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Important
Please be aware that the information and guidance provided within 
this booklet is general in nature and should not be considered as 
medical advice in any way. You should always seek detailed advice 
from a qualified medical practitioner.

Corin would like to acknowledge and thank the following 
orthopaedic surgeons, Mr Shashi Garg (Royal Lancaster Infirmary, 
Lancaster) and Mr Ian Winson, (Southmead Hospital, Bristol) for 
their valuable contributions in producing this guide for patients.
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At Corin we strive to get you back on your 
feet and enjoying an active lifestyle as soon 
as possible. With our wide range of hip, knee 
and ankle implants – whatever your need – 
we aim to help restore your quality of life. 

Ankle pain can be caused by a variety of 
factors – some far more common, less 
serious and more easily treatable than 
others. Given its crucial role though in 
our everyday mobility, a painful ankle can 
quickly prevent us from performing the 
most mundane of activities, becoming an 
inconvenience at the very least, if not far 
more serious.

A wide range of different treatment options 
exist – some may be carried out at home 
and others will require specialist attention, 
and maybe even surgery. The information 
within this booklet is intended to act as a 
general guide to take you through the steps 
you can take to address your condition. 

Your ankle
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Given its position at the base of the body, the 
ankle has to be a very strong and stable joint 
to take the strain of the weight placed upon 
it. It is composed of three bones:

 ■ The tibia (shin bone)
 ■ The fibula
 ■ The talus

The ankle is situated at the junction between 
the base of the tibia in the lower leg and 
the talus at the back of the foot, above the 
heel (calcaneus). The talus allows the foot to 
move upwards (dorsiflexion) and downwards 
(plantarflexion) like a hinge. The ankle, with 
the other joints of the foot, provides us ability 
to invert (turn in) and evert (turn out).This is 
necessary for walking with a smooth and 
effortless gait on various surfaces.

The large Achilles tendon at the back of the 
ankle is the most powerful tendon in the 
foot. Connecting the calf muscles to the heel 

bone, it gives the foot the power to walk, run 
and jump. Sideways movements are provided 
by the ankle and other joints within the 
foot, supported by the fibula and ligaments 
surrounding it. Ligaments are tough chords 
of tissue on both sides of the joint providing 
stability in holding the bones in position. They 
work in harmony with the muscles (controlling 
the bones) and the tendons (connecting the 
muscles to the bones). Many tendons cross 
the ankle, allowing movement not only of the 
ankle itself, but also the toes.

The joint surfaces are covered by a smooth, 
tough material called cartilage, which allows 
the bones to glide easily over each other. 
The cartilage in the ankle joint is vital for 
shock absorption, cushioning the bones and 
ensuring the joint operates smoothly and 
painlessly. Bursae, fluid-filled sacs, cushion 
the area where tendons glide across bone. 
The ankle is also covered by a thin, smooth 
tissue liner called synovial membrane, which 

Your anatomy

secretes a small amount of synovial fluid 
which lubricates the joint, further reducing 
friction and facilitating movement. The ankle 
functions correctly when everything works 
normally and in harmony. However when one 
part becomes damaged through either injury 
or disease, it can lead to problems and pain 
in carrying out everyday activities.
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Arthritis of the ankle
A common type of joint pain is arthritis 
caused by damaged cartilage. There are 
various different forms commonly found in 
the ankle joint – osteoarthritis, rheumatoid 
arthritis and other forms of ‘inflammatory’ 
arthritis. Most people with ankle arthritis 
complain of pain and swelling (often worse 
during or after weight-bearing activity), a 
loss of movement or flexibility and difficulty in 
walking up or down the stairs.

Post-traumatic arthritis
Post-traumatic arthritis can occur after an 
injury to the joint, such as a fracture, causing 
damage to the articular cartilage. Sometimes 
the damaged cartilage needs to be surgically 
removed or it wears away naturally. Once 
it is removed, it is replaced by scar tissue 
which is not as effective in carrying weight 
or allowing the joint to function smoothly. 
Symptoms can include swelling, pain, 
tenderness, joint instability and internal 

bleeding. Trauma to the ankle joint often 
precedes osteoarthritis, causing the same 
pathology in the joint as outlined below. 

Osteoarthritis (OA)
Osteoarthritis (‘wear and tear arthritis’) is 
less common in the ankle than it is in the 
hip or knee. It is caused by the erosion 
of a joint arising from the wearing away 
of cartilage. Without this protection, the 
bones rub together, becoming pitted and 
causing severe pain, stiffness and instability. 
Patients also often develop large bone spurs 
or ‘osteophytes’ around the joint, further 
limiting their range of motion. 

