significant
difference between immobilisation and surgery in pain, swelling, recurrence, or subjective instability.
However, the review found that compared with immobilisation, surgery improved stability and
increased the proportion of people able to return to sports. One RCT identified by a systematic review
provided insufficient evidence to compare ultrasound versus immobilisation.

¶ Surgery One systematic review found no significant difference between surgery and immobilisation
in pain, swelling, recurrence, or subjective instability. However, the review found that surgery
increased the proportion of people able to return to sports and increased ankle stability compared
with immobilisation. One systematic review and one subsequent RCT provided insufficient evidence
to compare surgery versus functional treatment. Neurological injuries, infections, bleeding, osteoar-
thritis, and death are known harms of surgery.

¶ Diathermy One systematic review found insufficient evidence on the effects of diathermy compared
with placebo on walking ability and reduction in swelling.

¶ Homeopathic ointment One small RCT identified by a systematic review found limited evidence that
homeopathic ointment improved outcome based on a “composite criteria of treatment success”
compared with placebo.
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¶ Cold treatment One RCT found no significant difference in symptoms between cold pack placement
and placebo (simulated treatment). One RCT found less oedema with cold pack placement
compared with heat or a contrast bath at 3–5 days after injury.

¶ Ultrasound One systematic review found no significant difference between ultrasound and sham
ultrasound in the general improvement of symptoms or the ability to walk or bear weight at 7 days.
Two RCTs identified by the review provided insufficient evidence to compare ultrasound versus
immobilisation or electrotherapy.

DEFINITION Ankle sprain is an injury of the lateral ligament complex of the ankle joint. The injury is graded on the
basis of severity.1–5 Grade I is a mild stretching of the ligament complex without joint instability; grade
II is a partial rupture of the ligament complex with mild instability of the joint (such as isolated rupture
of the anterior talofibular ligament); and grade III involves complete rupture of the ligament complex
with instability of the joint. Practically, this gradation may be considered as purely theoretical,
because it has no therapeutic or prognostic consequences.6 Unless otherwise stated, studies
included in this topic did not specify the grades of injury included, or included a wide range of grades.

INCIDENCE/
PREVALENCE

Ankle sprain is a common problem in acute medical care, occurring at a rate of about one injury per
10 000 people a day.7 Injuries of the lateral ligament complex of the ankle form a quarter of all sports
injuries.7

AETIOLOGY/
RISK FACTORS

The usual mechanism of injury is inversion and adduction (usually referred to as supination) of the
plantar flexed foot. Predisposing factors are a history of ankle sprains and specific malalignment, like
crus varum� and pes cavo-varus�.

PROGNOSIS Some sports (e.g. basketball, football/soccer, and volleyball) are associated with a particularly high
incidence of ankle injuries. Pain is the most frequent residual problem, often localised on the medial
side of the ankle.4 Other residual complaints include mechanical instability, intermittent swelling, and
stiffness. People with more extensive cartilage damage have a higher incidence of residual
complaints.4 Long term cartilage damage can lead to degenerative changes, especially if there is
persistent or recurrent instability. Every further sprain has the potential to add new damage.

AIMS OF
INTERVENTION

To reduce swelling and pain; to restore the stability of the ankle joint.

OUTCOMES Return to pre-injury level of sports; return to pre-injury level of work; pain; swelling; subjective
instability; objective instability; recurrent injury; ankle mobility; complications; patient satisfaction.

METHODS Clinical Evidence search and appraisal March 2005.

QUESTION What are the effects of treatment strategies for acute ankle ligament
ruptures?

OPTION IMMOBILISATION

There is consensus that immobilisation is more effective than no treatment; however one
systematic review and one subsequent RCT found that, compared with functional treatment,
immobilisation was associated with less improvement in symptoms and functional outcomes
at either short (< 6 weeks), intermediate (6 weeks to 1 year), or long term (> 1 year) follow
up. Effects were less marked at long term follow up. One systematic review found no
significant difference between immobilisation and surgery in pain, swelling, recurrence, or
subjective instability. However, the review found that compared with immobilisation, surgery
improved stability and increased the proportion of people able to return to sports. One RCT
identified by a systematic review provided insufficient evidence to compare ultrasound
versus immobilisation.

