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it. Non-hematological toxicity grade III 
occurred in 3 patients on the Tarceva 
and none from the second group on 
Docetaxel.

None of the patients on the Tarceva 
had non-hematological toxicity grade 
IV and in the second group on the Doc-
etaxel it was noted in 1 patient (Fig-
ure 5).

Non-hematological toxicities were 
described and expected and do not 
lead to significant exacerbation of the 
general status as in patients receiving 
Docetaxel.

Statistically significant differences 
were also registered in overall survival 
between the two protocols. Overall sur-
vival is divided in two categories: from 
the start of the disease, and from the 
start of therapy.

Overall survival from the start 
of disease in the group treated with 

Tarceva was 26. 4 months and in the 
group on Docetaxel it was 15. 5 months 
(Figure 6).

Overall survival from the start 
of therapy in the group treated with 
Tarceva was 15 months and in a the 
group on Docetaxel it was 6. 8 months. 
Therefore, Tarceva proved to be supe-
rior to Docetaxel (Figure 7).

5. DISCUSSION AND 
CONCLUSION

The hemotherapeutics in the treat-
ment of NSCLC are divided into three 
generations.

The first generation consists of Ifos-
famid, Mitomycin, Vinblastin and Vin-
desin. Their application has led to im-
provements in quality of life of these 
patients.

The second generation consists 
of Cisplatin and Carboplatin which 
achieve excellent results in the treat-
ment of NSCLC for that period (6, 7, 8, 
9, 10, 11, 12, 13, 14, 15).

The third generation consists of Pa-
clitaxel, Docetaxel, Irinotecan, Topote-
can, Vinorelbin and Gemcitabin (8, 9, 
10, 11, 12, 13, 14). The optimal num-
ber of hemotherapeutic agents was an-
alysed in the several clinical studies 
and two meta-analyses. The conclu-
sion was that the doublets are the gold 
standard in the treatment patients of 
NSCLC (15). In this study statistically 
significant differences were registered 
in pathohistological type of tumours, 
total toxicity and total survival. Ade-
nocarcinoma occurred more often as a 
pathohistologiocal type in both groups 
of patients. In the first group treated 
with Tarceva adenocarcinoma was reg-
istered in 57. 6 % of patients and in the 
second group on Docetaxel in 83. 3 % 
patients. Tarceva molecular monother-
apy has shown less toxicity than Doc-
etaxel.

Hematoogical toxicity grade II was 
noted in 12. 5 % of patients on Tarceva 
and 69.0 % on Docetaxel.

More non-hematological toxicity 
was registered in patients on Tarceva 
than on Docetaxel. Non-hematologi-
cal toxicity grade I occurred in 39. 4 % 
of patients on Tarceva but that toxicity 
was described and expected and does 
not lead to significant exacerbation of 
the general status of patients like in 

those receiving Docetaxel.
In addition this study registered sta-

tistically significant differences in to-
tal survival between Tarceva and Doc-
etaxel. Again, Tarceva has shown su-
periority over Docetaxel. The total sur-
vival in the first group on Tarceva was 
26. 4 months and in the second group 
on Docetaxel it was 15. 5 months.

The quality of life is a very impor-
tant fact. The quality of life is a very im-
portant fact for patients with NSCLC. 
Therefore, in addition to efficiency we 
took into account the toxicity of the 
therapy. In respect to these two crite-
ria a prefferred protocol could be the 
Tarceva molecular therapy.
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Introduction: Despite enormous number of publications on classifications and 
treatment of ankle fractures, this problem remains actual till present days. Never 
the less, the ultimate goal remains the same – anatomically correct position of 

