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Abstract

Objective: To explore the difference of current potential threshold in the ankle between the patients with func-
tional chronic ankle instability and normal people, and find the relationship between the current potential thresh-
old and subjective pain perception.

Method: We Measured the current potential threshold of the lateral ankle with 2000Hz, 250Hz and 5Hz current
in 30 patients with functional chronic ankle instability and compared with the data of normal people. Numeric
rating scale (NRS) and American Orthopaedic Foot and Ankle Society- ankle hindfoot scale (AOFAS-AHS)
were also measured.The correlation between current potential threshold and NRS was analysized.

Result: The current potential threshold of 2000Hz, 250Hz and 5Hz were 198.60+74.19, 38.66+£27.32 and 21.28+
19.28, respectively, which were significantly lower than normal (P<0.05). The correlation index between
2000Hz, 250Hz and 5Hz current potential threshold and NRS was 0.159, 0.317, 0.224. The correlation index
between 2000Hz, 250Hz and 5Hz current potential threshold and AOFAS-AHS was -0.362,-0.483,-0.349. The
correlation index between 2000Hz, 250Hz and SHz current potential threshold and duration of disease was -
0.183, 0.052, 0.057. The correlation index between 2000Hz, 250Hz and 5Hz current potential threshold and
BMI was 0.221,-0.076,0.242. There was no correlation between current potential threshold and NRS,AOFAS-
AHS, duration of disease and BMI(P>0.05).
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Conclusion: The current potential threshold of the ankle in patients with functional chronic ankle instability

were lower than normal people, suggesting the hypersensitivity of the injury ankle.There was no correlation be-
tween current potential threshold and NRS,AOFAS-AHS, duration of disease and BMI.
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