Sufferers of early-stage osteoarthritis often 
notice pain at the beginning of a movement 
or during the first few minutes of exercise, 
before the joints are given a chance to warm 
up. Once the activity gets underway, the 
pain usually diminishes, although it is likely 
to increase again after resting for several 

Normal body movements rely on joints 
working smoothly and without pain – 
maintaining maximum joint function allows us 
to enjoy an active and fulfilling lifestyle. We 
expect our ankles to support heavy weight, 
walk great distances, twist, turn and bend in 
every direction. We take this joint for granted 
and it is not uncommon to push it beyond its 
limit, particularly when playing sport.

Due to the crucial role that our ankles play 
in the most elementary of activities, such as 
simply walking and standing, ankle injuries 
should be taken seriously and treated 
properly, particularly as it is one of the most 
commonly injured joints of the body. There 
are several causes of pain within the ankle. 
Some mechanical problems can arise as a 
result of an injury or sudden movement that 
places too much stress on the joint, straining 
it beyond its normal range of movement. 
Arthritis can arise as a result of damage to 
the cartilage.

Understanding arthritis
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minutes. As the condition worsens, pain may 
be present even at rest. Whilst osteoarthritis 
is a degenerative and chronic condition, 
there are varying degrees of severity. Some 
people manage with mild to moderate 
symptoms for the rest of their lifetime, 
it is only when symptoms become 
unmanageable that it may become 
necessary to explore options for treatment.

Rheumatoid arthritis (RA)
Rheumatoid arthritis is a condition where 
the body’s immune system attacks the 
joints causing inflammation and pain. The 
synovium (lining of the joints) swells and 
joints become stiff and harder to move, 
especially early in the morning. Sometimes 
lumps can appear under the skin near the 
joints (called rheumatoid nodules). Over 
time, muscles around the joint waste away, 
as well as cartilage and bone, leaving only 
fibrous scar tissue. RA affects about one 
percent of the population and is three times 

more common in women than in men. The 
average onset age is between 35-45 years 
and the disease often runs in families. There 
is no known cure for RA, although various 
treatments can help ease symptoms.

Psoriatic arthritis
Psoriatic arthritis is a chronic disease 
characterised by inflammation both of the 
skin (psoriasis) and joints (arthritis). The 
symptoms of psoriasis include patchy, red or 
scaly areas of skin inflammation. Around ten 
percent of psoriasis sufferers also develop 
an associated inflammation of their joints, 
leading to psoriatic arthritis. It is a systemic 
rheumatic disease which can also cause 
inflammation in body tissues away from the 
joints or skin, such as in the eyes, heart, 
lungs or kidneys.

X-ray of a healthy ankle

X-ray of an arthritic ankle
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There are a range of other conditions which 
can also be responsible for causing pain in 
the ankle joint.

Strains and sprains
These injuries represent the most common 
form of ankle complaint. A strain occurs when 
a muscle or tendon is overstretched or even 
tears. A sprain is the same, but in a ligament. 
Both may arise as a result of twisting your 
ankle, often as a result of playing sports – 
you may feel or hear a snapping, popping or 
cracking at the time of injury. Mild strains or 
sprains cause only mild to moderate pain and 
little or no swelling; moderate sprains show 
some swelling and crutches may be needed. 
In more severe cases, where the ligaments 
or tendons have been completely ruptured, 
pain and swelling will be intense, there may 
be bruising and the capacity to walk will be 
severely hampered due to the limited range of 
motion and ability to bear weight on the joint.

Fractures
A fracture is a partial or complete breakage 
of the bone. They can range from more 
minor damage such as avulsion injuries 
(where small pieces of bone have come 
away), to severe shattering or breaks of 
the tibia or fibula. Where a sprain or strain 
is accompanied by lots of bruising and 
swelling, this can often indicate the presence 
of a fracture. Other signs include lumps and 
bumps, difficulty in bearing weight on the 
ankle joint or pain in a different place to the 
strain or sprain. Ankle fractures can occur 
where the ankle rolls too far either inwards 
or outwards, hence many people mistake 
them for a sprain. Whilst they can occur 
simultaneously, they are very different and 
early diagnosis and treatment is important.

