MEDICAL EVALUATORS
‘ oF T E X A S anlLLc

1225 North Loop West @ Suite 1055 e Houston, TX 77008
800-845-8982 FAX: 713-583-5943

Notice of Independent Review Decision

DATE OF REVIEW: November 4, 2013

IRO CASE #:

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE

Ankle foot orthosis plastic w/ankle joint custom-fabricated, dorsiflexion assist varus/valgus
correction strap, varus/valgus correction plastic modification padded/lined, soft interface
for molded plastic; CPT: L1970, L2210, L2270, L2275, L2820

A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER
HEALTH CARE PROVIDER WHO REVIEWED THE DECISION

This case was reviewed by a board certified Orthopaedic Surgeon currently licensed and
practicing in the State of Texas.

REVIEW OUTCOME

Upon independent review the reviewer finds that the previous adverse
determination/adverse determinations should be:

[X] Upheld (Agree)
[ ] Overturned (Disagree)
[ ] Partially Overturned  (Agree in part/Disagree in part)

INFORMATION PROVIDED TO THE IRO FOR REVIEW

Type of Document Received Date(s) of Record

Office visits 09/24/2013 and 10/01/2013
Clinic note 09/30/2013
A letter of medical necessity 10/03/2013
An initial adverse determination letter 10/14/2013
A second adverse determination letter 10/23/2013
A request for an IRO for the denied 10/30/2013

services of “Ankle foot orthosis plastic
w/ankle joint custom-fabricated, dorsiflexion
assist varus/valgus correction strap,
varus/valgus correction plastic modification
padded/lined, soft interface for molded
plastic; CPT: L1970, L2210, L2270, L2275,
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EMPLOYEE CLINICAL HISTORY [SUMMARY]:

This is a male who sustained work-related injury on xx/xx/xx. A clinic note dated
09/24/2013 indicates he presented with complains of bilateral lower extremities pain with
antalgic gait using crutches and no weightbearing on his left leg. He was wearing Aircast
stirrup brace on right ankle and lace-up brace on left ankle. It was noted that he had left
ankle surgery on 02/18/2013 and was treated with physical therapy and pain medications
by his pain specialist. He was also offered spinal stimulator but refused it. On exam, there
was diffuse pain on palpation along entire ankle, midfoot, and forefoot. A clinic note dated
10/01/2013 indicates he presented with left knee pain. It was noted that MRI of the left
knee showed a vertical tear of the anterior horn of the lateral meniscus with an unstable
fragment. He was recommended steroid injection and left knee arthroscopy with lateral
meniscus debridement.

He was diagnosed with complex regional pain syndrome affecting his left leg and chronic
right ankle disability. He was recommended articulated right AFO brace.

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL BASIS,
FINDINGS AND CONCLUSIONS USED TO SUPPORT THE DECISION.

The documentation fails to give an orthopedic explanation with physical exam, x-rays,
history of problem and current diagnosis that would indicate ankle instability. The
documentation also fails to clearly distinguish between whether the request for an AFO is
for the left or right. No new information is provided that would support an overturn.
Therefore, it is the opinion of this reviewer that the request for an AFO is not medically
necessary or appropriate.

ODG ANKLE/FOOT CHAPTER:

ODG Criteria for Orthotic Devices:

Recommended for plantar fasciitis and for foot pain in rheumatoid arthritis. See

also Prostheses (artificial limb). Both prefabricated and custom orthotic devices are
recommended for plantar heel pain (plantar fasciitis, plantar fasciosis, heel spur
syndrome). (Thomas, 2010) Orthoses should be cautiously prescribed in treating plantar
heel pain for those patients who stand for long periods; stretching exercises and heel
pads are associated with better outcomes than custom made orthoses in people who
stand for more than eight hours per day. (Crawford, 2003) As part of the initial treatment
of proximal plantar fasciitis, when used in conjunction with a stretching program, a
prefabricated shoe insert is more likely to produce improvement in symptoms than a
custom polypropylene orthotic device or stretching alone. The percentages improved in
each group were: (1) silicone insert, 95%; (2) rubber insert, 88%:; (3) felt insert, 81%; (4)
Achilles tendon and plantar fascia stretching only, 72%; and (5) custom orthosis, 68%.