Benefits: Immobilisation versus no treatment: We found no RCTs comparing immobilisation�
versus no treatment. Immobilisation versus functional treatment: We found one
systematic review8 and one subsequent RCT.9 The systematic review included any
inpatient, outpatient, or home based intervention programme consisting of immobilisa-
tion with or without a plaster cast.8 It included any trials comparing immobilisation
versus either another type or duration of immobilisation or a functional treatment� for
injuries to the lateral ligament complex of the ankle and it reported outcomes at short,
intermediate, or long term follow up (see comment below). The review analysed a variety
of different forms of functional treatment, including strapping, bracing, use of an
orthosis, tubigrips, bandages, elastic bandages, and special shoes for at least 5 weeks.
It found that functional treatment significantly improved seven outcomes measured at
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different follow up times compared with immobilisation. At short term follow up, it found
that functional treatment significantly reduced the proportion of people with persistent
swelling compared with immobilisation (search date 2001; 3 RCTs; 260 people; RR 1.7,
95% CI 1.2 to 2.6) and significantly decreased the proportion of people not returning to
work (2 RCTs; 150 people; RR 5.75, 95% CI 1.01 to 32.71). At intermediate term follow
up, it found that immobilisation significantly increased objective instability, as assessed
with stress x ray, compared with functional treatment (1 RCT; 106 people; WMD in talar
tilt 2.6°, 95% CI 1.2° to 4.0°) and found that functional treatment significantly
increased patient satisfaction compared with immobilisation (proportion of people not
satisfied with treatment 2 RCTs; 123 people; RR 4.2, 95% CI 1.1 to 16.1). At long term
follow up, it found that functional treatment significantly decreased the proportion of
people not returning to sports compared with immobilisation (5 RCTs; 360 people;
RR 1.9, 95% CI 1.2 to 2.9), the time taken to return to work (6 RCTs; 604 people; WMD
8.2 days, 95% CI 6.3 days to 10.2 days), and the time taken to return to sports (3 RCTs;
195 people; WMD 4.9 days, 95% CI 1.5 days to 8.3 days). At longer term follow up,
differences between immobilisation and functional treatment in persistent swelling,
objective instability, proportion of people not returning to work, and patient satisfaction
were no longer significant. A subgroup analysis using only “high quality” RCTs (defined as
scoring ≥ 50% on a recognised quality evaluation tool) found that functional treatment
significantly reduced the time taken to return to work compared with immobilisation (2
RCTs; 262 people; WMD 12.9 days, 95% CI 7.1 days to 18.7 days).8,10 The subsequent
RCT compared 3 weeks of functional treatment (strapping plus early controlled mobili-
sation) versus immobilisation in a plaster cast.9 It found that functional treatment
significantly reduced time taken to return to normal physical training and reduced pain,
swelling, and subjective instability compared with immobilisation at 3 months (121
semiprofessional sports people with acute grade III lateral ankle ligament; mean time to
return to normal training: 5.4 weeks with functional treatment v 6.3 weeks with immo-
bilisation; P = 0.02; pain: 35% with functional treatment v 61% with immobilisation;
P = 0.008; AR for swelling: 16% with functional treatment v 49% with immobilisation;
P < 0.01; AR for subjective instability: 22% with functional treatment v 54% with
immobilisation; P = 0.001; CI for differences in outcomes not reported). However, the
RCT found no significant differences between treatments for pain, swelling, or subjective
instability at 12 months (P ≥ 0.3 for all comparisons).9 Immobilisation versus
surgery: We found one systematic review, which compared surgery (anatomic
reconstruction�) versus immobilisation alone for acute injuries to the lateral ligament
complex of the ankle (see comment below).6 It found that surgery significantly reduced
the proportion of people who did not return to sports compared with immobilisation
(search date 2000; 3 RCTs; 267 people; RR 0.48, 95% CI 0.31 to 0.76) and who had
objective instability (6 RCTs; 457 people; RR 0.35, 95% CI 0.21 to 0.60). It found no
significant difference between surgery and immobilisation in recurrence (8 RCTs; 639
people; RR 0.86, 95% CI 0.63 to 1.18), pain (8 RCTs; 654 people; RR 0.64, 95%
CI 0.33 to 1.23), subjective instability (8 RCTs; 608 people; RR 0.77, 95% CI 0.43 to
1.37), or swelling (9 RCTs; 723 people; RR 0.67, 95% CI 0.38 to 1.18).
Immobilisation versus ultrasound: See benefits of ultrasound, p 6. Different forms
of immobilisation: We found one systematic review.6 One RCT identified by the review
found that a semirigid cast for 4 weeks significantly reduced the time taken to return to
work compared with a rigid cast (search date 2000; 1 RCT; 36 people; WMD 3.80 days,
95% CI 1.16 days to 6.44 days).6 It found no significant difference in pain, swelling, or
objective instability at short term follow up (1 RCT; 57 people; RR for pain 2.10, 95%
CI 0.69 to 6.35; RR for swelling 1.59, 95% CI 0.80 to 3.17; RR for objective instability
0.60, 95% CI 0.12 to 3.00).