Tendonopathy
Problems can arise as a result of acute 
tendon injury or degenerative tendonosis. 
Achilles tendonitis and bursitis are often 
the result of a sporting incident – the 
symptoms of these two conditions are very 
similar and can sometimes be difficult to 
distinguish between. Achilles tendonitis is 
where the Achilles tendon tears or ruptures, 
possibly following sudden movement or 
an inadequate warm up. Bursae are the 
fluid-filled sacs that lie beneath and can also 
become inflamed, causing a similar type of 
pain. Symptoms include pain in the lower 
calf and back of the heel that is generally 
worse after a period of rest and which eases 
as the ankle warms up with use. Peroneal 
tendonitis is another possible problem 
caused by excessive strain being placed 
on the peroneal tendon. Tibialis posterior 
tendonitis arises where the posterior tibial 
tendon becomes either inflamed or ruptured.

Other causes of ankle pain
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Gout
This is a condition which often starts in the 
big toe, but which can spread to the ankle 
and even as far up as the knee. When 
crystallised uric acid, a waste product 
of the body, builds up in the joint it can 
cause sudden or throbbing pain, extreme 
tenderness, swelling and redness. Chronic 
gout can also lead to deposits of hard lumps 
of uric acid in and around the joint leading 
to joint destruction, as well as decreased 
kidney function and kidney stones.

Osteochondral defects (OCDs)
Usually found on the talus, OCDs are small 
areas of joint damage arising from disruption 
to the cartilage and underlying bone. This 
‘disruption’ can vary from straightforward 
bruising to a crater on the surface of the 
joint. OCDs most often occur following an 
injury to the ankle joint, such as a sprain 
which has failed to fully recover. 
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If you are suffering from ankle pain, it is 
of course essential that you seek detailed 
advice about your symptoms and treatment 
options from a qualified medical practitioner. 
However, the information here may help to 
provide a general overview before your first 
meeting. 

Severe joint pain due to arthritis can detract 
greatly from feelings of wellbeing and 
quality of life. Most successful treatments 
consist of a combination of approaches 
designed to take account of your own 
individual circumstances, needs and lifestyle, 
focusing on identifying ways to manage your 
discomfort and improve joint function. It is 
essential that the source of your ankle pain 
is first diagnosed by a medical practitioner 
to ensure correct treatment protocol. If ankle 
osteoarthritis is diagnosed, the following 
non-surgical treatment options are available, 
depending on the degree of joint disease. 

Medication
Painkillers and non-steroidal anti-
inflammatory drugs (NSAIDs) may be used to 
treat the symptoms of arthritis. Medications 
can only provide temporary relief though, as 
they do not prevent further joint damage.

Exercise and physical therapy
Physiotherapy covers a wide range of 
different treatments. Your therapist may 
recommend mobilisation of the joint (to 
prevent the muscles around the joint 
from weakening) or perhaps strength and 
proprioceptive retraining. 

Proprioception refers to the body’s sensory 
system that tells your brain where your 
joints/limbs are in space – standing on a 
wobble board is often used to retrain or 
increase proprioception abilities following 
ankle injury. 

Electrotherapy (the use of electrical energy 
as a medical treatment) may also be 
advised. The principles of ‘RICE’ – Rest, Ice, 
Compress and Elevate – provide an effective 
home treatment for the first 24 hours, 
particularly for ankle injuries such as sprains.

Treatment options Non-surgical treatments 
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Footwear, orthotics and bracing
Ensure that you are receiving as much 
support from your footwear as you need. 
Whilst good quality shoes incorporate 
an arch support to prevent pronation 
(the tendency of the foot to roll inwards, 
putting pressure on the ankles) some 
sandals/high heels or lesser quality shoes 
don’t. Cushioned insoles can also help 
provide additional support for your ankles, 
particularly if you are on your feet all day.

Your doctor may even recommend wearing 
an orthotic – a special foot supporting device 
to control joint motion. Depending on the 
severity of your injury, you may also receive a 
short-leg cast, a lightweight supportive boot 
with a curved ‘rocker’ sole (to encourage a 
rocking gait, minimising impact on the joint), 
crutches or a brace to keep your ankle from 
moving and to provide additional stability.  

Injection therapy
Injection therapy involves the use of a 
needle and syringe to inject anaesthetic 
or medication into the damaged joint, soft 
tissues or other areas to relieve pain. It is 
typically used only when less invasive forms 
of treatment fail to relieve symptoms. 