articular surfaces, painless and stabile ankle joint. Material and methods: Through 
prospective study we processed over 50 patients from policlinic data of Orthopedic – 
Traumatology ward in Cantonal Hospital Zenica. Research lasted over one year and 
we collected tremendous data from patients which filled in surveys. These data were 
processed and presented in this study. From collected data we determined statistical 
incidence of so called ¨overseen¨ and poorly treated injuries of lateral ligaments, 
origin and mechanism of injuries, number of previous injuries of same nature and 
then compared with data on treatment method, whether conservative or operative. 
Results and discussion: We paid special attention and presented findings on age 
and gender groups that are most involved in ankle injuries. We’ve confirmed that 
RTG-Varus stress test is still the method of choice in diagnostics of ankle lateral 
ligaments injuries. We also determined how treatment duration correlates to time 
between injury and check in, number of recidivism and most importantly correlation 
between duration of symptoms and length of immobilization and physical therapy 
duration. We appeal to our colleagues to approach these injuries with higher level 
of interest and methodically during diagnosis and therapy because every oversight 
leads to increased risk of repeated injury, chronic instability of ankle joint, cartilage 
damage and progression of arthritic joint changes. All of those factors greatly im-
pairs patient’s life quality. Competent and quality examination will determine, with 
more accuracy, degree of injury and set basis for adequate therapy which will not 
leave any consequences for the patient. That would provide him to continue with 
normal everyday activaties. Key words: distortion, diagnosis, treatment, consequences.
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1. INTRODUCTION
Percival Pott (1768) gave one of the 

first classification of ankle injuries. 
French school gives special importance 
to the ankle inuries. Dupuytren (1819) 
and Maisonnewe (1840) were stand out 
among others. They gave special atten-
tion to the fractures in ankle region, by 
making their classification and giving 

treatment recommendation.
Modern era in research and an-

kle treatment starts with Switzerland 
orthopedist Bernard G Weber (1927-
2002). He lived and worked in Zurich 
(Klinik Balgrist), Bern (Inselspital) and 
St. Galen (Canton Sptial). His experi-
mental and critical work was pointed 
to ankle injuries (upper ankle). He has 

followed and research distortions, bone 
fractures – bones that are involved in 
ankle (maleolar fracture and pilon tibia 
fractures), open fractures etc. His doc-
toral thesis was committed to the up-
per ankle injuries. ¨Die Verletzungen 
Des Oberen Sprunggelenkess¨ was pub-
lished by him in 19. Century where the 
ankle injuries and their biomechan-
ics, character, classification and treat-
ment were brilliant demonstrated. His 
instructions, especially injuries clas-
sification, are leading in today’s trau-
matology.

Ankle joint have his upper and lower 
part. Upper ankle joint is consist of ar-
ticulations surfaces and lower tibia me-
taphysis and articulations surfaces of 
tibia and fibula maleolus. Upper ankle 
joint is an example of articulation gyn-
glymus. Lower ankle joint is made from 
articulations surfaces of ankle and cal-
caneus.

Joint is surrounded by joint capsule 
and strengthen by external conncetions 
(ligg. Fibulotalare anterius, lig., talocal-
caneare, lig. fibulotalare posterior), del-
toideus ligaments comes from medial 
side in two layers (superficial and deep). 
Achilles tendon from behind and exten-
sors apparatus from the front gives in-
direct support to the joint.

1.1. Classification
There are various classifications of 

joint injuries.
Lange – Hansen classification is 

dominant in Anglo-Saxon literature, 
AO (Switzerland) Weber’s classifica-
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tion is dominant today and it is based 
on biomechanical very important calf 
fracture and its relation toward tibio-
fibular anastomosis.

Classification:
 • Calf fracture below indicated syn-

desmosis;
 • Calf fracture in the level of syn-

desmosis;
 • Calf fracture below syndesmosis.
Distortion definition:
 • Distortion sprain.
 • Latin: distorquere–sprain
During the specific ankle joint posi-

tion when force overcome joint stability, 
displacement of articulations surfaces 
occurs because of the soft tissues pres-
sure in first layer of capsule and liga-
ments. 80% of this injuries occur dur-
ing the foot torsion toward inside. 10-
30% all sport injuries are luxation, 40% 
of persons who had suffer luxation be-
come exposed to the possibility of de-
veloping chronically difficulties.