Harms: Immobilisation versus functional treatment: The systematic review8 and subse-
quent RCT did not report on harms.9 Immobilisation versus surgery: Two RCTs
identified by the review found fewer cases of deep venous thrombosis after cast
immobilisation than after surgery (deep venous thrombosis: 2/47 [4%] after cast
immobilisation v 3/34 [9%] after surgery in first RCT; 0/33 [0%] after cast immobilisation
v 1/32 [3%] after surgery in second RCT).6,11 A third RCT identified by the review found
an equal risk of deep vein thrombosis in both groups (1/50 [2%] after cast immobilisa-
tion v 1/50 [2%] after surgery).6 Other RCTs did not specifically address harms. Other
known harms of immobilisation include pain and impairment in activities of daily living.11
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Comment: Immobilisation versus no treatment: There is a consensus that immobilisation is
more effective in the treatment of ankle sprain than no treatment. Immobilisation
versus functional treatment: In the systematic review, follow up periods for
outcome measures were categorised as short term (< 6 weeks of randomisation),
intermediate term (6 weeks to 1 year), or long term (1–2 years after treatment).8 The
review excluded trials that focused on the treatment of chronic instability or post-
surgical treatment unless such injuries occurred in under 10% of the whole study
population. The subsequent study included only semiprofessional sports people so
the results may not be applicable to the general population.9 Immobilisation versus
surgery: The systematic review noted that all included RCTs had methodological
flaws, and there was insufficient evidence to determine the relative effectiveness of
surgical and conservative treatment (see comment under surgery, p 6).6

OPTION FUNCTIONAL TREATMENT (EARLY MOBILISATION WITH USE OF AN EXTERNAL
SUPPORT)

One systematic review and one subsequent RCT found evidence that functional treatment
reduced the risk of the ankle giving way compared with minimal treatment. One systematic
review and one subsequent RCT found that, compared with immobilisation, functional
treatment improved symptoms and functional outcomes at short (< 6 weeks), intermediate
(6 weeks to 1 year), or long term (> 1 year) follow up. However, effects were found to be less
marked at long term follow up. One systematic review and one subsequent RCT provided
insufficient evidence to compare functional treatment versus surgery. One systematic review
and two additional RCTs provided insufficient evidence to compare different functional
treatments.