Diet and weight management
Unfortunately the painful effects of 
osteoarthritis often lead to decreased 
activity, making weight loss difficult. Carrying 
less body weight though reduces stress on 
your ankle and a higher level of activity also 
increases its function. Heavy lifting should 
be avoided as this puts additional pressure 
on the joint. Certain foods such as dairy, 
kidney, liver, shellfish, nuts and alcohol can 
also contribute to higher levels of uric acid, 
increasing the likelihood of gout. Avoiding 
these and drinking plenty of water will help to 
prevent this condition.
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When non-surgical treatments no longer 
offer sufficient pain relief, it may be time to 
consider surgery. As a progressive disease, 
a range of different surgical approaches exist 
for the treatment of arthritis. Arthroscopic 
(keyhole) surgery may be appropriate in 
the early days. However, when the arthritis 
is at a more advanced stage, you may be 
recommended an ankle fusion (arthrodesis) 
or ankle replacement. 

An orthopaedic surgeon is the only 
person who can advise on the most 
appropriate course for your own individual 
circumstances. Not all surgeons offer all 
treatments though, so it is important to ask 
to be referred to a surgeon who offers the 
options you wish to consider. 

Arthroscopy
With osteoarthritis, small pieces of cartilage 
sometimes wear away from the surfaces of 
the bones and float around inside the joint. 

Surgical treatments

This debris can cause inflammation and 
pain. An arthroscopy (also known as keyhole 
surgery or minimally invasive ankle surgery) 
is a simple surgical procedure to remove this 
debris and generally ‘clean up’ the joint to 
provide subsequent pain relief. 

Ankle fusion (arthrodesis)
Before ankle replacement, arthrodesis 
was the only long-term surgical solution 
available to arthritis sufferers. It represents 
a permanent bonding together of the joint, 
which although provides stability, eliminates 
the possibility for movement. The talus and 
tibia (and sometimes also the fibula) are 
fused by removing the arthritic layers of 
damaged cartilage and bone and fixing the 
joint in a functional position, most commonly 
held together with large screws beneath the 
skin. The joint is compressed in this way and 
held in plaster for up to 12 weeks, allowing 
the bone to grow across the joint until the 
two sides eventually fuse together. As long 

as the bones unite in correct alignment, 
fusion may successfully alleviate the pain of 
an arthritic ankle, whilst also enabling the 
patient to walk without a limp.

Ankle replacement
Ankle replacement offers a more flexible 
solution, akin to hip or knee replacement. 
The surfaces of the bones are resurfaced 
with metal prostheses and a plastic insert 
replaces the role of cartilage within the joint, 
permitting a greater range of motion than is 
possible with ankle fusion. More details are 
provided on the following pages. 

Whilst both fusion and ankle replacement 
may relieve the severe pain that can 
accompany later-stage arthritis, the decision 
to go down this route should be made very 
carefully. Always remember that you, the 
patient, have the final decision on whether to 
go ahead if surgery is offered.
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In a healthy ankle, the end of the tibia glides 
smoothly over the talus, cushioned by the 
layers of cartilage. However if the cartilage 
is worn away, as in an osteoarthritic ankle, 
it can make the joint painful and stiff. A total 
ankle replacement can remove pain and 
help improve mobility, allowing the patient to 
resume his or her work life and many normal 
day-to-day activities. 

An ankle replacement is a newer procedure 
than the more well-known and well-
established replacement operations for hip 
and knee joints. Whereas the hip is a ball 
and socket joint and the knee is essentially a 
‘hinge’ joint, the ability of the ankle, subtalar 
and forefoot to flex, extend, invert and evert 
(actions necessary for walking over uneven 
ground, for example) make this a very 
complex joint. 

Whilst the results of early ankle replacements 
were somewhat disappointing, a better 
understanding of the joint itself, combined 
with advancements in technology over the 
past 30 years, have led to much higher 
success rates. Developments in the artificial 
prosthesis, coupled with innovations in 
surgical instrumentation, have given rise to 
the reliable and effective ankle replacement 
systems available to patients today. 

Just like a conventional hip or knee 
replacement, an ankle replacement involves 
replacing the worn-out surfaces of the 
tibia and talus with highly polished metal 
surfaces. A plastic insert or ‘bearing’ is 
placed between the two surfaces, mimicking 
the role of cartilage – allowing the two bones 
to glide smoothly whilst also cushioning the 
impact and absorbing any shocks to the new 
joint. Ankle replacements generally maintain 
the range of movement which a patient has 
pre-operatively, providing the patient with up 

Ankle replacement

and down motion, not possible with ankle 
fusion. As a result, a ‘normal’ gait is possible 
post-surgery. 