1.2. Injuries Etiology
Ankle joint injuries can occur dur-

ing walk, work or sport activities, etc.
According to the analysis in USA 

annually 1-10 million persons suffer 
from distortion, and it is a 20% of all 
injuries in USA. 50% of persons who 
suffer distortion have consequences ac-
cording to the American studies. 85% 
ankle joint injuries are sprained ankle, it 
is estimated that every day 25 000 per-
sons suffer from sprained ankle. Most 
common ankle joint injuries are lateral 
inversion injuries.

English sources are saying that fre-
quency of ankle joint injuries is 52.7 pa-
tients on 100 00 patients.

1.3. Age and sex
Female athletes have more frequent 

ankle joint injury for 25% than males.
Some studies are saying that the an-

kle sprained is more common in high 
school sport. It is noticed that sport in-
juries happens more often during com-
petition than during the training. Frac-
tures, tendon injuries and ligament in-
juries are more common at elder per-
sons.

2. CLINICAL pReSeNTATION
Sprained ankle is a kind of injury 

(most common in sport after the knee 
injury) which affects one or both liga-
ments that are places on outer and in-

ner side of ankle joint. It may occur 
during the stretching or tearing of lig-
ament from inner to the outer side of 
ankle. It occurs in every type of sport. 
This condition is followed by pain, 
swelling, changing skin color on outer 
part and also often on inner side of an-
kle joint. Patient has walk-
ing difficulties. Swelling can 
last for months. During the 
evening hours it is getting 
worse because the damaged 
ligaments cannot take their 
natural form.

Foot can be twisted, in-
verted, moved forward or 
backward, rotate in bigger 
or lower range, but it is im-
portant to know how much 
is ligament of foot ankle 
ruptured. Fractures of foot 
maleolus are also included 
in this group of injuries.

Internal foot rotation or torsion 
can lead to tension of: anterior tibio-
fibular ligament, anterior fibulotalar 
ligament and fibulocalcaneal ligament. 
Ligaments rupture is most often during 
the internal rotation and most common 
on anterior fibulotalar ligament, fibulo-
calcaneal ligament and anterior tibio-
fibular ligament. Drawers sign can be 
positive if it’s anterior tibiofibular and 
fibulotalar ligament ruptured and the 
foot can be moved forward. Foot can be 
twisted over the physiological border if 
it’s fibulocalcaneal ligament cracked.

During the external rotation when 

the foot is in the neutral po-
sition or dorsal curved due 
external rotation and foot 
torsion, tension of tibiofib-
ular ligament can occur. If 
the rotation is continued 
tension of ligeament del-
toideum can occur its an-
terior part (pars tibiotalaris) 
and pars tibionavicularis. 
During the maximal plan-
tar foot flexion along with 
the external rotation can 
lead to fibulotalar ligament 
cracking, often with fibu-
localcanear ligament also, 
and it lead to the talus lux-
ation. This type of injury is 
very rare. Injuries of fibulo-
talar and fibuocalcaneal lig-
aments that occur as a re-

sult of suppination adduction are more 
common. Injuries of joint capsule, sy-
novial membrane and bone fragments 
can be found.

Lateral side of joint is having higher 
risk during the injuries in comparison 

Figure 1. Foot position during distortion

Figure 2. Physical examination - Front Drawer i Talar tilt test

Figure 3. X-Ray normal Talar test–neutral 
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with medial side because of the anat-
omy of bones and soft tissues. Distal 
part of fibula (lateral maleolus) is infe-
rior and it is longer than the distal part 
of tibia. Length discrepancy gives me-
dial joint stability improving bone re-
sistance toward eversion.

Medial joint ligaments known as a 
deltoid ligament complex are forming 
wide, strong ligament stability in pre-
vention of eversion and secured stabil-
ity of medial joint in that way.