Benefits: Functional treatment versus minimal treatment: We found one systematic review12

and one subsequent RCT.13 The review compared functional treatment� versus a
minimal treatment policy. It found that functional treatment significantly reduced the risk
of the ankle giving way (search date 1998; 3 RCTs; 214 people; RR 0.34, 95% CI 0.17
to 0.71).12 The review found no significant difference between treatments in the
proportion of people with residual pain (RR 0.53, 95% CI 0.27 to 1.02).12 The subse-
quent RCT compared mortise separation adjustment� versus detuned ultrasound.13 It
found that mobilisation significantly reduced pain, increased ankle range of motion, and
improved ankle function at 1 month (30 people with subacute or chronic ankle sprain
without gross mechanical instability; results presented graphically). Functional
treatment versus immobilisation: See benefits of immobilisation, p 2. Functional
treatment versus surgery: We found one systematic review6 and one subsequent
RCT,14 which compared surgery (tenodesis� or anatomic reconstruction�) versus
functional treatment alone (see comment below). The review found no significant
difference between surgery and functional treatment in return to sports (search date
2000; 2 RCTs; 216 people; RR 0.6, 95% CI 0.3 to 1.3), recurrence (5 RCTs; 421
people; RR 1.2, 95% CI 0.8 to 1.8), pain (5 RCTs; 413 people; RR 1.0, 95% CI 0.7 to
1.6), subjective instability (5 RCTs; 464 people; RR 0.9, 95% CI 0.7 to 1.3), objective
instability (4 RCTs; 222 people; RR 0.6, 95% CI 0.3 to 1.2), and swelling (5 RCTs; 469
people; RR 0.9, 95% CI 0.6 to 1.5; see comment below).6 The subsequent RCT
compared functional treatment versus surgery (anatomic reconstruction).14 Functional
treatment consisted of a non-weight bearing cast for 5 days followed by elastic
bandaging or taping for 6 weeks. People in both groups received a standard rehabilita-
tion programme. The RCT found that functional treatment was less effective than surgery
for residual pain, subjective instability, and recurrent sprains after 6–11 years’ follow up
(370 people with rupture of at least 1 lateral ankle ligament [317 people analysed]; AR
for pain: 25% with functional treatment v 16% with surgery, RR 1.56, 95% CI 1.00 to
2.44; AR for subjective instability: 32% with functional treatment v 20% with surgery,
RR 1.61, 95% CI 1.09 to 2.38; recurrent sprains: 34% with functional treatment v 22%
with surgery, RR 1.51, 95% CI 1.06 to 2.22). Different types of functional
treatment: We found one systematic review (search date 2001; 1 RCT; 122 people)15

and two additional RCTs.16,17 The review compared different types of functional treat-
ment (elastic bandage, tape, lace-up ankle support, and semirigid ankle support) in
people with an acute injury to the lateral ligament complex of the ankle.15 It reported
outcomes at short, intermediate, and long term follow up (see comment below). At short
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term follow up, it found that lace-up ankle support significantly reduced persistent
swelling compared with semirigid ankle support; (RR 4.2, 95% CI 1.3 to 14.0), elastic
bandage (1 RCT; 122 people; RR 5.5, 95% CI 1.7 to 17.8), and tape (1 RCT; 119
people; RR 4.1, 95% CI 1.2 to 13.7). It found that a semirigid ankle support reduced the
proportion of people with subjective instability, the time taken to return to work, and the
time to return to sports compared with an elastic bandage (subjective instability: 1 RCT;
124 people; RR 8.00, 95% CI 1.03 to 62.07; time to return to work: 2 RCTs; 157
people; WMD 4.2 days, 95% CI 2.4 days to 6.0 days; time to return to sports: 1 RCT; 84
people; WMD 9.6 days, 95% CI 6.3 days to 12.8 days).15 It found no other significant
differences in outcomes between treatments (see comment below) and no significant
differences between different types of functional treatments at intermediate or long term
follow up.15 The first additional RCT compared a semirigid device versus tape and found
no significant difference between treatments in the proportion of people with recurrent
sprains (116 people with all grades of ankle sprain; 4% with semirigid device v 0% with
tape).16 The second additional RCT compared two types of tape treatment and found no
significant differences between treatment groups in pain, swelling, or range of move-
ment 5–7 days after treatment (119 people not requiring surgery, treated within
24 hours of injury; AR for pain: 8% v 5%; swelling: 58% v 47%; limited range of
movement: 36% v 47%).17