However, not all patients with arthritis of the 
ankle are suitable for ankle replacement. 
Generally speaking, those with a severe 
deformity will not be recommended an 
ankle replacement. Fusion would normally 
be recommended instead in such cases. 
However, you will need to discuss your 
options thoroughly with your own doctor in 
order to find a solution that is right for you.
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Zenith total ankle replacement is designed to 
remove pain within the joint and help restore 
mobility.

Zenith™
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Organising surgery 
It is important to understand what to expect 
at your operation and what you need to 
do beforehand to ensure that you are 
prepared when the time comes. Exactly 
what preparations you will need to undertake 
or what appointments you need to attend 
will obviously depend on the nature of your 
surgery – requirements for day-case or 
local anaesthetic arthroscopy patients will 
be different to those for ankle replacement 
operations under general anaesthetic. The 
guidance provided here is only general in 
nature and you should always seek detailed 
advice for your own specific circumstances 
from a qualified medical practitioner.  

You will initially be referred to an orthopaedic 
surgeon who will assess you and discuss 
whether surgery – and what type – would be 
an appropriate treatment for you. Once your 
operation is scheduled, you will probably 
be asked to attend the hospital for a pre-

operative assessment some weeks before 
the date of your operation. 

You may be referred to a physiotherapist 
who will want to collate information to 
establish a baseline of information including 
the location and severity of your pain, your 
functional abilities, your strength and the 
available motion of each ankle. They will also 
provide you with details of useful exercises. 
These will not only help you to prepare for 
surgery, but also for the immediate post-
operative period. 

Two weeks before
Frequently you may be invited to attend a 
pre-assessment clinic two weeks before 
your operation to determine your suitability 
for surgery. At this time a detailed medical 
assessment will be carried out and a full 
medical history taken. Various physical 
examinations will be undertaken such as 
heart monitoring, X-rays, blood and urine 

samples to ensure that you are sufficiently 
healthy. You may be asked to bring details 
of any medications you are taking to this 
meeting – take along a list or the packaging.

You will be given advice on anything you can 
do to prepare for surgery and will be asked 
about your home circumstances so that your 
discharge from hospital may be planned. If 
you live alone, have a caregiver or feel you 
need extra support, tell the team so that help 
can be arranged before you go into hospital. 
You will be trained in the use of either a 
walker or crutches. You will be non-weight 
bearing immediately after the surgery, so you 
will receive pre-operative instructions in how 
to maintain the non-weight bearing status. 
Make sure you use this session to discuss 
any further concerns you may have about 
your surgery, preparations beforehand or 
recovery afterwards.

Before your operation
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 ■  Make simple preparations around the 
home to make the transition as easy as 
possible – before you leave, put your 
TV remote control, radio, telephone, 
medications, tissues, address book 
and glass on a table next to where you 
will spend most of your time when you 
come out of hospital. 

 ■  Stock up on food that is easy to prepare 
such as frozen meals, cans and staples 
such as rice and pasta.

 ■  Before leaving home, have a long bath 
or shower, cut your nails (remove any 
nail polish), wash your hair and put 
on freshly washed clothes. This helps 
prevent unwanted bacteria coming into 
hospital with you and complicating your 
care. 

There are a number of things you can do 
beforehand to prepare for your operation to 
make your stay in hospital and your return 
home go as smoothly as possible: 

 ■  Take responsibility for finding out as 
much as you can about what your 
operation involves – there is a wealth of 
information on the internet (see ‘Further 
resources’ at the end of this booklet) or 
ask your hospital what leaflets or videos 
they may have that you could look at.  

 ■  Ensure you arrange transport back from 
the hospital as you will not be allowed 
to drive yourself home; line up a friend 
or relative to help you at home for a 
week or two. 

Preparing for your operation
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Whether or not you will need to stay in 
hospital overnight will depend on the type 
of surgery. An arthroscopy is typically 
undertaken as a day case whereas an ankle 
replacement/fusion will require a stay of a 
few days. Either way, ensure that you take 
along everything you need for your stay:

 ■  Personal belongings including 
toothpaste, toothbrush, hairbrush, 
comb, face cloths, towels, deodorant, 
soap, shampoo, shaving equipment, 
underwear, robe.

 ■  Slippers or flat, rubber-soled shoes for 
walking.

 ■  A tracksuit or other suitably loose-fitting, 
comfortable garment for daywear in the 
hospital and for wearing home.