Lateral side have just minimal bone 
stability which is provided by three 
small ligaments

(ATFL, CFL i PTFL ).
2.1. Diagnosis
Diagnosis is made by physical ex-

amination and X-ray.
Physical examination includes:
 • Joint inspection (swelling, defor-

mity, laceration, ecchymosed);
 • Palpation (pain, crepitation!);
 • Neurovascular exam;
 • Joint stability.

 • Drawer test (check of lateral lig-
ament stability);

 • Talar tilt test (stability estima-
tion).

Radiographic Examination
 • Standard AP and joint profile;
 • Ultrasound examination of soft 

tissue around the joint.
 • Stress images (varus and valgus)
 • MRI and CT -  becoming standard 

at distortions of harder degree.
2.2. Aims

 • Reveal and research:
 • Errors during the diagnostics of 

distortion as an injury.
 • Errors in treatment of ankle joint.
 • Number of patients whit chronic 

difficulties.
 • Number of distortions recidivism 

as a consequences of errors during 
diagnostic and treatment.

3. MeHTODS
Prospective study process 50 pa-

tients in Orthopedic – traumatology 
ward policlinic at Cantonal Hospital 
Zenica. Special attention is made on 
discovering and analysis of errors in 
diagnostic, treatment, occurrence of 
chronicle difficulties, number of dis-
tortion recidivism.

It is followed:
 • Time from injury until the first 

examination;
 • Age groups and patients sex;
 • Types of treatment;
 • Earlier injuries;
 • The dependence of consequences 

from type and length of treat-
ment;

 • Statistical evidence of errors 
caused by bad treatments of ex-
ternal ligaments in ankle joint.

4. ReSULTS
Results of our research 

are presented by tables and 
graphs. In our sample was 
27% females and 23% males 
divided into three groups 
(FIgure 5).

 • 13 of 50 patients have 
anterior fibulotalar 
ligament injury, from 
that number 1 patient 
with an injury of 2 
ligaments. (Talar Filt 
higher than 13o);

 • 38 patients came to 
examination at the 
first day of injury or 
the day after;

 • 10 patients came to ex-
amination in period of 
2-7 days later;

 • 2 patients came to ex-
amination 7 days or 
more after the injury 
has occurred.

Etiology:
16 of 50 patients had an 

earlier injury – distortion of 
injured ankle joint.

Treatment type:
Length of physiotherapy:
 • 43 patients had phys-

iotherapy treatments.

 • 29 patients has been 2 to 4weeks 
on physiotherapy;

 • 14 patients had physiotherapy lon-
ger than one month.

Relations of consequences upon the 
immobilization and the physiotherapy 
length.

Hypothesis is that there is signifi-
cant relation between the swelling and 
the applied treatment type. Hypothe-
sis was tested by Hi – square test. Hi 
square test values at the level of signif-
icance a= 0,05 is bigger than the theo-
retical values X2 =22,42 > 12,59, because 
of that zero hypothesis (that there is not 
significant relations) is discarded, there 
is dependence between the swelling and 
the applied treatment type.

So we can say that frequency of 
swelling appearance is dependent on 
the type of applied treatment at patients 
with an injury of ankle joint.

Dependence on the length and 
type of treatment.

Figure 4. X-ray of Abnormal Talar tist findings in 
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Hypothesis is set that the presence 
of pain after the treatment is depen-
dence of the treatment type. Hypoth-
esis is tested by X2. Estimated value at 
the significance level of a=0,005 is big-
ger than theoretical value X2=15,277 so 
the zero hypothesis is discarded. Fre-

quency of pain occurrence is depended 
on the treatment type.

Dependence of joint instability 
and treatment type.