Harms: Functional treatment versus minimal treatment: The review and additional RCTs did
not report on harms. Functional treatment versus immobilisation: See harms of
immobilisation, p 3. Different types of functional treatment: Allergic reactions and
skin problems have been recorded with tape.18 Two RCTs identified by the systematic
review which compared different functional treatments, found that tape treatment was
associated with significantly more complications compared with elastic bandage (0/104
[0%] with elastic bandage v 8/104 [8%] with tape; RR 0.11, 95% CI 0.01 to 0.86).15

Most of these complications were skin problems (absolute numbers with skin problems
not reported). The two additional RCTs did not assess harms.16,17 Functional
treatment versus surgery: The systematic review6 and the subsequent RCT14 did not
assess harms.

Comment: Functional treatment versus surgery: The review noted that all included RCTs had
methodological flaws, and there was insufficient evidence to determine the relative
effectiveness of surgical and conservative treatment (see comment under surgery, p 6).6

Different types of functional treatment: The systematic review reported follow up
periods for outcome measures as short term (< 6 weeks of treatment), intermediate
term (6 weeks to 1 year), or long term (1–2 years after treatment).15 It noted that
definitive conclusions were hampered by the variety of treatments used and the
inconsistency of reported follow up times, and no definite conclusions concerning the
optimal functional treatment strategy could be drawn.15

OPTION SURGERY

One systematic review found no significant difference between surgery and immobilisation in
pain, swelling, recurrence, or subjective instability. However, the review found that surgery
increased the proportion of people able to return to sports and increased ankle stability
compared with immobilisation. One systematic review and one subsequent RCT provided
insufficient evidence to compare surgery versus functional treatment. Neurological injuries,
infections, bleeding, osteoarthritis, and death are known harms of surgery.

Benefits: Surgery versus immobilisation: See benefits of immobilisation, p 2. Surgery versus
functional treatment: See benefits of functional treatment, p 4.

Harms: Neurological injuries, infections, bleeding, osteoarthritis, and death are known harms of
surgery.11,19,20 Two RCTs found fewer cases of deep venous thrombosis after cast
immobilisation� compared with surgery (2/47 [4%] with cast immobilisation v 3/34
[9%] with surgery in first RCT; 0/33 [0%] with cast immobilisation v 1/32 [3%] with
surgery in second RCT).6,11 One RCT found an equal occurrence of deep vein thrombosis
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in both groups (1/50 [2%] with cast immobilisation v 1/50 [2%] with surgery).6 Other
RCTs found dysaesthesia� in 4–12% of people after surgery.21–26 Wound necrosis after
surgery was reported in two RCTs (2/73 [3%] with surgery;24 3/45 [7%] with surgery25).
Tenderness of the scar was reported in six RCTs after surgical intervention, occurring in
2–19% of people.22,23,26–29

Comment: None.

OPTION ULTRASOUND

One systematic review found no significant difference between ultrasound and sham
ultrasound in the general improvement of symptoms or the ability to walk or bear weight at 7
days. Two RCTs identified by the review provided insufficient evidence to compare ultrasound
versus immobilisation or electrotherapy.

Benefits: Ultrasound versus placebo: We found one systematic review (see comment below)
which compared ultrasound versus sham ultrasound treatment.30 It found no significant
difference in general improvement of symptoms between ultrasound and sham ultra-
sound at 7 days (3 RCTs; 341 people; 121/169 [72%] with ultrasound v 116/172 [68%]
with sham ultrasound; RR 1.04, 95% CI 0.92 to 1.17). It also found no significant
difference in functional disability (the ability to walk or bear weight) between ultrasound
and sham ultrasound at 7 days (2 RCTs; 187 people; 69/95 [73%] with ultrasound v