 ■ Any medication you are currently taking, 
together with a list to give to nursing 
staff showing strength, dosage and 
timings. Remember your nebuliser if you 
suffer with asthma.

 ■  Leave all valuables such as jewellery, 
credit cards, cheque books and any 
other items of personal value at home. 
Wedding rings may be left on as these 
will be taped up prior to going into 
theatre.

 ■  Take a small amount of money for 
newspapers, magazines, sweets and 
telephone calls, etc – remember that the 
use of mobile phones in hospitals may 
not be permitted.

What to take
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For ankle replacement or ankle fusion, you 
will normally be admitted to hospital the day 
prior to surgery. However for an arthroscopy, 
these things will take place the same day as 
your operation. You may expect the following 
to happen: 

 ■  A member of the nursing staff will show 
you around the ward.

 ■  You will be given an ID bracelet and, at 
the same time, should be asked if you 
have any known allergies. If this is the 
case, you will be given an additional 
red bracelet which alerts the rest of the 
team to this.

 ■  Blood will be taken to confirm your 
blood type for cross-match purposes 
if necessary, and to ensure your 
haemoglobin levels are satisfactory.

The day before

 ■  You may be measured for a pair of 
surgical stockings to wear after the 
operation (these will be put on by the 
nursing staff) to help reduce the risk of 
blood clots.

 ■  The physiotherapist may visit and 
discuss a post-operative exercise 
programme to mobilise you as soon as 
possible after surgery.

 ■  The anaesthetist will visit you to discuss 
the anaesthetic. He/she will enquire 
about your general health, whether 
or not you are a smoker, whether you 
currently have any prostheses, wear 
contact lenses or have any dental 
crowns.

 ■  A member of the nursing staff will talk 
you through the operation and what 
to expect before and after. He/she will 
advise you not to eat anything for six 
hours prior to surgery; however, you 
may be permitted water and certain 
clear fluids.

 ■ You will be given a consent form to 
sign. This shows you understand the 
procedure and are in full agreement for 
the consultant to proceed.

 ■  A member of the operating team may 
visit to mark up the leg which is to be 
operated on. 
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The procedure you will undergo will consist 
of the anaesthetic and the actual operation. 
You will not be permitted anything to eat or 
drink for approximately six hours before your 
operation. Ward staff will help you to take a 
bath or shower and put on a surgical gown. 
You will also have to remove make-up, nail 
polish or jewellery (it is advisable to leave 
valuables at home). If you wear glasses or 
false teeth, these can be removed in the 
anaesthesia room if you wish.

Your anaesthetist will already have been to 
see you to go through the process, probably 
the day before. You will be taken from the 
ward to the operating theatre and, before 
going into theatre, you will be taken into 
the anaesthesia room, accompanied by a 
theatre nurse. You will be asked a number 
of questions from a checklist which you will 
already have answered – this procedure is 
therefore purely a double-check. 

Three sticky patches are applied to the chest 
area which allow the heart to be monitored 
during surgery. A small plastic tube is 
inserted into a vein, usually at the back of 
the hand. This is taped in place and is the 
route through which all necessary drugs will 
be injected.  

You will be given either a general anaesthetic 
where you will be sent to sleep, or a local 
anaesthetic. With the latter kind you will 
remain conscious throughout the procedure 
although a screen will be erected so 
that you won’t be able to see the actual 
operation. Which type of anaesthesia 
you receive depends on your situation as 
well as your surgeon’s and anaesthetist’s 
recommendations – discuss this with 
them beforehand if you have any concerns 
regarding this.

The anaesthetic

With a general anaesthetic, once the 
sedative is injected, which normally feels 
slightly cold, you will begin to feel drowsy. 
You may be asked to count backwards from 
ten – invariably you will be asleep well before 
you reach the number one. You may also be 
given a local anaesthetic to supplement the 
main general anaesthetic, for additional pain 
relief. 

Once asleep, the anaesthetic team begin 
their work. You may be intubated – whereby 
a tube will be passed down your throat, 
allowing oxygen and other gases to be 
pumped into the lungs. You may also be 
catheterised, enabling kidney function to 
be monitored during surgery. The catheter 
may be left in place for approximately 24 
hours after surgery, removing the need 
to get up and empty the bladder. Once 
these processes have been completed 
satisfactorily, you are ready for surgery.
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Depending on the surgical treatment you 
have chosen, you may expect the following:  

Arthroscopy 
Using keyhole surgery, two very small 
incisions (usually less than 1cm in length) 
are made by the surgeon to gain access 
to the ankle joint. As a relatively small 
joint, its dimensions need to be increased 
temporarily to allow access. This is done 
using distraction across the joint, combined 
with a circulating stream of pressurised 
fluid, to effectively distend it. Small pieces 
of cartilage debris from inside the ankle are 
effectively ‘cleaned out’ with the aid of a 
very small camera and specially-designed 
instrumentation. 