Hypothesis is that there is no statis-
tical significance between instability of 
ankle joint and the treatment type. Hy-

pothesis is tested with X2 test and on a 
significance level a=0,05 shwon that is 
X2 =34,05 what is bigger that theoret-
ical values. Occurrence frequency of 
Ankle joint instability is dependent on 
the type of treatment. 13 of 50 patients 
had recidivism on injured ankle.

5. DISCUSSION
Considering diagnostic, treatment 

and consequences it’s noticed that dis-
tortion as an injury is often underesti-
mated. Patients often do not take this 
injury seriously, they refuse gypsum 
immobilization and do not conduct 
advised treatments. Consequences are 
often. We have noticed that patients 
looks for doctor advice when the con-
sequences already occurred (swelling, 
pain, and instability). When it happens 
chances for successful treatment are 
lower. Treatment for pain can be suc-
cessful, but there is no treatment that 
can remove swelling totally. Instability 
can be fixed with surgical procedures.

Age groups have been processed in 
next way. From total number of patients 
we have created 3 age groups. First one 
was patients up to 18 years of life, sec-
ond one are the patients from 18 up to 
45 years of life, and third group was pa-
tients over the 45. years of life. We get 
next results: in first group there is 21 
patient or estimated in percents 42%, 
in other group there is 19 patients or in 
percents 38% and in third group we had 
10 patients or in percents 20%.

This distribution gave us the ex-
pected results, because the sports activ-
ities are the most usual in the younger 
ages and we have take in consideration 
that the most active group is the one 
who is ¨constantly moving .̈

We have been surprised with the 
overseen number of cases with the rup-
ture of one or more ligaments on lat-
eral part of ankle joint. This paper has 
shown that there is a high and signifi-
cant number of patients like that who 
have suffer serious injuries of ligamen-
tous apparatus and as a consequence 
chronically instability occurs. From 
100 examined patients 13 patients have 
been diagnosed with rupture of talofib-
ular ligament.

Considering that there are no simi-
lar data like this in BiH, we can say that 
this number is enormous high. Con-
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Hypothesis is set that the presence 
of pain after the treatment is depen-
dence of the treatment type. Hypoth-
esis is tested by X2. Estimated value at 
the significance level of a=0,005 is big-
ger than theoretical value X2=15,277 so 
the zero hypothesis is discarded. Fre-

quency of pain occurrence is depended 
on the treatment type.

Dependence of joint instability 
and treatment type.

Hypothesis is that there is no statis-
tical significance between instability of 
ankle joint and the treatment type. Hy-

pothesis is tested with X2 test and on a 
significance level a=0,05 shwon that is 
X2 =34,05 what is bigger that theoret-
ical values. Occurrence frequency of 
Ankle joint instability is dependent on 
the type of treatment. 13 of 50 patients 
had recidivism on injured ankle.

5. DISCUSSION
Considering diagnostic, treatment 

and consequences it’s noticed that dis-
tortion as an injury is often underesti-
mated. Patients often do not take this 
injury seriously, they refuse gypsum 
immobilization and do not conduct 
advised treatments. Consequences are 
often. We have noticed that patients 
looks for doctor advice when the con-
sequences already occurred (swelling, 
pain, and instability). When it happens 
chances for successful treatment are 
lower. Treatment for pain can be suc-
cessful, but there is no treatment that 
can remove swelling totally. Instability 
can be fixed with surgical procedures.

Age groups have been processed in 
next way. From total number of patients 
we have created 3 age groups. First one 
was patients up to 18 years of life, sec-
ond one are the patients from 18 up to 
45 years of life, and third group was pa-
tients over the 45. years of life. We get 
next results: in first group there is 21 
patient or estimated in percents 42%, 
in other group there is 19 patients or in 
percents 38% and in third group we had 
10 patients or in percents 20%.