61/92 [66%] with sham ultrasound; RR 1.09, 95% CI 0.92 to 1.30).30 Ultrasound
versus immobilisation: We found one systematic review (search date 2001, see
comment below), which identified one RCT that compared ultrasound versus
immobilisation� over 2 weeks’ follow up.30 It found no significant difference in the
proportion of people who recovered with ultrasound compared with immobilisation after
7 days (80 people; 46% with ultrasound v 27% with immobilisation; ARR +19%, 95%
CI –2% to +40%). However, after 14 days, it found a significant difference in the
proportion of people who recovered with ultrasound compared with immobilisation (86%
with ultrasound v 59% with immobilisation; ARR 27%, 95% CI 8% to 46%).30

Ultrasound versus electrotherapy: We found one systematic review (see comment
below) comparing ultrasound versus other treatment modalities.30 The RCT identified by
the review compared ultrasound versus electrotherapy or sham ultrasound. It found no
significant difference between ultrasound and electrotherapy in the proportion of people
with swelling, ability to walk, or who were free of pain at 7 days (search date 2001; 60
people; AR for less than 0.5cm swelling: 13/20 [65%] with ultrasound v 17/20 [85%]
with electrotherapy; ARR –20%, 95% CI –46% to +6%; AR for ability to walk: 9/20 [45%]
with ultrasound v 14/20 [70%] with electrotherapy; ARR –25%, 95% CI –55% to +5%;
AR for freedom from pain: 15/20 [75%] with ultrasound v 18/20 [90%] with electro-
therapy; ARR –15%, 95% CI –38% to +8%).30

Harms: One RCT included in the review RCT found no adverse reactions with ultrasound.31

Comment: In the review, the quality of four of the included RCTs was described as “modest” and one
as “good”.30 The review reported RCTs in which one or more of pain, swelling, and
functional disability because of an acute ankle sprain were present, and in which at least
one group was treated with active ultrasound treatment. All the RCTs included follow up
of less than 4 weeks.

OPTION COLD TREATMENT

One RCT found no significant difference in symptoms between cold pack placement and
placebo (simulated treatment). One RCT found less oedema with cold pack placement
compared with heat or a contrast bath at 3–5 days after injury.

Benefits: Cold treatment versus placebo: We found one systematic review (search date 1994),
which identified one RCT comparing cryotherapy versus placebo (simulated treat-
ment).33 The RCT found no significant difference between treatments (143 people; P
value reported as not significant).34 Cold treatment versus different treatments: We
found one systematic review (search date 1994; 1 RCT; 30 people)33 The RCT found
significantly less oedema with a cold pack compared with heat or a contrast bath (see
comment below) at 3–5 days after injury (P < 0.05).35

main/1115_new 27/10/05

Ankle sprain

M
us

cu
lo

sk
el

et
al

di
so

rd
er

s

 BMJ Publishing Group Ltd 20056



Harms: None of the RCTs addressed harms from cold pack placement.

Comment: The systematic review was narrative in character and no data were pooled.33 The
systematic review did not report the grade of injuries. In the RCT identified by the
systematic review that compared cold compared with heat or a contrast bath, the injured
ankle in the contrast bath group was submerged in warm water for 3 minutes and then
in cold water for 1 minute. This was continued until the ankle had been given five heat
and four cold treatments beginning and ending with heat.35

OPTION DIATHERMY

One systematic review found insufficient evidence on the effects of diathermy compared
with placebo on walking ability and reduction in swelling.