Ankle fusion (Arthrodesis) 
An arthrodesis may be carried out either as 
‘open’ surgery or arthroscopically (keyhole 
surgery). One or two incisions will be made 
over the ankle and the damaged cartilage 

and bone surfaces removed. A separate cut 
may also be made over the rim of the pelvis 
bone to allow bone to be taken from this 
area if needs be. The joint will be placed into 
a functional position where it is held together,  
most commonly with large screws beneath 
the skin. 

Ankle replacement 
The surgeon will make an incision 
approximately 15cm long over the front 
of the ankle. The ankle joint is entered by 
making an incision into the joint capsule 
that surrounds it. The surgeon will then 
remove the worn-out cartilage and damaged 
surfaces of the tibia and fibula to prepare 
them for the metal ‘joint’ of the new ankle 
prosthesis. The top of the talus is then 
prepared for the insertion of the metal talar 
component. Once the new metal implants 
have been fitted, a plastic insert is placed 
between them, allowing the new joint to 
move freely. The muscles and ligaments are 

The operation

then repositioned and the joint capsule sown 
back together. The skin will be closed up 
again using either stitches or surgical staples 
and dressings are applied to the wound. 

Following an ankle replacement or fusion, 
the leg will usually be encased in plaster 
and an ankle brace to support the new joint. 
Whereas you will probably be permitted 
to leave hospital later on the same day 
following an arthroscopy, you should allow 
for a stay of between two to three days after 
an ankle replacement or fusion operation. 
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the ward where you will receive painkillers as 
the anaesthetic starts to wear off. The drip 
and drains are usually removed within 24-48 
hours. 

Your leg will be elevated and if you have 
undergone a fusion or replacement 
operation, your ankle will be immobilised 
in a splint or cast. Depending on your 
circumstances and what your surgeon has 
decided is best for you, you may be allowed 
to get out of bed, sit in a chair or even start 
therapy fairly soon after your surgery.

Physiotherapy and occupational therapy  
You will see the physiotherapist during your 
hospital stay and he/she will help you to get 
moving again, also advising on exercises to 
strengthen your muscles. You will receive 
guidance on how to manage on a practical 
level – for example, how to climb stairs with 
crutches, get in and out of bed/a chair, how 
to use the shower, etc. It is very important 

that you follow this advice to minimise the 
potential of damaging your ankle.

The physiotherapist will provide advice on 
the standard ‘dos and don’ts’ following ankle 
surgery. They will recommend exercises to 
help strengthen the muscles in the ankle – 
these will obviously vary depending on the 
type of operation you have undergone. The 
physiotherapist’s recommendations are a 
crucial part of your recovery, so it is essential 
that you continue to adhere to their guidance 
when you return home. 

The occupational therapist will provide 
information on whether you need any help at 
home and offer advice on how to maintain 
independence in your daily life. He/she will 
assess how physically capable you are and 
assess your circumstances at home when 
you are about to leave hospital – they may 
also be able to provide specialised devices 
to help around the home.

Immediately after your operation 
To manage your own expectations about 
how quickly you will be ‘back on your 
feet’, it is important to understand what 
will happen both immediately after your 
surgery and in the months that follow. Your 
recovery and rehabilitation will obviously vary 
depending on the type of operation you have 
undergone (arthroscopy, ankle fusion or ankle 
replacement). 

When you leave the operating theatre, you will 
usually have an intravenous drip in your arm 
for fluids and any necessary drugs. You may 
also have a suction drain coming from your 
ankle – a plastic tube inserted into the area 
where the operation was carried out to drain 
away the blood in the joint.

You will be taken to a recovery room where 
you will remain until you are fully awake and 
the doctors are happy that your condition is 
stable. At this point you will be taken back to 

Recovery and rehabilitation
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foot when resting, preferably above the level 
of your heart. Bathing is obviously important, 
but you must take special precautions to 
ensure that you do not get your plaster wet 
– protect the ankle from water by wrapping it 
in plastic over the dressing. 