This distribution gave us the ex-
pected results, because the sports activ-
ities are the most usual in the younger 
ages and we have take in consideration 
that the most active group is the one 
who is ¨constantly moving .̈

We have been surprised with the 
overseen number of cases with the rup-
ture of one or more ligaments on lat-
eral part of ankle joint. This paper has 
shown that there is a high and signifi-
cant number of patients like that who 
have suffer serious injuries of ligamen-
tous apparatus and as a consequence 
chronically instability occurs. From 
100 examined patients 13 patients have 
been diagnosed with rupture of talofib-
ular ligament.

Considering that there are no simi-
lar data like this in BiH, we can say that 
this number is enormous high. Con-
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sulting foreign literature and research 
paper that we got from medical jour-
nals, we noticed that developed coun-
tries had overcome this problem intro-
ducing strict protocols for doctors. This 
gave results in a low number of over-
seen injuries.

Number of days between the mo-
ment of injury and the doctor examina-
tion is very important for future treat-
ment and the consequences that can 
occur at patients. Patients were dis-
tributed in three groups dependence 
on the days from injury. First group is 
consisted of patients who were looking 
for doctors help at the day of injury or 
next day. In this group we had 38 pa-
tients. In this group we classified 38 
patients. Second group is consisting of 
20 patients that have contacted physi-
cian in period from 2 up to 7 days after 
the injury. In third group were four pa-
tients which contacted physician after 
more than seven day.

As a comment on this data we can 
say that the awareness of our patients 
about the seriousness of this injury is 
very high, in favor of this is a fact that 
the highest number of patients came to 
examination in a short period of time, 
got adequate treatment and had pass 
without recidivism and difficult con-
sequences.

Number of patients that contacted 
physician later is for worrying and this 
improves inadequate and not treated on 
time, so the consequences for joint were 
unavoidable and lead to the chronicle 
ankle joint instability.

Based on this data we can conclude 
that the large number of ¨sports inju-
ries¨ is expected as the low number on 
injuries on work place. Patients from 
group ¨Free time¨ are the most pupils 
from elementary and high schools and 
their number of injuries is surprisingly 
high. ¨Other places¨ are represented as 
expected, considering high number of 
places with high risk for injury occur-
rence, we can say that this number is in 
the range of normal.

Early distortion is very important in 
distortion etiology. 38 (34%) of 50 pa-
tients processed in this study did not 
have earlier ankle joint distortion, 16 
patients (32%) had one or more similar 
injuries before. We consider that the 
number of patients with earlier distor-

tion is very high which is in favor that 
the number of overseen serious injuries 
is very high, and it is present in a signifi-
cant number in population. We need to 
say that majority of this patients are in 
training process.

Distortion treatment is different 
it’s usually individual and different be-
tween physician. This also depends on 
economical situation in country and the 
level of health care in country.

Yet all it comes down on same, and 
that is a joint inaction for one period 
then physical therapy. In our case we 
have used what we have available and 
that is gypsum, some immobilization 
boot – orthosis and etc.

13 patients with first level of ankle 
joint distortion have been treated with 
bandages or brace. Treatment has last 
for 2 weeks.

25 patients with a full treatment 
of four weeks (2 weeks splints and 2 
weeks bandages) have been treated with 
splints and bandages.

12 patients with a full length of 
treatment from four to five weeks (2 
weeks splints and last with full gyp-
sum) have been treated with splints and 
full gypsum.

In just one case we needed to react 
with surgical treatment and it was on 
complicated luxation fracture of ankle 
joint with a rupture of most ligaments.

According to the conditions in 
which we have conducted our work, we 
achieved great results. Based on a feed-
back from our colleagues from Ward for 
Rehabilitation and Physical medicine 
treatment has been graded as a very 
successful. After removing immobili-
zation, either we speak about bandages, 
splints of full circular gypsum, patients 
did not have any pain and could make 
all movements in almost full range 
without pain.

State of patients in dependence on 
the length of physical therapy and the 
number of patients who had any type 
of physical therapy after the distortion 
of ankle joint is:

43 (83%) of 50 patients in control 
group has done necessary part of physi-
cal exercise after injury recovery.