http://www.odg-twc.com/odgtwc/ankle.htm#Prostheses
http://www.odg-twc.com/odgtwc/ankle.htm#Thomas2010
http://www.odg-twc.com/odgtwc/ankle.htm#Crawford2
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(Pfeffer, 1999) Evidence indicates mechanical treatment with taping and orthoses to be
more effective than either anti-inflammatory or accommodative modalities in the treatment
of plantar fasciitis. (Lynch, 1998) (Gross, 2002) For ankle sprains, the use of an elastic
bandage has fewer complications than taping but appears to be associated with a slower
return to work, and more reported instability than a semi-rigid ankle support. Lace-up
ankle support appears effective in reducing swelling in the short-term compared with
semi-rigid ankle support, elastic bandage and tape. (Kerkhoffs, 2002) For hallux valgus
the evidence suggests that orthoses and night splints do not appear to be any more
beneficial in improving outcomes than no treatment. (Ferrari-Cochrane, 2004) Semirigid
foot orthotics appear to be more effective than supportive shoes worn alone or worn with
soft orthoses for metatarsalgia. (Chalmers, 2000) The use of shock absorbing inserts in
footwear probably reduces the incidence of stress fractures. There is insufficient evidence
to determine the best design of such inserts but comfort and tolerability should be
considered. Rehabilitation after tibial stress fracture may be aided by the use of
pneumatic bracing but more evidence is required to confirm this. (Rome-Cochrane, 2005)
Foot orthoses produce small short-term benefits in function and may also produce small
reductions in pain for people with plantar fasciitis, but they do not have long-term
beneficial effects compared with a sham device. The customized and prefabricated
orthoses used in this trial have similar effectiveness in the treatment of plantar fasciitis.
(Landorf, 2006) Eleven trials involving 1332 participants were included in this meta-
analysis: five trials evaluated custom-made foot orthoses for plantar fasciitis (691
participants); three for foot pain in rheumatoid arthritis (231 participants); and one for
hallux valgus (209 participants). Custom-made foot orthoses were effective for rearfoot
pain in rheumatoid arthritis (NNT:4) and painful hallux valgus (NNT:6); however, surgery
was even more effective for hallux valgus. It is unclear if custom-made foot orthoses were
effective for plantar fasciitis or metatarsophalangeal joint pain in rheumatoid arthritis.
(Hawke, 2008) Rocker profile shoes are commonly prescribed based on theoretical
considerations with minimal scientific study and validation. Rocker profiles are used to
afford pressure relief for the plantar surface of the foot, to limit the need for sagittal plane
motion in the joints of the foot and to alter gait kinetics and kinematics in proximal joints.
In this review, efficacy has not been demonstrated. The effectiveness of rocker-soled
shoes in restricting sagittal plane motion in individual joints of the foot is unclear. Rocker
profiles have minimal effect on the kinetics and kinematics of the more proximal joints of
the lower limb, but more significant effects are seen at the ankle. (Hutchins, 2009)
According to this systematic review of treatment for ankle sprains, pneumatic braces
provide beneficial ankle support and may prevent subsequent sprains during high-risk
sporting activity. (Seah, 2011) Outcomes from using a custom orthosis are highly variable
and dependent on the skill of the fabricator and the material used. A trial of a
prefabricated orthosis is recommended in the acute phase, but due to diverse anatomical
differences many patients will require a custom orthosis for long-term pain control. A pre-
fab orthosis may be made of softer material more appropriate in the acute phase, but it
may break down with use whereas a custom semi-rigid orthosis may work better over the
long term. See also Ankle foot orthosis (AFO).


http://www.odg-twc.com/odgtwc/ankle.htm#Pfeffer
http://www.odg-twc.com/odgtwc/ankle.htm#Lynch
http://www.odg-twc.com/odgtwc/ankle.htm#Gross
http://www.odg-twc.com/odgtwc/ankle.htm#Kerkhoffs
http://www.odg-twc.com/odgtwc/ankle.htm#Ferrari2
http://www.odg-twc.com/odgtwc/ankle.htm#Chalmers
http://www.odg-twc.com/odgtwc/ankle.htm#Rome
http://www.odg-twc.com/odgtwc/ankle.htm#Landorf
http://www.odg-twc.com/odgtwc/ankle.htm#Hawke
http://www.odg-twc.com/odgtwc/ankle.htm#Hutchins2009
http://www.odg-twc.com/odgtwc/ankle.htm#Seah2011
http://www.odg-twc.com/odgtwc/ankle.htm#Anklefootorthosis
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ODG Criteria for Ankle foot orthosis (AFO)

Recommended as an option for foot drop. An ankle foot orthosis (AFO) also is used
during surgical or neurologic recovery. The specific purpose of an AFO is to provide toe
dorsiflexion during the swing phase, medial and/or lateral stability at the ankle during
stance, and, if necessary, push-off stimulation during the late stance phase. An AFO is
helpful only if the foot can achieve plantigrade position when standing. Any equinus
contracture prohibits its successful use. The most commonly used AFO in foot drop is
constructed of polypropylene and inserts into a shoe. If it is trimmed to fit anterior to the
malleoli, it provides rigid immobilization. This is used when ankle instability or spasticity is
problematic, such as in patients with upper motor neuron diseases or stroke. If the AFO
fits posterior to the malleoli (posterior leaf spring type), plantar flexion at heel strike is
allowed, and push-off returns the foot to neutral for the swing phase. This provides
dorsiflexion assistance in instances of flaccid or mild spastic equinovarus deformity. A
shoe-clasp orthosis that attaches directly to the heel counter of the shoe also may be
used. (Geboers, 2002)


http://www.odg-twc.com/odgtwc/ankle.htm#Geboers
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A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR OTHER
CLINICAL BASIS USED TO MAKE THE DECISION:

[1 ACOEM- AMERICAN COLLEGE OF OCCUPATIONAL & ENVIRONMENTAL MEDICINE UM KNOWLEDGEBASE
[1 AHCPR- AGENCY FOR HEALTHCARE RESEARCH & QUALITY GUIDELINES

[1 DWC- DIVISION OF WORKERS COMPENSATION POLICIES OR GUIDELINES

[ EUROPEAN GUIDELINES FOR MANAGEMENT OF CHRONIC LOW BACK PAIN

[1 INTERQUAL CRITERIA

O

MEDICAL JUDGEMENT, CLINICAL EXPERIENCE AND EXPERTISE IN ACCORDANCE WITH
ACCEPTED MEDICAL STANDARDS

MERCY CENTER CONSENSUS CONFERENCE GUIDELINES
MILLIMAN CARE GUIDELINES
ODG- OFFICIAL DISABILITY GUIDELINES & TREATMENT GUIDELINES

PRESSLEY REED, THE MEDICAL DISABILITY ADVISOR

O
O
X
O
[1 TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE & PRACTICE PARAMETERS
[1 TEXAS TACADA GUIDELINES

[1 TMF SCREENING CRITERIA MANUAL

[1 PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE (PROVIDE A DESCRIPTION)
O

OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME FOCUSED GUIDELINES (PROVIDE
A DESCRIPTION)
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