Benefits: Diathermy versus placebo: We found one systematic review (search date 1994, 5
RCTs).33 The review included a range of severity of ankle sprains but excluded the most
severe injuries (avulsion and osteochondral fractures). The first RCT identified by the
review compared two forms of pulsating short wave treatment versus placebo.36 The RCT
found that high frequency electromagnetic pulsing improved walking ability significantly
more quickly than placebo (300 people with time from injury to treatment of ≤ 4 days;
P < 0.01). It found no significant difference in walking ability between low frequency
electromagnetic pulsing and placebo. Low frequency pulsing significantly reduced
swelling compared with placebo, while there was no significant difference between the
high frequency group and placebo reduction in circumference of ankle: 4.5 mm with
high frequency v 5.0 mm with low frequency v 2.6 mm with placebo; P < 0.01 for low
frequency v placebo). The second RCT found that pulsating short wave diathermy�
significantly reduced oedema compared with placebo (50 people; P < 0.01).37 The third
RCT found no significant difference between treatments for pain, oedema, or range of
motion compared with placebo at 15 days (73 people; results presented graphically;
pain scores P > 0.35; oedema P > 0.35; range of motion P = 0.35).38 The fourth RCT
found no significant difference between treatments in pain, elevation, number of
analgesics a day, or time to weight bearing compared with placebo (37 people; pain
scale 0 = no pain to 10 = worst pain, mean daily pain score: 2.37 with diathermy v 2.34
with placebo; mean elevation/day: 1.87 hours with diathermy v 1.77 hours with pla-
cebo; mean number of analgesics/day: 0.44 with diathermy v 0.29 with placebo; mean
time to weight bearing: 3.78 days with diathermy v 2.88 days with placebo; all
comparisons reported as non-significant; P values and CIs not reported).39 The fifth RCT
found no significant differences between treatments for pain, oedema, or range of
motion compared with placebo (30 people; pain scale 0 = no pain to 10 = worst pain,
change in pain score: –3.70 with ice plus high frequency, high voltage pulsed stimulation
[HVPS] v –3.65 with ice plus low frequency HVPS v –2.50 with ice alone; significance not
reported; change in active ankle dorsiflexion range of movement: 8° with ice plus high
frequency HVPS v 10° with ice plus low frequency HVPS v 7° with ice alone; reported as
non-significant; change in foot and ankle volume displacement: –35 mm with ice plus
high frequency HVPS v –38 mm with ice plus low frequency HVPS v –32 mm with ice
alone; reported as non-significant).40 The grades of injuries were not clearly described in
these RCTs and results were not pooled.

Harms: No harms were reported.

Comment: None.

OPTION HOMEOPATHIC OINTMENT

One small RCT identified by a systematic review found limited evidence that homeopathic
ointment improved outcome based on a “composite criteria of treatment success” compared
with placebo.
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Benefits: Homeopathic ointment versus placebo: We found one systematic review (search
date 1998),41 which included one RCT.42 The RCT found that people treated with a
homeopathic ointment had a significantly better outcome based on a “composite criteria
of treatment success” compared with people treated with placebo (69 people with acute
ankle sprains; P = 0.028; no further data reported).41 The number of people initially
randomised in the RCT and losses to follow up were not reported.

Harms: Harms were not addressed in the review.41

Comment: None.

GLOSSARY
Anatomic reconstruction Surgical reconstruction of lateral ankle ligament complex through suturing of
the ligaments.
Crus varum Varus of the lower leg (O-leg).
Diathermy Warming body tissues using electromagnetic radiation, electric current, or ultrasonic waves
for the reduction of inflammatory response, oedema, and pain.
Dysaesthesia Decreased sensitivity of the skin for stimuli.
Functional treatment Involves dorsal and plantar flexion exercises of the ankle joint. The main
differences between functional treatment strategies are the types of external device applied for
treatment. The supports can be divided according to rigidity into elastic bandage, tape, lace-up ankle
support, and semirigid ankle support. Functional treatment may involve strapping, bracing, use of an
orthosis, tubigrips, bandages, elastic bandages, and the use of special shoes. Propriocepsis training (to
enhance joint stability) may also be involved in this regimen.
Immobilisation Limiting the mobility of a joint complex to zero degrees with the use of a plaster cast or
soft cast, thus fully immobilising the ankle joint.
Mortise separation adjustment An adjustment technique involving special manual manipulation of the
foot and ankle.13

Pes cavo-varus Severe high arched, varus foot.
Tenodesis Surgical reconstruction of lateral ankle ligament complex using tendon graft.

Substantive changes
Surgery Categorisation changed from Likely to be beneficial to Trade off between benefits and harms
based on re-evaluation of the evidence.
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