29 of that 43 patients has done phys-
ical exercise in duration from two up to 
four weeks what gives excellent results 
while 14 patients has done physical ex-

ercises longer than one month.
Physical rehabilitation is crucial 

part in treatment of these injuries. 
Treatment without physical rehabili-
tation is uncompleted and unfinished. 
Good cooperation with Ward for Phys-
ical medicine and rehabilitation should 
be emphasized but also all the patients 
should be commended because they 
took this treatment very seriously. How-
ever, there were also some of them who 
did not take this seriously and did not 
finish their therapy.

Consequences depending on the 
length of immobilization and the length 
of physical therapy showed very inter-
esting results. Result that we got on a 
examination of pain, swelling and the 
ankle joint instability after the treat-
ment was very surprised. Consequences 
of this type are very usual when we con-
sult expert literature, but also we should 
consider that one number of patients, 15 
of them, did not complied their thera-
peutic procedures to the end and this 
was one of the main reasons of these 
changes after the treatment. This 15 
patients have been diagnosed with all 
these three symptoms after the treat-
ment and conducted physical therapy.

In all three residual symptoms Hi 
– square test value is bigger than the-
oretical value so the zero hypothesis is 
rejected, it means there is dependence 
between the modality pain, swelling 
and joint instability according to the 
applied therapy.

13 patients have recidivism with 
same injury, ankle joint distortion and 
all of them where part of risk group – 
athletes who are more exposed to these 
injuries then the other persons. This 
number expected beside the consistent 
and serious therapeutically approach.

6. CONCLUSION
As a conclusion we should empha-

sized (author himself is a part of one 
group with a rupture of ATFL) that 
there is a high number of overseen se-
rious injuries of ligamentous appara-
tus of lateral part of ankle joint. We 
think that this is one of main messages 
of this work.

We emphasized that this is one of 
the first, maybe the first one in our re-
gion which deals with this apparently 
unimportant injury. We appeal to Our 
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colleagues to approach this injury se-
riously and pedantically in manner of 
examination ant treatment because 
each oversight lead to the higher risk 
of injury recidivism, chronicle insta-
bility on ankle joint, cartilage dam-
age and speeding up arthritic changes 
in joint which have impact on patients 
quality life.

With good examination level of in-
jury can be determined correctly and 
more precisely and based on that we 
can specify adequate therapy which 
should not leave any consequences on 
person and should provide him normal 
return to everyday activaties. We em-
phasize this importance to the sport 
injuries, because the professional ath-
letes are doing that for their life and 
their families.

High number of these injuries at 
kids in schools is saying that the addi-
tional education about the risk of these 
injuries is necessary for the kids and 
teachers.

It is important to say that in mid-
dle economical developed societies like 
ours, Varus stress X-rays are the best 
method for diagnostic rupture of lat-
eral ligament in ankle joint. Although 
our Institution has ultrasound, CAT 
scanner and MRI, still X-ray imaging 
is more simple, cheaper and faster di-
agnostic method. Risk of X-ray imaging 
is taken to minimum with usage of X-
ray apparatus of last generation and ad-
equate patient protection. In every hos-
pital protocol and standards for stress 
imaging should be implemented.

Number of consequences of this in-
jury is very significant and worries. New 

method of treatment should be imple-
mented as soon as possible in order to 
achieve better therapy and faster recov-
ery without consequences.

As first, gypsum immobilization 
should be changed with orthopedics 
orthosis. If we consider this case, we 
should use walking boot which gives 
best commodity because patient can 
take it of and put it on by himself and 
the physical treatment can started im-
mediately after what consequences 
and recidivism are significantly lower 
(American and British literature and 
journals are consulted).

Large number of recidivism in our 
work (totally 26) is saying that different 
therapeutic approach should be consid-
ered with this type of injuries.

Surgical reconstruction should be 
urgent in cases of totally ruptured liga-
ment and that would give us lower num-
ber of recidivism as a result.
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