It is important to do some level of activity as 
well though, just be careful not to overdo 
it – follow your surgeon’s or physiotherapist’s 
advice. Take great care during the first 
eight to twelve weeks in particular to avoid 
potentially damaging your ankle. You must 
be patient and not try to test your new joint 
too soon.

Initially you will tire more easily, set aside 
a rest period each afternoon. You should 
contact your doctor immediately in the case 
of any undue pain, severe redness around 
the operation site or weeping from the 
wound. Walking is possible with a walker 
or crutches, although take great care not to 

Leaving hospital
It is quite natural to feel apprehensive when 
the time comes to leave hospital and you 
should make sure that you have been 
given full instructions about post-operative 
recovery. How quickly you return to ‘normal’ 
will depend on the individual – your age, 
overall state of health, muscle strength, 
your success in using crutches, etc. Before 
you leave, you will be given an appointment 
for the outpatients clinic – this is usually 
between six and twelve weeks after your 
operation. This appointment is a routine 
check-up to ensure that you are making 
satisfactory progress. 

The first few weeks
Once you return home, you may need to 
continue to take your painkillers if this is 
advised by your surgeon. You will need to 
take some time to adjust – so don’t feel 
guilty about relaxing. Swelling is common 
after ankle surgery so try to elevate your leg/

The first few weeks

put any weight on your ankle for the first six 
weeks (or until the time specified by your 
surgeon). 
 
You will need to wear a plaster or brace 
until the cuts in the bones have healed, at 
which time you will need to return to the 
clinic for X-ray. How soon you can expect 
casts to be removed will vary according 
to the type of operation, but as a general 
guide you may expect for your ankle to 
remain in plaster for six weeks after an 
ankle replacement (followed by a further six 
weeks in a removable aircast splint); or three 
months (minimum) in plaster after an ankle 
fusion (maybe longer if X-rays do not show 
sufficient evidence of bone fusion). 

It is very important that you continue with 
your range-of-motion exercises, as specified 
by your physiotherapist, as these are a vital 
part of your rehabilitation. 
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Improvements can continue for a year or 
more, depending on your condition prior to 
surgery. It is important that you take regular 
exercise to build up the strength of the 
muscles around your new ankle. However, 
it is essential that you listen to the advice 
of your physiotherapist as to the suitability 
of different forms of activity so as to avoid 
damaging or dislocating the new joint.

By around 12 weeks it should be possible to 
resume low impact, weight-bearing activities 
such as walking, swimming, golf or gentle 
cycling. Avoid rigorous sports that put undue 
stress on the joint. Typically you will be 
able to return to almost all previous normal 
pastimes within a year of your operation. 
Ask your physiotherapist, doctor or surgeon 
if you are unsure about the suitability of any 
activity.

The first year

 | 25



26 |



 ■ Association of Anaesthetists of Great Britain and Ireland 
www.aagbi.org

 ■ American Academy of Orthopaedic Surgeons 
www.aaos.org

 ■ Arthritis Research Campaign 
www.arc.org.uk

 ■ Arthritis Foundation 
www.arthritis.org

 ■ Arthritis Care 
www.arthritiscare.org.uk

 ■ Australian Orthopaedic Association 
www.aoa.org.au

 ■ British Orthopaedic Association 
www.boa.ac.uk

Further resources

 ■ The European Society of Regional Anaesthesia and Pain Therapy 
www.esraeurope.org

 ■ Joint Action 
www.jointaction.org.uk

 ■ National Institute for Clinical Excellence 
www.nice.org.uk

 ■ National Joint Registry 
www.njrcentre.org.uk

 ■ Pain Concern 
www.painconcern.org.uk 

 ■ Royal Association for Disability & Rehabilitation  
www.radar.org.uk

 ■ Royal College of Anaesthetists 
www.rcoa.ac.uk 

For more information go to www.coringroup.com. You may also find the following websites helpful in continuing your research:

www.coringroup.com
The organisations above are independent of Corin Group PLC. Corin 
does not recommend any service or product you may find on these sites 
and does not guarantee the accuracy of information.

 | 27



©2010 Corin P No I1053 Rev0 06/2010 ECR 10381

The Corinium Centre
Cirencester, GL7 1YJ
t: +44 (0)1285 659 866
f: +44 (0)1285 658 960
e: info@coringroup.com

www.coringroup.com

Printed on 9lives 80 which contains 80% total recycled fibre and is produced 
at a mill which holds the ISO 14001 for Environmental Management Systems. 
The pulp is bleached using Elemental Chlorine Free processes.


