
unrecognisable picture of the relation between poverty
and health in the 1980s.

At the heart of this comparison lie the two essential
characteristics of political correctness. Firstly, society is
perceived as consisting of many different minority
groups, such as “the poor,” each of which is a victim of
an unfair and inegalitarian system. Secondly, moral
judgment is suspended to avoid the charge of appear-
ing “judgmental.” Thus it is not permissible to even
hint at the possibility that perhaps social incompetence
might have something to do with the health problems
associated with poverty.

The lifestyle theory of disease is similarly permeated
by the same dead hand of political correctness. The pub-
lic once again is a victim, but this time of the powerful
alcohol and food industry. The politically approved
“healthy diet” anathematises private pleasure, and even if
it were true that drinking skimmed milk or eating

vegetables five times a day protected against cancer, few
doctors have the time or inclination to cajole their
patients into making substantial changes to what they
eat. These practical difficulties that loom large in
everyday practice are scarcely touched on in the
thousands of articles on the alleged relation between
diet and disease published over the past 10 years.

Political correctness is an idealist philosophy that
seeks to make the world a better place by wishing it to
be so. Medicine, on the other hand, is a practical busi-
ness that must deal in the warts and all of reality. They
are incompatible and, as the visitors to the BMJ’s web-
site insist, it is time for political correctness to meet its
nemesis in the abattoir.

1 Spence J. A thousand families in Newcastle upon Tyne. Oxford: Oxford
University Press, 1954.

2 Townsend P, Davidson N, eds. Inequalities in health: the Black report and the
health divide. Harmondsworth: Penguin, 1982.

Double bandaging of sprained ankles
Sue Wilson, Matthew Cooke

The healthcare establishment generally ignores mun-
dane important issues, preferring to consider popular
(sexy) topics. Who wants to assess the cost effectiveness
of different management strategies for sprained ankles
when you could be introducing a new technology (toys
for the boys)? Most of the contacts patients have with the
NHS relate to non-life threatening conditions, and their
management does not require state of the art
technology. However, if the NHS is to operate in the
most effective and efficient manner all aspects of health
care must be appropriately evaluated. This short paper
uses the management of sprained ankles as an example.

The problem
Ankle injuries are common (estimated at 600 000
attendances at accident and emergency departments
per year in the United Kingdom), and 30% of patients
may have continuing symptoms.1 Traditional teaching
states that the treatment is RICE (rest, ice, compression,
elevation). Many accident and emergency departments
use a cylindrical elasticised bandage for the compres-
sion, many centres using double layer bandaging. An

adult would be expected to need at least 50 cm of
tubular bandage, which becomes 300 km of bandage
per year for ankle sprains in the United Kingdom, or
double that if two layers are applied. This equates to a
bandage reaching from London to Berwick upon
Tweed if it were used double (without stretching it) and
a cost for the bandages alone of £654 000.2 These esti-
mates exclude people who treat themselves or are
treated by their general practitioner. We aimed to
examine the evidence for the use of tubular bandages.

The evidence
We conducted a Medline search (1963-98) to identify
all trials of treatment for ankle sprains, using combina-
tions of the keywords sprain, ankle, compression,
Tubigrip, and trial. We reviewed the abstracts of the 148
articles obtained to determine their relevance. Only 12
trials studied compression for the treatment of ankle
sprains. The results are summarised in the table.

The results of these studies suggest that early move-
ment gives the best result. The method of least
restricting the ankle may be to apply no bandage and

Outcome of trials investigating different compression treatments for ankle sprains

Reference No Interventions compared Preferred intervention

3 Nottingham ankle support v Tubigrip v eversion strapping New support

4 Compression bandage + early movement v elastic bandage + limited weight bearing Early movement

5 Ace bandage v compression bandage No difference

6 Plaster of Paris v tubular bandage Tubular bandage

7 Aircast splint v plaster of Paris Aircast

8 Plaster cast v air stirrup v elastic wrap Elastic wrap was equivalent to air cast; both better
than cast

9 Elastic wrap v plaster splint Elastic wrap

10 Air stirrup v compression Air stirrup

11 Layer bandage v adhesive tape No difference

12 Operation v plaster of Paris v strapping Operation

13 Operation v early movement with support Early movement

14 Minimal bandage v Tubigrip v plaster of Paris v early physiotherapy Early physiotherapy
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give advice on exercises. Patients received neither band-
aging nor plaster of Paris cast in only one trial.14 In this
study of 241 patients the best outcome, as measured by
return to work and clinical scoring, was found in the
group given no support and minimal bandaging.
Another group, given early physiotherapy, had almost
equivalent outcomes but also had better rates of patient
satisfaction. The groups allocated to double Tubigrip
and plaster of Paris cast faired worst. Unfortunately this
study had some methodological problems—namely, a
poor rate of follow up and the possibility that the
non-intervention groups had less severe injuries.

Conclusions
Common sense leads us to question the value of using
cylindrical bandages for treating sprained ankles when
an ankle has a 90° curve. Inevitably, the bandage will
tend to produce an anterior compressive band, with
elastication being insufficient to prevent inversion and
eversion of the ankle.

We suggest that the current literature does not
support the widespread use of elasticised cylindrical
bandages to treat sprained ankles. Furthermore, well
conducted randomised controlled trials are needed to
elucidate the best treatment for this common condition.

All aspects of health care need to be critically
reviewed. Existing practice is often not evidence based,
and the greatest strides in improving patient

satisfaction and cost effectiveness may be made by
examining the management of minor injuries. The
sacred cow of double bandaging of ankles should be
slaughtered until proof is available.
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A seamless service
Iona Heath

I would put money on the tediously overused, and
intrinsically ridiculous, phrase “a seamless service”
having been invented by a man. The most rudimentary
knowledge and experience of needlework teaches the
usefulness of seams.1 Indeed, a structure can be seam-
less only if it is made of a uniform material, seamless
nylon stockings being a classic example. But as soon as
the desired structure requires a number of differently
shaped pieces or a variety of materials, seams are
needed to hold the whole together. The construction
of the seam overlaps the edges of the different pieces
or materials, and it is the overlap that gives the seam its
strength. Without seams, and without overlap, the
whole construction ruptures under the slightest strain
and falls apart.

Increasingly, services to patients are delivered by
multidisciplinary teams of healthcare professionals.
Each member of the team brings different knowledge
and skills, thus extending the range of each that can be
made available to the patient. The team is a structure
made up of distinct components, each of different
materials. If the patient is to be offered a coherent serv-
ice, there must be obvious seams between each area of
skill, with sufficient overlap to ensure that the whole
holds togeter.

It is inevitable that different disciplines will share
experience and expertise, and such sharing provides the
overlap. Each member of a team needs to know which

tasks may be appropriately shared and precisely where
skills diverge. It is for this reason that it is more helpful to
think in terms of interdisciplinary, rather than multidis-
ciplinary, working and education. An interdisciplinary
approach implies the recognition of both common and
distinct areas of expertise, and makes devising and
defining ways of working effectively together an explicit
part of the learning and practice agenda.2

Do not attempt this without a seam
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